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STATE FILE NUMBER

............... - Roglslmr s Nc.,_______
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befors
a. COUNTY a. STATE b. COUNTY a “"?}“"
2
b. CITY (H cutside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
;oR,  ST.LOULS, M. Yes [J No [ 10w ST LOUIS MO, Yes[J No[J
e. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b . STREET (If outside, give location) Resida on Farm
HOSPITAL OR DDRE
o ST. LOUIS CITY HOSP. /) )../ 4 52211 DICKSON Yes ] Ne{]]
3. MAME OF DECEASED Firsy Middls L@:l 4. PATE Month Doy Year
{Type or print) /
BABY BOY BASS DEATHMAR, @, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH v | 9 AGE 1 iF UNDER 1 YEAR| IF UNDER 24 HRS.
B MARRIEDI | NEVER MARRIE | Icf’ tb::-:;:;; o i e TToors i
ALE winowen(] 0 OIVORCED ﬁfﬂf 1968 3 I
105 USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLRCE (City ond atate of country) /0 12. CITIZEN OF WHAT COUNTRY?
duri f ki life, if ratired INDUSTRY
'“'ﬁouﬁ even i ratired) : SIONEXYX ST.LOUIS,NO. U.S.A.
130, FATHER'S NAME 13h. MOTHER'S MAIDEN NAME 14. NAME OF H_USBAND OR WIFE
%A BAass RUTH DILIARD

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yas, no, or unknawn)|{I{f yes, give wer or daotas of service)
no

16. SOCIAL SECURITY NO.| 1

7. INFORMANT Addr
ST.LOUTS CITY HOSP #1.

o33

18. CAUSE OF DEATH (Enter only one cuusa per line for (a), (b}, and (c}.)
PART I. DEATH WAS CAUSED

IMMEDIATE CALUSE (u)

CCoRCEMITRBC HEAMRT PISEASE

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (b).
which gave rise o }
above couse (a), -
tatl h der- .
é ryiur::“c:u.scw;o::. DUE TO (c) 752,—- b
= PART I}, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the terminal diseoss condition given in PART | (o) 19. WAS AUTOPSY
X PERFORMED?
i YES [; No ]
£ | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
o O 0 O
§ 20¢. TIME OF Hour Month, Day, Yeor
I INJURY  am.
£ 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 D farm, factory, street, oifice bldg., etc.)
WORK AT WORK
21. 1 ottended the deceased from 2 z 2? t 58 ) and last saw !l':.:n alive on In /ﬂﬂ

Death eccurred at 1?Y 11-4 m on rhc date stated above; and to the best of my knowledge, fr’a,:m the causes stated.
-
220. SIGNATURE (Dewea or mle) oﬂ 22b. ADDRESS 22c. DATE SIGNED
,Qo-—t—yg il fe A _ ..1515 LARK ETT
23a. BURIAL, CR{M’ATlOH, 23b, DATE 23c. NAME OIZEMET RY O CRZMﬁJRY 23d. LOCATION {City, 10wn, or county) {Stote)
REMOV AL (Specifr} 3 -3, d naiomica oard

24. SEUNERAL DIRECTOR ; ADDRESS ! : 25. DAT

TR
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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

:f)y me, or by ..overriri i, teeetsemseavasereeseeerensentasrerrbedsisssaserssnsrannn ., Student Embalmer No. ........cceuenens

wotking under my petrsonal supervision.

Y A1 T L1 1| U Signed........coiiiiiiriiinnie,

Stgnature of Student Embalmer

..................................

X - b
TRV 3 2o G ~tLicensed Embalmer No.......c..ccveevvnnee. |
i

P. O. Address

..................................

.- "£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 license).
If embalmed by a STUDENT, he also shall sign in his'OWN handwriting.
If this body is not embalmed, fact should be so stated above.




