wblie

aTVi

Dacter, corener, ate. must use only standard nomencloture in item 18. No symptoms wi
¥— All disecses in Port | must be cousolly related,

au

LY

1]

wiws ~ FILED APR 2 8 1958

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Registration District No. ..

THE DIVISION OF HEALTH OF MISSOURI
STANDARD (ERT""KAT! OF DEATH
--.._-j ______________ Primary Rerg'isrruii'f\ﬂDisni’thl: j o 5. y

58-015390

STATE FILE NUMBER
Registrar's No..____ A_o.._.._z.__-

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased iiaed If institution: Re:ld'nce be{orc -
. . STATE b. COUNTY ° """‘°"
o- COUNTY St., Charles " Missouri St. Louls .~
b. CITY (If outside corperate limits, give TOWNSHIP enly) Inside Limits & CgRY 00 Inside Lidits
TOWN St, Charles Yes (K te L] rom  Creve Coeur Y99, | val n@
. Fgu_ NAM% OF (It NOT in hospital, give location) | Length of stay in Tb 4. i‘l[’)%%EE'g R#2 (If outside, give location) Reside on Form
HOSFITAL OR - ;
wsTiTuTioN St e Joseph Hosp, | 1 week *Box #L7h 12th & Maxind-! &
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print} OF
Mabel Katherine Black DEATH Appril 23, 1958
5. SEX & COLOR OR RACE} 7. MARmEDEI NEVER MARmEDD 8. DATE OF BIRTH 9. AGE {In years JF UNDER i YEAR] IF UNDER 24 HRS.
st birthday) | Menth Days Hours Min.
Female L'Jhi te WIDOWED[] pivorcen ] NOV . 7 . 191 8 t birthday ths | ¥ o I
10a. USUAL OCCLIPATION (Give kind of wark dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
d 'limou Y(working lite, aven if retired) H INDUSTRY U S A
er ] Food stopr Indians e
t3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Shaw Cora Black Chsrles H, Black
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 14, SOCIAL SECURITY NO.] 17. INFORMANT Address
{Yes, no, or ynknownjl {If yes, give war or dotes of servics)
o R A ,95-18-6163( Cherles H, Black, R#2, Box #7h

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART 1.

18, CAUSE OF DEATH (Enter only one cause per line

e {a), (b, and {c}.)

ye maa

INTERVAL BETWEEN

ONSET}ND EEATZE ,

W MHDM'?LGMJ’JJW

/(ﬂ-w

Candivions, if any, DUE TO (b)
which gave rise to }
above cavie (a),
ing the under.
2 g emes Tesr._)__DUE TO (9 44S X
E PART fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur no| ul:md 1 vh;tomhw' HDF“. condition given In PART 1 (o) " g‘és ?ggﬁgg
-
I A Cr i odcbeyo il IJe &p YES [SK N0 []
E e, ACCIDENT SUICIGE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PlART W of n_!ué'la) -
g O ) O
S| 20c. TMEOF Hour Month, Doy, Yeor
8 INJURY  a.m.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[:I NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK

c—(‘j j} and last 3 l.uw

21. 1 attended the deceased from VV\.MC/(A
Decth occurred ot

11."‘20

l O v

* glive on %P-"'ﬂ ‘2‘?] j,d\i

mun the dma stated above; an‘d te the bon of my knowl‘:dqe, from the couses stated.

220. slcuntﬁ) F @

22b. jojﬁfss M J W{)_,

22¢. DAT_E SIGNED
Bl 2412y

230, BURIAL, CREMATION, | 23b. DATE

Removal LL-26-1958

23c. NAME OF CEMETERY OR CREMATORY

Fee Fee Camatery

23d. LOCATION {City, town, or county)

v {Store)

Pattonville, Missourl

24. FUNERAL DIRECTOR

Bawymenn Bros, Inc.

Mo,

25. DATE RECD. BY LOCAL REG.

250l *****¥oodson RdA|
Overland,

ﬁslsmaws SIGNATURE
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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

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

by me, ot by

working under my personal supervision.

SHUdent .ooorrreiii e e ae e Signed
Signature of Student Embalmer

IS

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.




