walth,
& Welfore
Public
 Service

!

. 300

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally ralated.

FILED AUG 1 1958 STANDARD CERTIFICATE OF DEATH
78768 -57 Registration District No. -

THE DIVISION OF HEALT

H OF MISSOURI

58-02'7002

STATE FILE HUMBER

e q ] 8anory Rngutruhon Du!rlnf No. 1&)3 e R.q.“r&'. Ne 86____"__

1. PLACE OF DEATH
a. COUNTY

a. STATE b. COUNTY
Migsouri

2. USUAL RESIDENCE (Where deceased lived. If institution: Residen fore
admi gdion)

. CITY (l§ outsida corporate limits, give TOWNSHIP only) Inside Limirs

1-57 Y
OR
I TowN St, Louis

Yesg No []

c. CITY

Tom St. Louis

Inside Limits

Yuf} No []

¢. FULL NAME OQF (If NOT in hospital, giva locat
0/ HOSPITAL OR

ion} | Length of stey in 1b

d. STREET (If cutside, give location)

Reside on Farm

B2 §°°% 3914 rear No, 9th St | Y=l NG

INSTITUTION |8 months
3. NTAME OF DECEASED First Middle V7] 4. DATE Month Day Year
(Type ot print} OF
Donna Rose Grey pEaTH  July 4, 1958
5. SEX 6. COLOR OR RACE[ 7., cmico[never marricogc]| & DATE OF BIRTH v | 9. AGE (In yeors IF UNDER 1 YEAR] IF UNDER 24 HRS.
last birthday) Murgu Daxa Hours Min.
Fenmale White winowen[] oworceo[J| Oat, 10, 1957 u ]
100, USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 0 12. CITIZEN OF WHAT COUNTRY?
duting most of working lile, ev INDUSTRY
Nons 5t. lounis, Missouri Z( J. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME | 14. NAME OF MUSBAND OR WIFE
Daniel Grey Coeleste Degunia i None

15. WAS DECEASED EVER IN U, §, ARMED FORCES?
(Yo, ng_or unkmwn)l (H yas, givggvar or dates of service)
o Nons

16. SOCIAL SECURITY NO.
None

17. INFORMANT Address

John Yoder 8422 Minnesota Aveme St. Louis,M

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and {c).)

INTERYAL BETWEEN

ONSEZND DEATH

Conditians, if any, DUE TO (b)
which gave rise 1o
bov {al,
:ruﬂ;n :?::.:md:r- } ‘f 2—0 - /
% lying couse losr. DUE TO (c)
- PART H, OTHER SIGNIFICANT CQND|TIONS CONTRIBUTING TG DEATH but not related 1o the terminal dissase condition glven in PART 1 (o} 19. WAS AUTOPSY
hi e © PERFORMED? .2,
r ) YES[] NO Ea
% | 20a. ACCIDENT CIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
w . -
57 o o o |
‘-j Lc. TIME OF Hour  Month, Day, Year
[ INJURY o.m.
x p.m,
20d. INJURY OCCURRED We. PLACE OF INJURY {e.g., inorabout heme,; 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE | farm, .ctory, street, office bldy., etc.)
WORK AT WORK N " N

21. | attended the deceased from
Death occurred at

-
fo

-

m on

“nl‘ld last IU'M'IV. on \"—--d.' 3 0 “f?

datektated above; ond to the best of my Rnowlodge, from the couses stoted.

220. SIGNATURE DngFren or title) O
< /M-“ck D

22b. AD'E;Q_ES'.S‘ { "f‘ i: E Q

22¢. QATE SIGNED

¥

230. BURIAL, CREMATION, | 23b. DATE Y. HAME OF CEMETERY OR CREMATORY 234, LOCATION (City, town, or county) (Store)
REMOV AL {Spacify) g i
Remova July 7, 1958 | Lakewood Park Cemetery Affton, Missour

LI e St er Mortuari8Fes

Ma,

25. DATE RECO. BY LOCAL REG.
L

IﬁgREG!STRAR $ ﬂﬁy f )1, k

r’hqny hok A Tn'iﬁs'

i d Embalmac’s §

on Ruverse Side) 0




Y 4 I - v B

STATEMENT BY LICENSED & ALMER

on the reverse side of thls certxhcate was embalmed
. B

- .
by me, 0FrBY i e b B~ A, Student Embalmet NOwoiiiiieienareens

I hereby certify that the body whose name js re

working under my personal supervision.

STURNE ceverrvarrerrernsseeseeseesesseaeseeeses s s Signed W%ém

Signature of Student Embalmer, . NI
i - {. - - " G ) ’ ‘l‘ N -— \’ﬁ 1|.4
o ! ', e icensed Embalmer No.......ccc.cvveennenn.
. . #
., ; . ) R . . P. \0 Address ..................................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies 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, o

- - - -

- T ———




