THE DIVISION OF HEALTH OF MISSOUR] SB

FILED SEP 30 1957 mnmos clmmlcmornmu 003 SaTE e mg.?.m

Registration District Now o d &) Primary Registration Distriet Nah et 2 oo oo e Registrar's No. = ..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reudenca bffo
. CO . . « b. COUNTY odmission
o. COUNTY o STATE  Mj gsouri N St. Louis
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY -~ Inside Limits
OR i I} v No D OR -j -5"/ ¥ * N EI
10wN_ St. Louis o [ ] Towv  Maplewood e ] No
c. I'-:Igls-l-!-'-l'?m%OF (l NOT in hospital, give location) | Length of stay in 1b STREE';S X {IF outsids, give location) Reside on Farm
AL OR . ADDRE
| £ hehtotion Deaconess Hospital | 6 weeks 27 2845 Coleman Yes [] No [}
' 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
| {Type or print} . or
FLORENCE ANN WELLS DEATH Sept, 17, 1957
5. SEX I 6. COLOR OR RACE T'MARMEDD NEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER i YEAR| iF UNDER 24 HRS.
1 T last birthday) | Menths | Doys Hours Min, -
. Female White . .F‘Q&QED oivorcen[]| July 22, 188L I l
-E 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City end state or couniry} 12. CITIZEN OF WHAT COUNTRY?
= during most of wrking life, aven If ratired) INDUSTRY /
. awife Tennessee U.S.A.
: 13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_UéBANI? OR WIFE
P Lewis Stafford Sarah Powell James O,
6. a‘ 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
E‘ ﬁ {Yas, no, or unknqwn)l (i yan, glve war or dates of service)
o 4 none are  ADN7 Hoffman
a 18. CAUSE OF DEATH (Enter only one couse per lj (), (b), ond (c}.) ° INTERVAL BETWEEN
w PART t. DEATH WAS CAUSED BY W a @ o 4 ONSET AND DEATH
e o IMMEDIATE CAUSE {(a) .
= &
. a Conditions, if any, DUE TO"(b}
4 > which pave rise to
S [l above cauvse {a),
o 4 stoting the wnder-
s 8 g lying eowss last. DUE TO (I:)
E"ﬁ O EEl. .- PART W BTHER SIGNIFICANT. CONDIT10N5 COHTRIEUTING TO DEATH but not related to the terminal di"ﬂll condition given.in PART I (a) . 19. WAS AUTOPSY
< & X g ﬂ f PERFORMED?
5. Sf= 20 / vesig No[]
e ¥ E{ 200. ACCIDENT SUICIDE'- HOMICIDE - |- 20b. DESCRIBE HOW. INJURY. OCCURRED.. {Enter nature of injury in PART | or PART 1l of item 18.)
= Zfu
- E % 3 C D O
© S RS{ 20c. TIMEOF .Hour Menth, Day, Year D T
£ =S INJURY  am. .
‘g : £ p.m. . . .
E % 20d. INJURY, OCCURRED =~ - - | 20e. PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY -, STATE
s w WHILE ATD NOT WHILE " |* " farm, factory, street?‘office bldp., etc.) S A . : .
5 g | work AT WORK Cla e e e e
] E ' 2] | artended fhc dece d irnm L/—— { ? -S—L , to Q /? .\-—? and last iawt alive on ? r7-J 7
4 ’ Death occurred at = m en the date stated above; and to the best of my knowledgo, from the couses stated.
> § GNATURE (Dggree or title) ) | 22b. ADDRESS 22:3;\11 SIGHED
o
- M/f [ e - "Z'g"ﬂ Ao - - (5T 7
o 23o.k8URIM. CREMATION, | 23b. DATE T 23c. NAME OF CEMETERY R CREMATORY ) 23d. LOCATION (City, town, or county) {Srote)

REMOV AL {Sewcif ‘ . PO R - P

Remova 2-18-1957 - " Toeal s -, ‘Ashley, T1iinhojs
74. FUNERAL DIRECTOR ADDRESS omnal T 25 DATE REG 26, REGISTR R'S SIGNATURE
Albert H. Hoppe, L4700 Washington SEB g ﬁ ,Z.A—Z?Z)’@-

(L1censed Embeimer"s Stotement on Reverss Side) —j’(jr g




o (8 - . A L f,
Y. STATEMENT BY LICENSED EMBALMER ‘ ' I
! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalrnedl
by B8, OTBY oot eveveeverninivnaanas e eeeeseeeeer s aseeseeseeaeaen st ot annasaeneearerees .+ Student Embalmer No. . (

|

working under my personal supervision.

SHUBENt w-eerreeerrirerereieestesress e nenaeresanes R
Signature of Student Embalmer

T _ ) ‘ Licensed Emba

) - - A P. O. Addres

- +

:Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallur
to comply with the above constitutes grounds for revocation of license). R ‘

* If embalmed.by a STUDENT, he also shall sign in his OWN handwriting.- i~
If this body is not embalmed fact should be so stated above. ] |




