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Coroner cannot certify to a death due to natura) causes.

Doctor, coroner, etc. must use only standord nomencloture in item 18. MNo symptoms will be listed. All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

disecses in Part | must be casually related.

THE DIVISION OF HEAL TH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

DGR I WP —— | 003"

IFI [_E[] JU N 1 3 1958-gishn|ion District No. ..

R.g.,.,,ﬁgﬁﬁ..ﬁ

1. PLACE OF DEATH

2. USUAL RESIDENCE {Whaere decoased livad.

If institution:

Resjdance bolfors
admission)

a. COUNTY a. STATE Missouri b, COUNTY
b. Ccl":( (If outside corporate limits, give TOWNSHIP only) | Inside Limits e. CITY Inside Limits
TOWN Yos XK Ne O T0|‘!HN s YestX Non
St, Louis owd St,Louyis

¢. FULL NAME OF (lf NOT inhospital, glv.locnt'Un)

HOSPITAL OR
g iINSTITUTlONst Inhn HOSDita]

Length of stay in 1b

STREET (If cutside, give locotion)
< g/giADDRESS 5016 Westminster

Raside on Far|

4 w]\. 3 Yesl NeoD
3. NAME OF First Middle L{ul 4. DATE MontA Day Year
l!ﬂ:l:An:nIr OF
{Type or print) Catherine Pickel DEATH 6 6 I 1958
5. SEX 6. COLOR OR RACE 7. B 8. DATE OF BIRTH 9. AGE {In years | IF UNDER | YEAR [IF UNDER 24 HRS.
\ marrieo &) NEVER MaRRIED [ I Tt Sirehdat) o l e A MOER 2 RS
Female White woowso () | overcen (] 6/8/1870 87
-] 10a. USUAL OCCUPATION (Gire kind of work done [10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, eoen if retired) E 1 d.
At Bome . .| .Housewife .. nglan Y U.S5.A.
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME X
]Qggph McKeown Mary Conway
5. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Address

(Yea. no. or unknown) | (Ff yee. give war or dates of aeraics}

IMMEDIATE CAUSE (a)

no 497-20-1031 Wm. Pickel 5076 Westminster
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).) INTERVAL BETWEEN
PART I. BEATH WAS CAUSED BY: .

@,(W'

Conditions, if any, BUE TO (B)
which gave rise fo
abaz;e cause (8
stating the under- .
=l Iring  cauge losl. DUE TO {¢)
=] PART I8 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT KOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART |(a) 5. WAS AUTOPSY
= /5 1\ PERFQRMED?
U ) / ves [ no P8 1
[T I3
= 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part Ior Pard 11 of Ttem 18.}
& O ] g
j 20c. TIME OF Hour Month, Day, Year
hul INJURY ®  a,. m.
= p.om.
d
E | 204, INJURY OCCURRED ¢, PLACE QF INJURY (¢, ¢., in or aboul home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT [] NOT WHILE D Jarm, factory, street, office bidg., ete.)
WORK AT WORK r
t 7 5.5 -4 ‘luw-c. b /
21. t attended the deceased from " to o and fast saw .h.n'.m alive on

2 P,

Death occurred at

m on the gte atated above; and to the best of my knowledge, gom the causes stated

223, SIGNATURE

iz s, S 1>

N 225. ADDRESS

22¢, DAFE SI Dy
Pz

237. BURIAL, CREMATION, | 2. DATE 3. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town. or county) (State)
REMOVAL { Specif) .
ﬁ/'ln/'_l_ 58 C un S AaLlou
24_ FUNERAL DIRECIOR ADDRESS . DATE RECD. BY LOCAL REG. | 20. ISTRAR'S SIGN -

3840 Lindell lvgg

N9 58

{Licensed Embalmer’s Statement on Reverse Side) 7
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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 em

3 o T I . e etaaiaeaeans , Student Embalmer No..........

- working under my personal supervision,. ) /

Student . ..o e iiiiiiraaciaaaanaas Signed..

Signature of Student Embelmer ' %
ol C Licensed balmer Ncﬁ‘

. P. O. Addres% b

G
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revocation of license),
’ If embalmed by a STUDENT, he also shall sign in his OWN handwriting. T
If this body is not embalmed, fact should be so stated above.




