THE DIVISION OF HEAL THh OF MISS0UUR] (],1 833

pt. Health,
S awdtee STANDARD CERTIFICATE OF DEATH s LU
S, Public FILED DEC 1 0 1957
alth Service Registration District No. ...,
. B
I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if Iﬂillfu‘llon!‘Resédqnc_e bffere
. COUN . STATE b. COUNTY admissi
/. 5. 300 a. COUNTY ° Missouri i
ov. 1-57 b. CgRY (If outside corporate limits, give TOWNSHIP only) inside Limits c. CgRY Inside Limits
town SR, LOUIS, M., Yeos [ No [ _TOWN St. Louis Yos[] Ne[]
c’_‘l_:'gls.!ﬁ?:t‘l%g!: {If NOT in hospital, give location) | Length of stay in 1b d. STREEB'g (lf oumdo, give location) Reside on Farm
A4 meriTution ST. LOVIS CITY HOSY.#1. 3_2"? f@ 1003 P Yos K] No[]

3. NAME OF DECEASED First Middle " Last 4. DATE Month Doy Year
{Type or print} -

RAYMOND c. CARROLL oeatn NOV. 25, 1957

5. SEX 6. COLOR OR RACE| 7.

8. DATE OF BIRTH 9. AGE (In ysars $F UNDER 1 YEAR| IF UNDER 24 HRS.

MARRIED[_] NEVER MARRIEDL ) -
g irthday) | Months | Daoys Hours Min.

Male White WIDOWED[] olvg;ﬂ:eo Yo 5-1888 ng l
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) / 12. CITIZEN OF WHAT COUNTRY?

|pr55n of ;:;ng :_F-F,;{:-;-if retired) INDUST%eti red Indianr '[] ) S . A X

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_U:':BA.NI? OR WIFE

Delta Carroll Amanda Bennett

“5( WAS DECEASED EVER [N U. 5. ARMED FORCES? ti'SDC!AL SECURITY NO. L 17. INFORMANT - Address
(Yes, Nérua&nqvm)l(lf yes, glve war or dates of service) 9 _2 _1 5’9(5 BerthacrOWder, AI‘Cadia . Indiana

K
t8. CAUSE OF DEATH (Enter only one cause per line for {a), {b), ond (c}.) ) INTERVAL BETWEEN
PART !. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) HERPHTIC COsm 4
Cnsion 1oy, + 00 10 (0 SFASTHOINTESTyNA L //z:mo«ma

which gave rise to

lature in item 18. No symptoms will be listed.

R | e comtross of 4ner

PART Il. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to the terminol disease condition glven in PART | {a) 19. WAS AUTOPSY
ERF

mend

No[J

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | othRT Il of item 18.)
o O O
Xc. TIMEOF .Howr  Month, Doy, Year
INJURY  a.m.
p.m.

20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD- NOT WHILE 0 farm, factory, street, office bldg., etc.) ..

[.

MEDICAL CERTIFICATION

F

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

WORK AT WORK

. . . . o
~| 21. | attended !he.:lecocud’ from ly ZM 5 z ' . teg 25[ 5 Z and lost how’}: alive on ll/ 25/57

Death occurred at ]l 'Qq PM : m on the date stated above; and to the best of my innw!odgo, from the couses stated.

Doctor, coroner, etc. must use only stondard no
All disedses in Part | must be cousolly reloted.

220." SIGNATU (Dagres or titla) ~ O] 22b. ADDRESS .. 22¢. PATE SIGNED
;2’4/2}' £ Y s A flop] . 1515 LAFAYETTE AVE, . 11/26/57

73a. BURIAL, CREMATION, | Z3b. DATE 23c. NAME OF CEMETERY OR CREMATORY . ﬂd LOCATION {City, town, of county) {5¢ate)
EMDVAL [Sp 1fy)

11-29-1957 St. Trinity Luthern |- St. Louis County, Mo.

2. FIJNERAL DIRECTOR ADDRESS . 25. DATE RECD. 8Y LOCAL REG. ZS-QQEGI JRAR™S SIGNATARE

McLaughlin's, 2301 Lafayette NOV 20 57

{Lizensed Embolmer’s Stctement on Reverse Side) ﬂ




Tayhoaiy

e .

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
" by me, or by ........................................................................................... .» Student Embalmer No. ...................

working under my personal supervision.

Student oot e
Signature of Student Emba.lmer
e LT - c
- oL “J..‘.

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

. If embalmed by & STUDENT, he also shall gign in his OWN handwriting. - -
If this body is not embalmed, fact should be so stated above

- . -_ - ‘ s




