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All diseases in Part | must be causally related.

‘\

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

58-031960

STATE FILE NUMBER

10a. USUAL OCCUPATION {Give kind of work done

INDUSTRY

10b. KIND OF BUSINESS OR

F”E[] S E P 3 0 qu&isrmrioq District No. 4,7 Primary Regisiration oimacf__m____.f_e_!?uff _____ Registrar's_tlf_..__,.zﬁ_-f___k _____
1. PLACE OF DEAE 2. USUAL RESIDENCE (Where da:.eused lived. If institution: Residence before
o county  Gallaway o STATE Missouri b county St,. -Lefnéie
b. CITY {If outside carporate limits, give TOWNSHIP only) Inside Limits c CITY Q i L o Inside Limits
om_ Fulton Yor X1 Mo (] tom  St. Louis = " % | ve® w0
€. FULL NAME OF (K NOT in hospital, give location) | Length of stay in 1b d. STREET (I outside, give location) Reside on Farm
hatiorion St. Hospital #1}1 mo. 17d4 ADDRESS3Q01 Parker Yes (] No iR
§ 3. NAME OF DECEASED First Middie Last 4. DATE Month Day Yeor
{Type or print) OF
Ruth A, Lewis PEATHSeptember 24, 58
5. SEX 6. COLOR OR RACE| 7. MARRIED ] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE fin years F UNDER 1 YEAR| IF UNDER 24 HRS.
Female Whit e WIDOVIEDE :l DIVORCEDD MaY 20 . 1896 6I§t birthday) | Months l Days Haurs I Min.

11. BIRTHPLACE (City and state or couniry)

¢ 12. CITIZEN OF WHAT COUNTRY?

duﬂg most of working life, aven if retired)

one

St. Louis, Mjssouri

U.S.4A.

13a. FATHER'S NAME

William Knollman

13b. MOTHER'S MAIDEN NAME

Anna Schleeter

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
{Yas, no, ar TJ“M&"HI(” yas, give war or dotes of sarvice)
n OWn

16. SOCIAL SECURITY NO.

Un

17. INFORMANT

Address

PART |I. DEATH WAS CAUSED BY:

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

| St.. Hospital # Folton

IMMEDIATE CAUSE (@ ___Qarcinoma of gall bladder

INTERVAL BETWEEN
ONSET AND DEATH

Conditlons, if ony, DUE TO (b}
which gave rise to
cbe\fo e:uu d(u), }
stating the under-
z bying "caues lost, 4 DUE TO (c} /55 )
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T0 DEATH but nat related ta the tesminal dissase condition given in PART 1 {a} 19. ‘geg;ggﬁgé‘(
. . . . ?
¢| Chronic brain syndrome with cerebral arteriosclerobis ! ves® wo[]
| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART Il of item 18.}
w
G [ O O -
G| 20c. TIMEOF Howr Month, Day, Yoar
S INJURY  o.m.
‘£ p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE 0 farm, factory, street, office bidg., etc.)
WORK [ AT WORK . . . . .
2208500 HAZRAd hom BUB. O, 1958 972471908 oK Rk SR KKK K KKK IR X IHK
n Death occurred aof : a m‘. % n‘{‘n the date stated cbove; and to the best of my knowledge, frem the causes stoted.
. SIGNATURE Dekrde b N N p| 22b- ADDRESS 22¢. QATE SIGNED
e . - .
rwi eonhardt, M.D, St. Hospital No, 1 9/24L/58
2Ja. BURIAL, CREMATION, | 23b. TE / W»\ME OF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, town, or county) {State)
EMOV AL (Spacify)
Feaodpl ?j}f/-" 2 Fena/ c_’gggeégz I T L2018 Mysso v R)
24. FUNERAL DIRECTOR RESS —
MCLRu IR FUERH &
X Lo




MR E

o

STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY uvveeeiieiereeeceiieeseaissaiaesessrnte s ieesesba s se e bernesesbessn s s raan et b e anne , Student Embalmer No. ......cceverennns

working under my personal supervision.

Studen:: OO SOOI SIOTUOUROO i enns : /ﬂ'W%/ A

Signature of Student’ Embalmer

P. O. Address
. /

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 embalmed by a STUDENT, he also shall sign in his"OWN handwriting.
If this body is not embalmed, fact should be so stated above.

i




