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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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disoases in Part | must be casually related. Coroner cannot certify to a death due to natural causes.

B VY

THE DIVISION OF HEALTH OF MISSOURI

HLED MAY 271957

STANDARD CERTIFICATE OF DEATH

Registration District No. v “"3'1‘8“ Primary Raegistration District No. .ovoveee sr i

1. PLACE OF DEATH
o. COUNTY

2. USUAL RESIDENCE (Where deceased |ived.

o STATE
Mo

IF institwtion: Residence bafore
b. COUNTY odmission}

Inside Limits

ch No O

b. CITY (If outsida corporate limits, give TOWNSHIP only}

T%T\'N st. Louls

c. CITY
ORr .
Town  St, Touig

Inside Limits

YQI* NoD

c. FULL NAME OF (Lf NOT inhospital, givelocation)

Length of stay in
HOSPITAL OR

A4

{If outside, give location) Reside on Farm

EET

nsTituTion St LUkes Hogpital{ 60yrs RESS 5842 Cabanne YesO Mot
3 ::cﬂ:l“ﬂ: First Middle Lext . 4 DATE Month Day Year
(Tooeor print) Joseph _ Filson Miller . oexn, May 15, 1957
5 SEX d 6. COLOR OR RACE 7. mnyﬁ, E*Ntvzn marrieo []] & DATE OF BIRTH V! |9 ?cs#sb(llr,;hs:%. :.\::m iD\;r:n I%'::R u;‘:s
M L wipowep [] oworceo [10Ct. 28, 1869 87yrs 1

‘[10a. USUAL OCCUPATION {Gire kind ojwart done

106. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and statc or country) 12, CITIZEN OF WHAT COUNTRY?T

Ref "%y o tH18F "5F Bolice,St, Louis Mol Cincinasti, ‘Ghio USA
13. FATHER'S NAME : 14. B"FHER'S MAIDEN NAME

- Joseph W, WMiller Caroline Hunt -

13, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,[17. INFORMANT Address

dates of service)

“Yar

gpanisﬁ"'ﬁmkm {ean e

None

Yrs, Ida F. Miller 5842 Cabanne

18. CAUSE OF DEATH [En-ter only one cauze per line for (a), (). and (¢).] INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: T \ ONSET AND DEATH
IMMEDIATE CAUSE (a) S \u:Fg\-r
AQ\M C&. &&k\%\ ﬁ v wle.\n'
v s | oue T &) o Q4T
r
i i Avtev ogsclerotic ‘nea.:\: d\&ca%c’
z Iying cause losl. DUE TO (¢) >
=] PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUITING TO DEATH BUT ROT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ka)} 19. WS AUTOPSY
= /mroautm
h %2 o0 hes B vo O
E 20a. ACCIDENT SUICIDE HOMICIDE | 205, DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part Ior Part 11 of ftem 18}
E O O 0
3_ 2. TIME OF Hour  Month, Day, Year
INJURY a.m.
E p.m.
X | 204. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢0,, in or aboul home, | 20f. CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT O NOT WHILE Jarm, factory, streel, office bidg., efe.)
WORK AT WORK
——— o -
2l. 7 atrended the d: "hom\q 4<% , to . i8- S and last saw .h"“ ativeon 931 & - '\‘)
Death occurred at 3..— ‘a‘ m on tha date stated above; and to the best of my knowliedge, from the causss atated.
(Degree or title} - ADDRESS €3~ o} V\f\\%k 22¢, DATE SIGNED
MO % St oA S R
{ ) X \v2 M
230. Bu 235. DATE 23%. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, torrn. or counly) (State)
REM {Specify) - - -
tion IMay 18, 1957 10ak Grove Crematory St ALouis [ .
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY AR'S SIGNATURE -

& Sopody 25 5em

MAY 1

7 g?!. REG.

{Licensed Embalmer’s Stctement on Reverse Side) /
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‘ STATEMENT BY LICENSED EMBALMER - | ' -

-+ .
I hereby certify that théri)_ody whose name is recorded on the reverse side of this certificate was er
by me,-or by .l L SRRSO, S S O S A

working under my personal supervision. ., - =

" Licensed Embalmer N02§Lf

- “—:,- o - ) - S P.O. Address.é/)&j@?ﬁ

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING - 1
to comply with the above constitutes grounds for revocation of license).

- I embalmed by a STUDENT, he also shall sign in his' OWN handwriting, R
If thls body is not embalmed fact should be so stated above.

.- . .




