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THE DIVISION OF HEALTH OF MISSOURI _
STANDARD ¢ n§ncm OF DEATH 58-027209

STATE FILE N%é? )
b __Primary Registration Disrrict N01 003 ___________ Rngutrur sMos " .

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bifore
a. COUNTY o STATE MO" b. COUNTY udtm:zpﬂ)
] v - ,
=57 b CgRY {If outside corporate limits, giva TOWNSHIP only) Inside Limits c. CgRY fnside Limits
TOWN St, Louis Yes (] No[] Tom 3t, Louls Yes(J No (]
c. FULL NAME OF (If NOT in hospital, givs location) | Length of stay in 1b | 5'|'REE'£ls {If outside, give location) Reasids on Farm
HOSPITAL OR é DDRE
0/ NeTUTIon. 9448 03&83 Ava, 3 / ?‘ 3448 Osage Ave., Yos [ ] No{]
3. NAME OF DECEASED First Middle Edst 4, DATE Menth Doy Year
{Type or print) OF
CATHERINE MC KINNEY oEATH pAbt, 7/2¢/158
5. SEX 6. COLOR OR RACE[ 7-,,ceie0[Jnever warmieo[T]| & DATE OF BIRTH 9. AGE (In ywors JF UNDER ) YEAR] IF UNDER 24 HRS.
t birthday) § Months | Days Hours Min.
F W wioowep)[) 9 oivorceo[] 1:_[/20/'02 5‘ l
106 USUAL OCCUPATION IGive kind of work done | 10b. KIND OF BUSINESS OR 1. BIRYHPLACE {City and stats or country} ° 12. CITIZEN OF WHAT COUNTRY?
ng most of life, aven if retired) INDUSTRY a
use St. Louls :
130. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME - 14, NAME OF HUSBAND OR WIFE
Fred Swanson Marie Conway Howaxrd McK:lnney
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
[YN ne, or \mlmqwn)I(ll yus, give wor or dates of service)
L L N T 1 3

etc. must use enly standard nomencleture in item 18. No symptoms

All diseases in Port | must be cousally related.

ctor, coroner,

USE ONLY BLACK INX OR RIBBON TYPEWRITE IF POSSIBLE

¢ Conditiens, if any,
which gove rise 1o
- obove couvss {a),

stoting the wndere

Enan_Snananm-_ﬁiéa_Q:aga_Am.g—
INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter only ane cause per linfukor (u), {b), and (c}.}
PART |. DEATH WAS CAUSED BY ' ONSET AND DEATH

IMMEDIATE CAUSE (o)

OUE TO {b) MW

DUE 10 (¢} b0y

z _ lying couss last.
g - FART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not selated to tha terminal dissase condition given in PART ) (a) 19. g‘gé;UTOP§¥
| [ YespA wo L
=1 20a. ACCIDENT SUICIDE HQOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART Il of item 1B.)
')
5 0 o O
S 2c. TIME OF .Hour Menth, Day, Year
t INJURY.  am.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT'D NOT WHILE O farm, factory, street, office bldg., e1c.}
WORK AT WORK ~

21. | attended the deceased from

Death eccured at

P f/ and last vow :;L alive on
m %_m on the date stated above; and to the best of my knowledge, from the couses stoted.
F

/m.’jﬁgwaz

egre: tla) 22b. ADDRESS 22¢e. PATE SIG) D/
?D ;‘:ﬂ/ 3 VS T=-T % - -~ 7/ /S

miEURIAL,CREMTIDN, 23b. DATE

n/25/168 N

REMOYAL T.:i!y)

)n./ E OF CEMETERY OR CREMATORY - 23d. LOCATION (City, town, or coumtth =/ (Statd)

24. FUNERAL DIRECTOR

FUNERAL HO

ADDRESS

2 D;TG:EZD ;'r g}gu. REG. 2&& gan 5 Ic.un 4:{2% /)1’3
(Li 4 E “‘ e § o Raveras Side) fp/ 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 cettificate was embalmed
by me, 05 bY vveiiiiiiirciirrecre e eereesereaereeerateonsasttetrentatiasarestiarenrnarananne .; Student Embalmer No. .............cennne

working under my personal supervision.

U H Lo,

Signature of Student Embalmer
Licensed Embalmer No.

’ ’ 7 ;
- P. O. Address. v ﬁl /
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 efibalméd by 'a STUDENT, he.dlso shall Sigid in his OWNhandwriting.* > = -
If this body is not embalmed, fact should be so stated above.

1t



