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All diseoses in Part | must be causclly reloted.

THE DIVISION OF HEALTH OF MISSOURI

FILED MAR 20 1958

Registration District No. ..

STANDARD CERTiFICATE OF DEATH

-.Primary Registrotion District llm3___

STATE FILE NUMBER

_— Regis?rur'{ﬁ&...247,5.._-

130, FATHER'S NAME

Ambrose Holt

13b. MOTHER'S MAIDEN NAME

Mary Stutchman

}. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reside_ncg before
o. COUNTY a. STATE Missouri b. COUNTY admi s sion)
b. chY (If eutside corporate limits, give TOWNSHIP only) Inside Limits <. CIOTRY Inside Limits’ o *
TOWN St.Louis Yes [} He ] TOWN StJouls Yes[X N?t’
e. FULL NAME OF (If NOT in hespital, give location) | Length of stay in 1b 7‘TREETS (If outside, give location) Reside on Farm
HOSPITAL OR [ADDRES!
2/ mstiution 3940 Tholozan 17 yrs g/ é 3940 Thologan Yes (J Ne[
3. NTAME OF DE;:EASED First Middle Lost 4. DATE Menth Doy Year
{Type or print F
Susie George oeaH February 28, 1958
| ; -
S-FSEX & COLOR OR RACE} 7. wARRIED [ JNEVER marrIED]] 8. DATE OF BIRTH 9. AGE‘ S‘n.:‘:::y; ;:J:ﬁER;::AR '::::"DER 2;»“"\'5-
L3l ri in.,
emale Uhite wmgQEDX} oivorcesl ] Sept.9'.1876 él l I
10a. USUAL OCCUFPATION [Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE {City and state or country) / 12. CITIZEN QF WHAT COUNTRY?
during mest ef werking life, aven if retired) IPKUSTPY
+ Home B 1.8,

14. NAME OF HUSBAND CR WIF

Fred

E

—_

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
{Yes, nner oukmvm)‘(ll yes, give wor or dotes of service)
o]

16. SOCLAL SECURITY NO.

17. INFORMANT

None

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH {Enter only one cause per line
PART !. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a) _Q&L&)LLS_!

for (u), (b), ond (C))

rdifec

Nelson Hovey, 39L0 Tholozan

Addeess

INTERVAL BETWEEN
ONSET AND DEATH

lmr'

Canditiens, if ony, OUE TO (b) < 10
which gave rize 1o }
chove covse ({3,
ing 1h der-
o e ) oo Fa2!
= PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the tarminal dissase condition glven in PART i (a) 19. WAS AUTOPSY
: PERFORMED?
e YES[] NO
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of i.'.f.'“: 18.}
6 3 & O
S| 2¢. TIMEOF Hour Manth, Day, Yeer
g INJURY  am.
E N p.m. .
204. INJURY OCCURRED Me. PLACE OF INJURY {e.9., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[:] NOT WHILE O farm, lactory, streel, office bidg., etc.)
WORK AT WORK
51 | aitended the deceased from - 2 o~ S &. Pl 3? . ’y ond last iuwm alive on 2= 27~ b3 e

Death occurred at

+m on the davu stated above;

wnd to the best of my knowledge, from the causes stoted.

220. I %TUR E g (

emla).L a‘! &

22b. ADDRESS

Y32 S

Gevroud Gluvd

22c. QATE SIGNED

2-22-58

22a. BURIAL, CREMATION,
REMOVAL wcify)

23b. DATE

2-28-58

23<.

NAME OF CEMETERY OR CREMATORY

24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,L700 Washington Blvd.

25 DATE RECD. 8Y LOCAL REG.

FER 2858

234, LOCATION (City, town, or county)

Fa |

{5tate)

a
E AR'S SIGPATURE

d Embal

Lt

on Reveris Side)

PHSL




7 B et " Tl R
R asrofedy G0 Y TR § paxolegd € o0
D S wEzuada’l o ICTY P T
[ OTUE Gud 2 ) PR A I .
.3 CR TN SN ) SIS PN =iveartt.
Rt ficmasdud 3 v Shue oo
eoaelers 70 geaves mendes ~cu o
STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
Dy Me, BBallil ..ot e st r i e e e e s e e e s nanaanas .» Student Embalmer No. ...................

working under my personal supervision.

Student

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

Signature of Student Embalmer

Licensed Embalmer Noy‘z’ 8-‘3
P. O. Address..........f".é(.:.. 0230, 7

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, —- ..7 Iyromo
If this body is not embalmed, fact should be so stated above.
) ITRNGE oL med mhdr. DOV, codl T b L)

el e e




