THE DIVISION QOF HEALTH OF MISSCURI
altors STANDARDCERTIFICATE OF DEATH —"= %&RSBO ------
;:::::. gistration District No. ... USRI & i _____ Pri rimary Renuh‘uhon District NBI 003..___..__.____ Reglstrar s No. ,_,,,,,6
o) -"PLACE OF DEATH 2. USUAL RESIDENCE (Where decgused lived. If institution: Residence before
300 a. COUNTY a. STATE Missour ihcgww St, Ld‘ﬁ‘i’g" /
157 b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CITY , Inside Limits
195« ST. LOUIS, MISSOURT Yor [ No [ 9% Richmond Heiéhts 17| Yol N3

All diseases in Part | must be cousally related.

FULL NAME OF UF NOT i 5P Length of stay in 1b d. STREET {1f outside, give location) Reside on Form
Ip £ [ HOSPITAL ORB A E'§ ‘ﬁﬂﬁ‘f“f’i‘ﬂi ADDRESS Yes [] No ]

INSTITUTION 3 Days 2 7

1137 Terrace Dr,

{Type or print}

3. NAME OF DECEASED First Middle 7 Last 4. DATE Manth Doy Y aar

op
JUDSON ( MV ) DAVIS DEATH JULY 1, 1958

5. SEX 6. COLOR OR RACE| 7.

M, ¢ We wioowen{ ]

MARRIED.F’EVER MarrIED[ ]

8. DATE OF BIRTH 9. AGE {in ysars JFUNDER i YEAR| IF UNDER 24 HRS.

DW-DRCEDD J‘une 10, 1915 lxginhduy) Manths | Days Hoou Min,

10c. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 13. BIRTHPLACE (City ond “state or country} 12. CITIZEN OF WHAT COUNTRY?
durlng maq nocllmn f.e. even if ..sme.dﬁ_t 8 TRYNut & C&D.dY/ Imboden, Arl as !/ USA
12a. FATHER'S NAME #13b. MOTHER®S MAIDEN NAME 14. MAME OF H_IJ‘SBAHD_ OR WIFE
Judson (NMN) Davis Mary Borah Florence Carson Davis
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 1. SOCIAL SECURITY NO.| 17. INFORMANT Address
oy ] e g v o doee ot eie) | 493-03-1198F1lorence C. Davis 1137 Terrace Dr 17

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

18. CAUSE OF DEATHAEMM only ona cause per line for {a), {b), and {c).} INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY

ONSET AND DEATH

IMMEDIATE CAUSE (o) SUBARACHNOID HEMORRHAGE . FEW HOURS

Condltions, if any,
which gave rise 1o

above cause (o), }

stating the under-

ouE 10 () ACUTE MONOCYTTC TEIKEMTA 5 MONTHS

204 2

REMOV AL  Spaci fr)

lying ceause lost. DUE TO (:)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dizeoss condition given In PART 1 {ay | 19. WAS AUTOPSY
PERFORMED?
/ YesX] nNo[]
200. ACCIDENT SUICIDE  HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury in PART | or PART Il of item 18.}
0o O o
20c. TIME OF .Hour Month, Day, Year
INJURY a.m.
p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY {#.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE ) farm, foctory, street, office bidg., etc.)
WORK AT WORK
20. | ottended the deceased from _JUNE 29, 1956 . JULY 1, 1958 cudlast sowh® olivesn _ JULY 1, 1958
Death occurred of 9:35 p.m. m on the date stated above; and to the best of my knowledge, from the causes stated.
22a. SIGNATURE {Degree or title) 22b. ADDRESS 22c. PATE SIGNED
= w3 BARNES HOSPITAL 7/2/58
3. BURIAL, CREMATION, | 73t DATE 23¢. NAME OF CEMETERY QR CREMATORY 23d. LOCATION [City, town, or county) {Stote}

emo July 3, 1958 Valhalla Cemetery Sty Iouis County Missouri

24. FUNERAL DIRECTOR ADDRESS

exander & Sons 6175 Delmar

25. DATE RECD. BY LOCAL REG. | 24J REGISTRAR'S SIGNATURE

Bl. JUL 2

(Licensed Embalmer’s § on R. Sids) / - 1 é
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STATEMENT BY LICENSED EMBALMER —
I hereby certify that the body whose name is recorded on the reverse side of this cettificate was embalmed
DY M€, OF DY oriiriiiviirenrierreeeeeeaeiasarierrereeseaeassssrossransanesteassesnnsnesbtaesenes ., Student Embalmer No. ....._....cccceuens

working under my personal supervision.

SEUAENE -reemiriiiiiiire e eeenena e rrneee s rharannraen ‘Z%Z’

Signature of Student Embalmer g
o ‘ ' Llcensed Embaimer Noz4éd

P T T N N

Note: The above MUST BE S[GNED 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 siga in his OWN handwriting. . -

if this body is not embalmed, fact should be so stated above.
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