. Health,
8 Welfare
. Public

h Service

Doctor, coroner, etc. must use only standard nemenclature in item 18. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

All diseases in Part | must ba cousally related.

THE DIVISION OF HEALTH OF MISSOURI

08—-019610

STAN Dg gRTIFl(ATE OF DEATH T STATE F”ﬁ MBER
II LED MAY 1 6 195&eg|struhon District Mo. 1 Prlmoly chls!rmlon Dutrl:t No. .k,,] 0.03 ....... Reglllr mﬁ __________________
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. Hf institution: Residante before
a. COUNTY a. STATE M b. COUNTY adpf s sion)
O
b. CIC;I'RY {If cutside corporate limits, give TOWNSHIP enly) Inside Limits <. C{I)TRY Ynside Limits
TOWN B4 Lonis v O vl T 0w St. Louis YesTJ Mol
€. FULL NAME OF (If NOT in hospital, give lo:ahoa Length of stay in 1b © dUsTREET {4 outside, give locatian) Reside on Farm
== HOSPI s
INSTITUTION . ADDRESS 2608 Hewitt Ave. Yes [] Ne[]
A ~
3 (NTAME oF DE}CEASED Middle Last 4. DATE Month Day Y ear
ype or print OF
LUeorge W De Bonnaire DEATH  5B-58
5. SEX 4. COLOR OR RACE| 7. 7 8. DATE OF BIRTH 9. AGE (1 rs {F UNDER 1YEAR] IF UNDER 24 HRS.
0 MARRIED R NEVER MARRIED] ] ) > (In v Fiothe TBaye | Fiowrs o
Male white wooweo[] j oworceo[ 1|April 28,1890 [ |

10e. USUAL OCCUPATION (Give kind of work dene

LaB 5478 TouHE" oy

10b. KIND OF BUSINESS OR

ing"Cé’,

11. BIRTHPLACE (City and state or country)

St. Louils, Mo.

12, CITEZEN OF WHAT COUNTRY?

U.S.A.

130. FATHER"S NAME

John DeBonnaire

13b. MOTHER'S MAIDEN NAME

Katherine Simmons

14. NAME OF HUSBAND OR WIFE

Elizabeth DeBonnaire

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT
(Yes, no,Nvdnknuwn] {If yos, glwﬂglus of sarvica) Ellzabeth DeBonnaire 2608 Pewitt
18. CAUSE OF DEATH (Enter only one cause per line for (o), (b}, and {c).} . INTERVAL BETWEEN
- PART {. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o} ¢J\a @i\u-l [ CT. W] - S
Conditions, if any, DUE TO (b) | ke ‘I‘i [ 2 (¥ N -+
which gave rise to
above covie {a}, } u_"\.tn [ZVL.N
i h dar- .
z lying coves 1asn 3 DUE TO (c) L onar w0k coses
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO ﬁjnu but nnr-uluiu to the terminal diswore candition given in PART | (a} . WAS AUTOPSY
S PERFORMED?
o YES TR NO [}
21 Xo. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART I of item 18.) 4
w
;i o O DO S27.
| 20c. TIME OF Hour  Menth, Day, Year
a INJURY  am.
z p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK AT WORK .
21, | attended the deceasad from l|-2h-58 , e ;-8—‘;8 ond last 30w :::‘ alive on 5—8—58
Death eccurred at HE_:_M m on the date stated above; and to the best of my knowledge, from the couses stated.
220. AJGNATURE {Deggee or titla) [2] 22b. ADDRESS 22c. DATE SIGNED
Ih. MaaZ=. .5, 1515 Lafayette Ave, 5-8-58
23a. B! AL, CREMATION, | 23b. DATE e, NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {Stote)
REMOVAL {Sgecily) .
Remova May 10,1958| Laurel Hill Gardens St. Louis Co., Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Kriegshauser 4228 S.Kingshighway

MY 9 58

{Licensed Embalmer's Statement on Reverss Sids}




aal B ot S ‘g .

STATEMENT BY LICENSED EMBALMER

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

s v P N ., Student Embalmer No. ...........c......s

. working under my personal supervision.

R (= | PR ngnwzwgﬂﬂm

- - - - .~ -+ Licensed Embalmer NO%’ZQ/
- R . A ]
. © PO Kddressﬁ(i]ﬂ.‘?ié/%/?%

~t~" Note: The abeve MUST.BE SIGNED-BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license). e
v~ [f.embalmed by a STUDENT, he also shall sign in"his OWN handwriting., " L

If this body is not embalmed, fact should be so stated above. -~

P " »* R - -y-— g

LAl i . ) . ) /_




