pt. Haalth,
- & Walfore
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ofc. musi use only standard nemenciature in item 18. No symproms will be listed.

in Port | must be causally reloted.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All disooses

THE DIVISION OF HEALTH OF MISSCURI

STANDARD CERTIFICATE OF DEATH

- 58-030703

STATE FILE NUMBER

cirep 6 F p 11 qqa istration District No. ... 3_.1._8Prlmnry Registration Diatrict Mo, No. 1_003 ............ - Registrar' 3 No..... 3?“_
FriEt—d s lvv
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE IhSSOUfi b. COUNTYe a ""55":';/)/
b. CITY (If outside corperate limits, give TOWNSHIP only) Inside Limits c. C:JTRY Inside Limits
Tom _ 3t,Touis Yer LMD o St,Louis Yosfg] Mol
c. Egl—r!ﬂ NA{':AEDOF {If NOT in hospital, give location) | Length of stay in 1b b‘ d. STD%ERE'E . (Hf outside, give location) Reside on Farm
SPITAL OR ESS
2 INsttution St.Johns Hosp 35 Yrs, /q¢ 4248 Marvyland Ave Y[ MDOX
- 4 F ) -
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) OF
Scott Monrow yd PEATH  JSept 6,1958
5. SEX 6. COLOR OR RACE] 7. MARRIED%NEVER marRIER] ] 8. DATE OF BIRTH Q. AIC;E (hli:!;;:;; :ﬂl.::lﬂERl;:’:AR l:::::m—:n z:‘:?s.
o hite | "ooveoly 4 ovosceod| Sept,12,1886 |
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Cl!y and stole or country) O 12. CITIZEN OF WHAT COUNTRY?
during most of worlung ll't wven if retired} INDUST,
> Retired )Public Serv.Co Iron Co,Missouri U.S.A.

130. FATHER'S NAME

h D,3cott

13b. MOTHER'S MAIDEN NAME

Elveria 0'Neal

14. NAME OF HUSBAND OR WIFE

Lottie Scott

15. WAS DECEASED EVER IN L), 5, ARMED FORCES?

{Yes, nﬁ;; unknqwn)l [ y'ﬂ_gin war or dates of service} ng-lo-%o?

16. SOCIAL SECURITY NO.| 17. INFORMANT

Address

Mr Herbert D. Lloyd 7761 Utica

18. CAUSE OF DEATH (Enter only one gouse per |igenfor b), and {c).)
PART |. DEATH WAS CAUSED BY C 2 :
IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

2 4o

Death occurred at

Conditions, if any, PUE TO (b}
which gova riss to } EE Z‘ 2 E; Z
cbove cause {a}, ;Z;‘h
stating the under.
g lying cause laoat. DUE TO {c)
p PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING To(D'EATH but not related to the tarminal diseass condition given in PART | {a} 19. WAS AUTOPSY
2 7[ . PERFORMED?
2 YES (/N0 [
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART For PART Il of item 18.)
w
v O & d
§ 0c. TIME OF Hour  Month, Day, Year
[ INJURY a.m.
k] p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, foctory, street, office bldg., otc.) B .
WORK AT WORK - ﬁ ! P )
21. | ottended the decsased from , e z : ; rund lost luw':"—;hvn on ?‘07 C J

yon the dote stated obove; yd to the bast of my knowledge, from the couses stated.

220. SIGNATURE W

egfeg or '“IWILQ_ o

Y fowg

boglicsa,

22c. DATE SIGRE
s ‘*fi/

230. BURIAL, CREMATION, | 236, #AT, 23e. NAME OF CEMETERY OR CREMATORY | t?l:u. LoghA1oN (cn,f, or county) {State)
REMOVAL (Spacify)
Burial 9/8/58 St.Matthews Cemetery s,t Lodis,Mo .

24. FUNERAL DIRECTOR

ADDRESS

Alexander & Sons 6175 Delmar Bl

25. DATE RECD. 8Y LOCAL REG.

SFP8 58 |

Embolmer
d 5

on Rovﬂn Side)




.y

Dr,Carl J,Reis .
7016 Kingsbury Blvd

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, OF BY it ir e s rer v e e s e rresar e rnre e tesb st aa e ta e ea s ., Student Embalmer No. .......ccoveneennns

working under my personal supervision.

Student .o e e
Signature of Student Embalmer

Licensed Embalmer No.. 52,0

\ o - . P. O. Address;.ft.d...((.(..g <

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitiutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign ifi his OWN.handwriting.

If this body is not embalmed, '.gact should be so stated above.

Cm




