. Health,

Doctor, coroner, etc. must use only standard nomenclature in item 18. Mo symptoms will be listed.

All diseoses in Port | must be cousolly related.

& Walfare
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5. 300
. 1-57 o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED OCT 21 1957

Registration District No.

l:l'HE PIVISION OF HEALTH OF MISSOUR

STANDARDé!T’gICATE OF DEATH

Primary Registration District Nﬂ-.l.o.oa ............

382@4:__

STATE FILE NUM

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived

. If institution: Residencg/before
b. COUNTY °dmy7°")

a. COUNTY a. STATE MiSSOUI'i Iron
b. C:JTRY (If eutside corporate limits, giva TOWNSHIP enly) Inside Limits o . Cgrg Inside le!fs
Town Ste Louis Yes ] No [ TOWN Arcadia gy Yﬁ@ No[ ]
c. FUL:_‘.‘. NAIJ:\E OF (If NOT in hospital, give location} | Length of stay in 1b d. STR%EET T (I outside, give |Dcai‘i’on) Reslde on Form
HOSPITAL O . . ADDRESS
insTiTuTionMo . Baptist Hospital 2, Yes (] o [X)
3. MAME OF DECEASED Firss Middle Lost 4. DATE Month Day Year
{Type or print) OF
| Belle Strahl DEATH  Oct, 3, 1957
5 SEX / 6. COLOR OR RACE| 7.y spaien{ Jnever warmiep[]| & OATE OF BIRTH e R o s BT
Female Khite wmoﬁo & o1voRCED[ ] M&y 10, 18 76 81 l l
10w. USUAL OCCUPATION (Give kind of work dene | 105. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} / 12. CITIZEN OF WHAT COUNTRY?
duri st of warking life, even if retired) INDUSTRY . N .
‘Housewife Fairfield,I11. U.S,
130 FATHER'S NAME 136, MOTHER®S MAIDEN HAME 14. NAME OF HUSBAND OR WIFE
Jeyry Windle Sarah Miller William
15. WAS DI tE ¢ AR ORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address .
(Yes, n [ f o of service
Wa yes. oiyf wor ofgute of service) None Home For The Aged, Ironton,Mo. .
18 oAly one cause per line for (g}, (b), and {c). ) < INTERVAL BETWEEN
AUSED BY: - - [ ONSET AND DEATH
8 \()E USE (a)
.y DUE TO'(8)_ A L AAN L8 L dm—. 7[ AM(@/A
S . } DUE TO ()
Q-_EART II. OTHER SIGHNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rélared 10 the terminal diseass condition glven in PART I (a) 9. geg:gg&sg;
% mm /ﬁuﬂ +20 &F ves[] NOB.Z
I~ T SUICIDE HOMICIDE | 20b. DBESCRIBE HoleJURY URRED. (Enter nature of injury in PART | or PART Il of item 18.) [
; 0 0O | el f
2 : O R
Ol %c. TIME OF  Hour Month, Day, Yeor )
g iNJURY  a.m. 5-
E3 p.m.
20¢. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inorabout heme,| 20f. QITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD WOT WHILE rm, lagtary, pirest, offi / dg., etc.} . W Lo
WORK AT WORK / i ' £
21. | attended the decoased from /QA/ 9/ S 7 , 10 / 6; §/<7und last 3 sew hnm alive on //7) /2//> /
Deoth oc:urred at - !6][/]/{/{\ - m on the dufu nu!ed ubove, and to the best of my knowledge, from lhe causes stated.
2%a. % egroe or tithe) | 225 ﬂ % ﬁ\ 2 1c. D 7 /
736 BURIAL, CREMATION, | 33b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (CHY! rown, or wum] (sm.)
MOV AL (S .f,) b . .
Hemova, 10-3-57--~--~-}-- - -Baptist Cemetery - . |— "-"Ironton" Moo |

24. FUNERAL DIRECTOR

Albert H. Hoppe 4700 Viashington Blwvd.

ADDRESS .

25 DATE RECD. BY LOCAL REG.

00T 4 57

{Licanned Embolmer®s Statement on Raverss Side)

P

Ve ﬁozj’.:s




f
{r R L
- . .,
. 3 ‘ SACER
4 -
- L o
1 T -
[} . - LR -
.y .
It oLt - 2 -~ -

i L4 — - -
. - t BN C ’

rre s 4y Y ‘:_' LA k) e

.l . " : wo el
. ~ . P Hom -

STATEMENT BY LICENSED EMBALMER

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

by me, BEBY Tl e s s .» Student Embalmer No.-..................

working under my personal supervision.

Student ....cc.......... prreeeee s Signed T L2 é’*"” ..... /F ..... E ..............

' Licensed Embalmer }
SR - . P. 0. Address, . T...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure
to comply with the above constitutes grounds for revocation of l1cense)

If embalmed by a STUDENT, he also shall sign in his OWN handwiiting. - -1 R
[f this body is not embalmed, fact should be so stated above.
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