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item 12, No symptoms will be listed.

& only siandard nomenclature in

All diseases in Part | must be cousally related,

]

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

- THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

08-023296

1003

Primary Registration District Ne. Registr

STATE FILE NUMBER

or's

1. PLACE OF DE

ATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence before

a. COUNTY o STATE MISSOURI & COUNTY el
b. CITY (If oulslde corporate limits, give TOWNSHIP only) Inside Limits c. CITY - . B Insids Limits
Tom ST.LOUIS Yesk] No[} o ST.LOUIS o Yos[5h No [}
c. FULL NAME QF (M NOT in hespital, give location) | Length of nuy_i!‘\‘ lb_! d. STREET (If cutside, give chuhen) Reaside on Farm
32, hannoniosT.LUKES HOSPITAL /22220 N. Kingshighway ver (i
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print} MINNIE BELLE FREY, pearn July 2, 1958
5. SEX 6. COLOR QR RACE| 7. 8. DATE OF BIRTH 9. AGE {In years | F UNDER | YEAR| IF UNDER 24 HRS,
Fomale /Wit ' ;;TJ:;%NEVEZ&‘;??S Nov. 1, 1866 Ié;tl?iﬂ:dw) Honthe l Days | Fioors ] i
I0a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 13. BIRTHPLACE (City and grate or country) 12. CITIZEN OF WHAT COUNTRY?
CEEHGR G e oven 1 ravired) ¢ Mome Hillsboro/ Illinois Usa

13a. FATHER'S NAME

unkr{q\wn

W}itherspoon.

13b. MOTHER'S MAIDEN NAME
Sarah Jane Scherer.

4. NAME OF HUSBAND OR %!

Jacob J, Fre

FE

Y.

5, ED FORCES?

ve{worsor dates of service)

16. S0CEAL SECURITY NO.

none Mrs,Aldine Elliott;4712 Ro

17. INFORMANT Address

anoke ,K.C.

cause f{a),
ng the undar-

i

TE CAUSE (a)

DUE TO (b} _&ﬁgia SC/CI'&S‘JS’

ter only one cause per line for {a), (b}, ond (c).}

T?AS CAUSED BY:
EDI L

-

INTERVAL BETWEEN

ONSET ANZDEATH

33 2AF

Y ezrs .
v

\/ cavss last, _DUE TO (<)
PART l THER SIGNIFICANT CO. DITIQNS CONTRIBUTING, TO DEATH but not related to the termingl dlsecss condltion given in PART | {a) 19, WAS AUTOPSY /
PERFORMED?
[rec urc o hip w1l Avmerus YES[X NO[]
\dba. ACCIDENT SUILCIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART N of item 18.)
0 o o Zeodld 2l o€ -
2c. TIME OF ,Hour Month, Day, Year L4
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

Death oc”d ot

WHILE AT {ngILE farem, fagpory, street, office bldg., etc.)
WORK Fz;hﬂti .
#1. | attended the deceased from /930

z 7758

. P - ~
toddz 2" ,2 Ja ond last oW ]h-" plive on d"/z .
Cd
p m on the date stated obove; and to the best of my knowledge, HEm the couses stated.

22a. SIGN,

urial

Z3o. BURIAL, CREMATIO
ﬁE“OVAL {Specify)

N!r 23b. DATE

uly 3,1958

e G2 4.8

22b. ADDREy -

22c. PATE SIGN

Vi A

F3c. NAME OF CEMETERY OR CREMATORY
Bellefontaine Cemetery

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

Louis, Mis

S5t.

{State)

souri,

4.

FUNERAL DIRECTOR

.Lupton & Sons;7233 Delmar Bl

ADDRESS

25. DATE RECD. BY LOCAL REG. | 2

d. JUL3 '58

REGISTRAR'S SIG|

TURE
-

(i

d Embalmer’s 5 t on Reverse Side}

[/




P il o
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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, or by , Student Embalmer No. .........c.c.coeeee

working under my personal supervision.

Student
Signature of Student Embalmer

Tt

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 sq stated above. -




