THE DIVISION OF HEALTH OF MISSOURI 3 &/ 4L q.- <Y

98-019700

Health,
& Welfore STANDARD CERTIFICATE OF DEATH STATE FILE N 27
Public r ng
Service ”_ED gistration District No. ..o 3 1 8..Frimury Registration District No. 1003.. e e Rﬂglshor s Ne. N o
FILED JUN 11 1958 smverer puaon i
1. PLACE OF DEATH 7. USUAL RESIDE {Where deceased livad. |f institution: Residen beiom
$. 300 a. COUNTY a. STATE b. COUNTY admixion)
- 1-57 b. CIOTRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CEOTRY Inside Limits
Town ST, LOULS,MD. O JreeQnef] Tome ST.LOUIS, MO, . Yos[ Mo [
<. Fgls.é_l_FlAC'llaoF {IE NOT in hospital, give location) | Length of stay in 1b d. STREET (I outside, give location) Reside on Farm
ke AL OR DRESS .
A5 |~45'r|'r|.mcn<rsT -LOULS CITY HOSP, 414 qu 2231 BIDDIE Yes [] No[]
3_.,,rgrmE OF DE)CEASED First Middle v Lm 4. DATE Month Y oar
=" (Type or print OF
- BABY BOY FULLER B Y 23, 1958
5. SEX 6. COLOR OR RACE] 7. 8. DATE OF BIRTH = | 9. AGEq |IF UNDER 1 YEAR] IF UNDER 24 HRS.
9" NEGB.O MARRIEDD NEVER MARRIE[& /23/58 last L:nﬂ::;r; Months | Days Heurs in
wicowen[] /Y oivorcen| ] I '12
100. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSm’E 55 OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) Y
" RNORE ST . LOULS, MO, 0 U.S.A,
13, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H.U$BAND QR WIFE
JOE FULLER ILERT PETTIS i
15. WAS DECEASED EYER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Addresl

Doctor, coroner, etc. must use anly standard nomenclature in item 18, No symptoms will ba listed.

All diseases in Part | must be cousally reloted.

(Yus, no, or unlmn . Mor dates of service)

ST.1OUIS CITY HOSP. #1.

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {z).)
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

w
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o,
L
w
L
&
x .
o Conditions, if any, DUE TO {b}
i w:ch gave rise 1o } -
abave cause (o),
r 4 tating th der-
2l mmEiE S ko /720
=¥ PART Il, GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related te the termina] dissose condition given in PART | (=) 19. WAS AUTOPSY
[ 6 PERFORMED?
= | YES[ ] N
% 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= w
w« Y O ] O
1=
j < M. TIMEOF Hour Month, Doy, Year
i INJURY a.m.
5 x p.m.
% - 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE [:] form, factory, street, offica bldg., etc.)
B WORK AT WORK

2). | attended the deceosed from 5/23/58

. fo

/23/58 her 5(23/58

alive on

1:A M

Death occurred ot

and last saw fhim

m on the date stated above; end to the best of my knowledge, from the causes stated.

220. SIGNATURE

L S . L

22b. ADDRESS

1515 LAFAYETTE AVE

72c. DATE SIGNED

5/2 3/58

L
230, BURIAL, CREMATION, | 23b. DATE &7 71 23c. NAAE OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) (State}
REMOYAL (Spscify} —_ .
S0 -5¥¢ emical_Board St. Louis, -Mo.
ADDRESS 25. DATE RECD, BY LOCAL REG, | 26. MEGISTRAR'S SIGNATURE

JUN 5

58

{Licunsed Embalmer’s Statement on Reverss Side)
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STATEMENT BY LICENSED EMBALMER

[ ]
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POV R O

Qilen [¢]9)

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

by me, or by

working under my personal supervision.

«» Student Embalmer No. ...................

Student .voiiniii e e 3 Td =
Signature of Student Embalmer
U SEILEANS . - ‘Licensed Embalmer No......................
- P. O. Address
TN

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.




