' HLED JUL 3 1 1957 THE DIVISION OF HEALTH OF MISSOURI 264_00

b, STANDARD CERTIFICATE OF DEATH ~ wrpgpomemm ot D0
Valfare STATE FILE NUMBER
lb“_t Ragistrotion Distriet Nn.._...A..........3..1..8...F'rirnnry Registration Distriet ?1.003 Regiztrer's N6837/
IrvICE

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed fived. If institutian: Residence bef

- COUNTY a. STATE . b. COUNTY - admisjén)
C > © Missouri
|30506 b. Cg;;Y '(” outside corporate limits, give TOWNSHIP anly) ] tnside Limits e. Ccl,':;( - inside Limirs
TOWN St- LOulS. Y“"x No O TOWN St. !oouis' Ll _Yesx' No [0
c. 53!5_'!']_?:#5}?!: (I1f NOT inhaspital, givelocation))L ength of stay in 1b ”  STREET (If outside, give locatian} Reside on Farm

: /£ wstituTion Park Lane Hospital A é ADDREsS 1424 Laurel. Ave, Yesl Nok
; 3. Name or Firet Middle Last 4. DATE Month " Doy  Year
> EASED QF
; (Tpe or print) James Pervy Mumma Jx. e July 20, 1057
: 5. SEX 6. COLOR © (o 7 8. DATE OF BIRTH 9. AGE {fn years | IF UNDER 1 YEAR hF UNDER 24 HRS.
1 u 0 Whi R RACE MARRIED (] MEVER MARREED s bié‘mw o | Doy P
: ale te winoweD [ ovorcec [ March 24, 1950 7 [
g “f10a. USUAL OCCUPATION (Gise kind of work done |105. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and stafe or country) & 12. CITIZEN OF WHAT COUKTRY?
A during moat of working life, eoen if retired) - p
] Student School St, Louis, Mo, U.S.A,
3 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME ‘
- [ .- B
X James P, Mumma Sr, Vera Smith
4 15, WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SCCIAL SECURITY NO.|[17. INFORMANT Address v

(Fer, na, or unknown) (I yer, aive war or dates of service) .

No. Nil, None Vera Tucker, 1424 Laurel Ave,

“H18. CAUSE OF DEATH [Enter only one cause ting for {a), ). and (c).]" - INTERVAL BETWEEN
PARY 1. DEATH WAS CAUSED BY: J j £ ‘Z . ONSET AND DEATH
IMMEDIATE CAUSE ( Mﬂ AAA R P - 4 ) )

Q.d, L»_,d M \MVLAML ————‘
Conditiona, if any, DUE TO (b)Y j
=’ -

- whick gare risg to . .
© -above  cause ia) . . . e T L R R 1
stating the under- i
iying cause lost. BUE TO (¢} ’

PART 11."OTHER SIGNIFICAKT CONDITION (TR
~

iy “'

197 WAS A TOPSY
RFRMED?

¥es M no [

(Lt At
204. Acc'?‘r T SUICIDE HoMicine | e or Aoy of Anis g i =Y, AP
- J vy . M-i—otj

20¢c. TIME OF Hour "Month, Day, Year

Sty o /ST
INJURY 2. m. iy - . -
20d. INJURY OCCURRED 20e. ;uc:}or INU fe. g., in or ghout .;mme. 20/. CITYpTOWN. OR LGCATION NTY &% T T sTate
. arm, faclor, » Qffice .. 10.) .
Wt T O et () J Jl OV e =0 25

' MEDICAL CERTIFICATION

AR T VeV Wy Sl T sl TS T TR 1
{iseases in Part | must be casuvally reloted. Coroner cannot certify to a death due 1o natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

E Z!- ! attended the deceased and last ca%‘eﬁve an

b Death occurrad at m en the date stated above; and to the best of my kn,lcd’je. from the causes atated.

; -, 220} SIGNATURE \ (grec oyt © . "Zdzb. ADDRESS - | Zc. DATE SIGNED

:-" 23z. BURIAL, cngnnq?n‘_ TE "1 23¢. NAME OF CEMETERY OR CREMATORY 1'23d, LOCATION (City, town, or counly) / (Stazy  /

- REMOVAL (Specify . . - RV e - - Y gt =

) mova 72457 Qak Gtove Cemetery - St. lI_.Ouu County, AMo.

¥ 24, FUNERAL DIRECTOR ADORESS 25, DATE RECD. BY LOCAL REG, 26, TRAR'S SIGNATURE E
Albert H, Hoppe 4700 Washington, !UL 29 '57

censed Embalmer’s Statement on Reverse Side <5
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STATEMENT BY LICENSED EMBALMER

I hereby ceftify that the body whose name is recorded on the reverae side of this certificate was emr

working under my personal' supervision,. .

1

Student .......
Signatore of Student Exbalwer

¥ . A o )

P

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.

If this/body:is not ‘embalmed, fact Sh.‘Ollxd.“be)SOcStated above. TE_N_T g ot
N i ‘\" (AR s B 1 A ot SPRLR FI T T TR O DX Yo bt




