securing the medical certibicafion n

Haalth,

Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed. All

disegses in Part 1 must be casually related.

Coroner cannct certify to a death due to naotural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

L Walfare
. Public

Sarvice

THE DIYISION OF HEALTH OF MISSOURI

FILED APR 121957

Registration District Mo, -viniivas

STANDARD CERTIFICATE OF DEATH

.3.}8..Primmy Regi stration District NIQQS _____

10545 .

STATE FILE NUMBER

Raglsm;f?: Ne. 2649

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where duceased lived.

If institution: Residence before
admission)

a. COUNTY a. STATE MBSOUR-I b, COUNTY
b, CITY {If outside corperate limits, give TOWNSHIP anly) ] Inside Limits c. CITY Inside Limits
OR OR
Town ST, LOUIS Tesf Nem toww ST, LOUIS YesX Non
<. §gl§|§-|";'q:lf'%g|: (1 NOT in hospital, givelocation)|L ength |§Esloy inlb . STREET (1 outside, give lacation} Reside on Farm
0/ wstitution 6601 ALABAMA 48 YEARSQ{) /%, Aovress 6401 ATLABAMA YesO NoD
3 :::!t‘ :l'D Firat Middle ; Layt 4. DATE Month Day Year
(Tupe or print) MAUDE E. KARCHES ceatv  MARCH 16, 1957
5. SEX 6. COLOR OR RACE  |7. MaRRIED ] NEVER MARRIEDL]] & DATE OF BIRTH . AGE (Fn years | IF UNDER 1 YEAR |IF UNDER 24 WRS.
Tast birthdat) [Menths | Doy | Hewrs | Min.
| FEMAIE VWHITE wioowen ] f oivoreeo ) MAY 31, 1899 57

-{10a. USUAL GECUPATION (Give kind of work done

105. KiND OF BUSINESS OR INDUSTRY
during moat of working life, ecen if retired)

11. BIRTHPLACE (City andl niate or country]

2. CITIZEN OF WHAT COUNTRY?

(¥es, no, or unknown) | (If yes. pive war or dales of service)

NO 496 1222099/

‘ HOUSERCRE AT HOME ST. LOUTS, MISSOURI 2 | U.S.A.
13] FATHER'S NAME TA. MOTHER'S MAIDEN NAME

CHARIES STEVENS IDA WHITE
15, WAS OECEASED EVER IN U.S, ARMED FORCES? T6. SGCIAL SECURITY NO,|17. INFORMANT Addrers

ALBERT KARCHES 6601 AIABAMA AVERUE

18, CAUSE OF DEATHM {Enler only one couse per i
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a} -

Carcinoma of sigmoid

“for (), '(P). and {c).]

c

INTERVAL BETWEEN
ONSET AND DEATH

20d. INJURY OCCURR . PLACE OF INJURY!(c. 9., in or about home,
WHILE AT 0 o . arm, factory, W ele.)

WORK AT WO, [

r.]

COUNTY

Conditions, if anp, OUE TO (&)
which gace risg fo
cbote cauar ;( » Tt - = ks
stating the under- .
= lying  cause lost. DUE TO (¢)
L 1= PART. il ATH BUT NOT RELATE THE TER N 1N PART {(n) . V9. WAS AUTOPSY
= Aot /—/co Pznmnmsy
=
2| a3t ¥sos Ko TiveD ot /SN vesO woid” =
= 20a. ACCIDENT SUICIDE HOMICIDE 206. DESCRIBE HOW INJURY OCCURRED, (Enter ndture of injury in Part I or Part Il of item 18.) -
i O O O
%]
2| ®c. TIME OF  Hour  Month, Day, Year :
h] INJURY @ m, . . T
o p.m, . . -
w -
x 201, C1TY. WN STATE

to

and last saw

hin ali

[ ;] |

na..snnugs-%lniiWr r%o wD,

w%ESS '
~
S * 1

s ¥
21. | attended the deceased fram - . _M-é_lé_ h' ' i
Death occurred at : 0 A M mon the date stated above; and 1o the best of my know.l’edﬂe.lq.rom the causes stared,

22¢, DATE SIGNED

S 'Sy

23a. :g::;hf:ﬂh"f:?:‘ 23. DATE Z3c. NAME OF CEMETERY OR CREMATORY 234, LOCATION (City, fown. orjeglenty) (Staie)
REMOVAf MAR., 19,1957 | LAKENOCOD PARK CEMETERY AFFTON, MISSOURI,

24. FUNERAL DIRECTOR ADDRESS

Yy ST, IPTS, MO,

C. HOFFMEISTER MORTUARIES
221480, EROADWA

25. DATE RECD. BY LOCAL REG.

MAR 18 '57

(Llcenscd Embalmer’'s Statement on Raverse Side) /

26, EEGISTR: RS

SIGNATURE i ;

<§



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
BY I, OF By . it it itteeiitan e resmmraiteiasatanatabaaanns , Student Embatmer No...........

. N N b
working under my personal supervision.. °

Student .. ...coiiiiiiiiiiiiiiiiiiiniraasarainaiaaraaan Signed /(j.]fw .. C?

Signature of Student Embalmer
Licensed Embalmer No.fyé

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN BANDWRITING. (Fa
to’ comply with the above constltutes grounds for revocation of license).

If ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. oo

.




