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USE ONLY.BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED AUG 2 6 1957

Ragistration District No, ...

THE DIVISION OF HEALTH OF MISSOUR|
STANDARD CERTIFICATE OF DEATH

318 s repsrseniar 1003

E FILE NUMBER

- Regiswors 7499

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bafore

o COUNTY o STATEp4 coouri & COUNTY /“"'"'“"’"’
b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits e, CITY o Inside Limits
OR OR .
Town gt louis Yes NoD TOWN St ,Louis Yos X NoO

c. FULL NAME OF {l{f NOT inhospital, give location}|Langth of stay in 1b

{1 outside, give locatian) Reside on Farm

OSPITAL OR REET
;{ﬁusnmﬂon City Hospt ¢DD@BS 1815Michigan .Ave,| veo n.X
3. NARE OF First Middle Last 4. DATE Monih Day Year
DECEASED OF
{Type or print) Mary Staten DEATH 8-9-57 |
. R 8. DATE OF BIRTH 9. AGE {In years | If UNDER | YEAR lIF UNDER 24 HRS.
5. SEX 6. COLOR OR RACE 7. marrieo [J Never marrien [ | todt bir?hd':ly) i Do | Froee e
Female Wnite wIDO oworcen () 1-30-1884 73
10a. USUAL OCCUPATION (Gie kind of work done [ 104, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (City and atate or country) / 12, CITIZEN OF WHAT COUNTRY?
during moat of tworking life, even if retired)
Nursing Ky, UsA

13, FATHER'S NAME

Stuart Allen

14. MOTHER'S MAIDEN NAME
Laura Unk.

15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16, SOCIAL SECURITY NO.
(Yea, no, or unknown) (If yea, give war or dates of aervics)

No EE SR E L T None

17. INFORMANT Address

Jane schlosser 1815 Michlgen Ave,

18. CAUSE OF DEATH [Enter only one cause per line for (a),
PART |, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a)

A

_%(b) and {¢c}.] Z R :

INTERVAL BETWEEN"
ONSET AND DEATH

A Zoste dounee

farm, factory, streel, office bidp., ete))

WHILE AT O noTwHLE
WORK AT WORK _

Conditions, ifany. DUE TO (b)
which gare rise fo
above cause ;c)- . 2- l
stating he under- ) % Y
> lying cause fost. | OUE TO (€) ~ d =7
[=] PART i1, OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOY RELATED vﬂe TERMINAL DISEASE CONDITION GIVEN IN PART [(n) B :E?zsr sg;CE!PDEY
g ' 2
3 . . ves ) wo B0 B
E 20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part I or Part M of item 18.)
& ad [} a
o
;‘-l 20c. TIME OF Hour Month, Day, Year
o WUURY oo m. . . -
E P om.
X | 204. INJURY OCCURRED 20¢. PLACE OF [NJURY (e, ¢., in or about home, | 20f. CITY. TOWH, OR LOCATION COUNTY STATE

- -

d from . fo

3"9 g7 and Iast saw h'l::i alive on r 'y '."7

10 12@ on the date stated above; and to the best of my krlowlcd'ga from the cauaes stated.

24. FUNERAL DIRECTOR ADDRESS

J.W.Clark F,H 1125 Hodlumont

25, DATE RECD. BY LOCAL REG.

(Degree or titl, 225. ADDRESS * 4. 22¢, DATE 5IGNE
i L)
Bl  FSolfl il ) 357
URIAL, CREMATION, |235, DATE 23c. NAME OF CEMETERY OR CREMATORY 234, LOCATION {City, town. or counly) 7 (State)
" REMOVAL (Specify) - s
Remova 8-13-57 Bethany Cemetery St Louis Co,Mo,

HiE1 257

{Licansed Embaimer’s Statement on Raverse Side)




R ~
- - ]
. * N Lt |- . '-:: ) [
- - ‘S?A"I“EM'E‘N’I!— BPY ®ICENSED EMBALMER
%
S e . I N i~

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

Y

by e, OF By ...t X ‘ ....... "Student Embalmer No.....]

working-under my personal supervision.. - - i

Student ................................................

License'd-Embalmc;_r No.T7

- . : : - - " B. 0. Address //_jﬁ

Note ‘The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING
to comply with the above consntutes grounds. for revocation of license), . L. .

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

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

- N.'u ; .




