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THE DIViSION OF HEALTH OF MISSOURI

STANDAR nc)m OF DEATH

8 —=027540

STATE FILE

Primary Ragistration District NO-I.003 ___________ Registrar’s No.. ﬁ%ﬁ.“_-

NUMBER

. b.ED J UL 2 1 195Egummon District No..

I. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. I institution: R.,.d«fe before
a. COUNTY a. STATE ), b. COUNTY ssion)
b. C'TY {IF outside corporate limits, give TOWNSHIP only) Inside Limits c. C:JTRY - Inside Limits
Tom St.Louis Yes [ Ne [ tom  St,Louis Vesfy Ne[]
{. EgL'I;nP_J:II:\%gF (1f NOT in hospital, give location) | Length of stay in 1b d. SE%%EEES «. Il outside, give location) Reside on Farm
3 ) e
/ insTitution Mo.Baptist Hospital 3-wks, i? /0 Cf 3716a Lee Ave. Yes (G No[]
3. (NTAME OF DE;:EASED First Middle Lﬂl" 4, DATE Maonth Day Y sar
ypo or print OF
Bessie H. Ward DEATH July 10,1958
5. SEX l 5. COLOR OR RACE} 7. MARR]EDENEVER maRRIED[] 8. DATE OF BIRTH 9. AGE (In ysars fIF UNDER i YEAR| IF UNDER 24 HRS.
F w WIDO\UEDD I DRCEDD F b 9 19% sénl birthday) [ Months I Days Haours l Min,
] - A | DIV &b, »
10a. USLIAL QCCUPATION {Give kind of work done { 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and siate or country) 12. CITIZEN QF WHAT COUNTRY?

“HERIRE Ot et

7 BlostSi o,

Peoria,Ill.

[

U.S.

130. FATHER'S NAME

James EBarrett

13b. MOTHER'S MAIDEN NAME

Helen Unknown

4.

Euclid Ward

NAME OF HUSBAND OR WIFE

15, WAS DECEASED EVER IN L. 5. ARMED FORCES?
(‘r..ﬂb or unkrlqvm)l(" you, giva war or dates of service)

16. SOCIAL SECURITY NO.| 17. INFORMANT

Address

Mrs,EthelP .Woli‘f, 3716 Lee Ave,

PART I.

V8. CAUSE OF DEATH (Enter ¢nly one couse per llno
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

INTERYAL BETWEEN

fwx and :
)/_&%M

7SET D DEATH
2

Conditions, if any, DUE TO (b}
which gove rise to }
above couse {a), [
stating the under- ; Q’Cau' MQ-()J\J-\
g lying couse lost. DUE TO (<)
= PART Il. OTHER S{GNIFICANT CONDITIO NTRIBUTIRG D but not r.1md to 1 19 WAS AUTOPSY
X PERFORMED?
fd YES NO[T]
2| 20a. ACCIDENT Sl{FbE HQM]C’IDE 20b. DESCRIBE HOW INJURY OCCURRED (Enier n of item 18,
S d O _—
3 .
U} 20¢. TIME OF .Howr .Month, Day, Year
a INJURY  a.m. ——
£ p.m, ]
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT %’HILE form, foctory, street, office bldg., eia\
—
21. 1 ottended the decsased from } A VTS = 7~ § Flen Sak 20 slive on ' I YO 0
) Death eccurred at _ 3 :h amnon the (Iu stat(d chove; and to the bést of my lmowladg-, from the couses stated.
220, sucmgne g)mreumle) g 22b. ADDRESS O O O ﬁ'—\’e b . DATE SIGHED
23a. BURIAL, CREMATION 3. DATE 23c- NAME OF CEMETERY QR CREMATORY * 23d. LOCATION (City, town, or county) [, ('sr_m)

7 BuridfZ" | Juy

U J1958 Memorial Park Cemetery

St.Lpuis County,Mg.

ADDRESS

| 3840 Lindel) Blwd

25. DATE jm?. T 'quig.“'

RAR'S SIGHATURE

.. NER&:@(@
7

{Licensed Embalmec's Slullm-m on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

**
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

BY ME, OF BY oereenrenii i iiriin e s St ea e e gt s , Student Embalmer No. ............c...oe

working under my personal supervision.

Student

Signature of Student Embalmer

P S 5 Licensed Embalmer No./..{i ........
P. O. Address. jf ot ee ool

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 ficense). - - -
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

. [
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