nomenciature 1n item

ar

diseases in Part | must be casuclly related.

Doctor, coroner, etc. must use only stand

Corones cannot certify 1o a doath due to natural couses.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

INE VIYIDIUN UF REAL 10 U Mi22UUR]

STANDARD CERTIFICATE OF DEATH

FLED FEB 4 1957

Registration District No..

318 s o 003

STATE FILE NUMBER

.. Registrar's No. ,52?

L AS] N

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decaosed lived.

If institution: Residance bafore

admission)

a. COUNTY a. STATE Mlﬂﬂour‘i COUNTY
b. Ctlj'l';‘f {If outside corporate limits, give TOWNSHIP only){ [nside Limits c. Cga\’ lnside Limits
tom 8T, LOUIS, MISSOURI _ |[Ye:u Moo row St. Louls, YRu Moo

FULL NAME OF (If NOT inhospital, givelocation}|Length of stay in 1b

25 hantotion 8T, LOUIS CITY HOSPITAL #l.2 ﬂ“ Ress

312? {l outscde éfa Is%mn) Reside Q%Furm

Yas0O o0
3. NAME OF First AMiddle ¢ Laxt 4. DATE Month Day Year
DECEASED OF -
( Type or prinn) IRENE l v RENARD DEATH JAN. 14 2 1957
5. SEX 6. COLOR OR RACE 7. makRiED [ &EVER marRiEn []] 8 OATE OF BIRTH 9. AGE (In yenrs | IF UNDER | YEAR JIF UNDER 24 HRS.
emale I te Tosteyrhday) [Months | Davs | fours | Min.
F wivowep [ oivorceo [} July 13, 188 ?U N
“}10a. USUAL OCCUPATION (Gipe kind of work dm;e 104. K[ND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City inef ataric or country) Q 12. CITIZEN OF WHAT COUNTRY?
nggftev life, even if retired) t Home st . Loui 8 . Mo, u . g9 A
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME ‘ = i
Ford Burrs Mamie (Unknown )
|':5Y WAS DEC&ASED’EVE(?IIN U, s, ARMEE FORICEST ) 16. SQCIAL SECURITY NO.{17. INFORMANT Address
s, unkagwon! yra, give war or daler of service]
No 7 None John Renard, 3127 Locust St.

18, CAUSE OF DEATH [Enter only one cauae per line for (a}, (b}, and ().}
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a) c)"\ LAt oA Loy - O 'o L

INTERVAL BETWEEN

?6’ ﬁ DEATH

Conditions, if any, DUE TO (&)

which gave Fisg fo

ubm;t czuu : .

staling the under- .

lying cause last, OUE T (¢)

490 %

> :

=] PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1K PART i(a} B ik2 w:‘srgg;.r‘g;?\'

=

§ Rup’ruv S CoutR {ad8a. ot L\U‘\-Whm Es'g no 3

& | %o AccivenT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part I or Fart 77 of item 18}

g O O O

i 20¢. TIME OF FHour  Month, Day, Year

ui INJURY a. m. - -

E p.m.

X | 20d. INJURY OCCURRED - 2e. PLACE OF INJURY {¢. g., in or ¢how! Aome, 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [ Jarm, foctory, atreet, office bldg., ete.}
WORK AT WORK

Death occurred at ]

21. } attended the deceased frumll]_QLS_L_____ . fo _lmm_and last saw ;:i; alive on 111&@———

m on the date stated above; and to the best of my knowledge, {rom the causes stated.

2a. SIGNATURE . __ . . ) { Degree or title) - 6

Aa . MacCalny D)

22h. ADDRESS

1515 LAFAYETTE AVE,

22c. DATE SIGNED

1/15/57.

23a. BURIAL, CREMRTION, “T23b, DATE 2%. NAME OF CEMEJERY OR C
Yonadar | X1 90-57 [Mémorial Par

MATQRY

en

St.

23d. LOCATION (City. towrn. or cotinty)

Louls, County, Mo.

{State)

24. FUNERAL DIRECTOR ADQDRESS

Albert H. Hoppe 4700 Washingtion,

Z5. DATE RECD. BY LOCAL REG.

JAN 17757

5. gzcxsTaAR's SIGNATURE

{Licensed Embalmer’s Statement on Reverse Side) &

e

y7u
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was er

by me, ior by

Fa

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER m'g:a OWN HANDWRITING.

. to comply with the above constitutes grounds for revocation of license).

" If embalmed by a STUDENT, he aiso shall sign in'his"OWN handwntmg ' -

.3 +I:this, pody is ngt embalmed, fact should be solstated above, =~ - 'f- oAt




