: Pt . THE DIVISION OF HEALTH OF MISSOURI
wee  FILED MAR 5 j9tB srANnARnéifrémm OFDEATH  _ o 55§E~;%%3282~7 -----
Registration District No. Primary Roqlsrn:mon Dlsmct No. 1003 __________ Rogisfruri:N_ 3&Q_-_-_--

rvico

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
B00 a. COUNTY a. STATE - ‘E b. COUNTY udmusmyf
0 CITY {If outside corporate limits, give TOWNSHIP only} inside Limits c. CgRY Inside Limits
rom  ST. 1OULS , MO Yos [ Mo ] towe ST. LOUIS, M. Yes [ Ne[]
FULL NAME OF (1f NOT in hospliul, give location) | Length of stay in 1b TREET 1 cation) Reside on Form
—HOSPITAL OR DORESS JZLCHRON I ﬁt}djdf’ff
S insTiTuTion Ci ty Hospital #3 /_3 gyes U 803
4 “ Cost 4 DS}T:E Month Day Year
(Type or print)
Ralph Griffith peatTH  Jan, 30 1958
5. SEX B ] 6 COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 F UNDER i YEAR] IF UNDER 24 HRS.
mTE MARR WE u':.;;:;; Months | Days Hours Min,
w:oowE w RCED FEB a£ 3187 w

100, USUAL OCCUPATION (Give kind of wark dona | 10b. KIND OF BUSINESS OR 1. BIRTHBLACE (Fity and 3tata ar country) / 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) M‘f IOWA U .S .A‘.
130. FATHER'S MAME 13b. MOTHER*'S MAIDEN NAME 14. NAME OF H]JéBAND OR WIFE

JOHN T, ADDIE HIPPLE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.[ 17. INFORMANT Address

(Yas, no, or uninqwn)l(ll yos, give wor or datfs of service) U’Nmm ST. ID.UIS EITI HOSP' #}.

18. CAUSE OF DEATH (Enter only one cause pegLinedtor (a), (b), o INTERVAL BETWEEN
S CAUSED BY: o - ONSET AND DEATH
>4

i
!
| 3. NAME OF DECEASED First Middie

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o)

above causs (a},
stating the under-

Conditiona, if any, } DUE TO (b)

which gava rise 1o 4 !/
DUE TO () - -

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

LJoctor,

g lying couss last.

E = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal divesse canditlon given in PART | {o) 19. WAS AUTOPSY

3 < PER FORME% w
] i / f /b YES[] NO
E ;,'._ | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
¥ S O O |

)
p v U] 2c. TIME OF Hour Month, Day, Year
8 'g INJURY  a.m.

";',-' E p-m.

E 204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor chouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
; -:.: WHILE ATI:I. NOT WHILE D farm, factory, street, office bidg., etc.)

& AT WORK

E 21. | attended the deceased from 12/9lsi , to u SQt 5& and last suw: alive on 1/30/58

H Deaath occurred ot m on the dote stated above; ond 1o the best of my knowledge, from the causes stated.

E 22a. SIGHAT N Dgg r title) 22b. ADDRESS 22¢. DATE SIGMED

-]

= 0_, M D 1515 LAFAYETTE AVE. 2/3/58

. BURIAL, CREMATI 23b. DATE 23c. NAME OFtCC)EMETERYlO:RBCREM.ATdORV ‘234. LOCATICN (City, town, or county} {State)
REMOY AL {Specif m mzca ‘r . '
= ’Jf”fg o St- Iﬂu’tS. Mo. ay
“pEE A Rker Mortuary*@ewie& 25. DATE RECD. BY LOCAL REG. ISIRAR'S SIGNATURE

4104 Manchester Ave. FEB 2 7 8

Bt. Louis 10. Mow {Li d Embalmer's on Reverse Sida)
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STATEMENT BY LICENSED EMBALMER

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

DY IME, OF DY iniriieiiiiieiiirerer e tirsessrre st rreraa b ra s sstassncsaasnstresrranerasansasninss .» Student Embalmer No. .........cocvvennnn

working under my personal supervision.

SHUAENE crrvnenriieiniieiieite s eernenreressaenrenrrns SIBNEA ... ..ueeerirrireeinncreererenes s iiisssstossastnasrssrssnssssnnss
Signature of Student Embalmer !

et Creats N \Licénsed Embalmer No.......ccceervereneee

P. 0. Address.......coeccemmenccinnnnnienannn.

: 5 -
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 hcense) )
If embalmied by & STUDENT, he also shall sign in His OWN handwriting.
if this body is not embalmed, fact should be so stated above.




