THE DIVISION OF HEALTH OF MISSOURI
& Welfors STANDARD CERTIFICATE OF DEATH 003 sgsggu%%zsin '

.Fs'::f:. I'” N S E P 2 2 1959,gisrru'i0ﬂ District No. oo e 3.1_8imcry Registrotion District No. Rugistrar’s No., ig%_-

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: R.lld.ﬂt Gk‘ ore
V) a. COUNTY a. STATE Missourl b. COUNTY admissi

b. CgRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY lmu;' Limits
rom Ste Louls Yes g No (] Tom Ste Loui 8 Yosfsl No [
¢. FULL NAME OF {If NOT in hospital, giva location} | Length of stay in 1b d. STREET outside, give location} Reside on Farm
HOSPITAL OR ADDRESS 42408. e LOTE
O/ iTiiac42402 W, GOt Af7 " *C=VE Baiildante | Yl N8
et b e b A LT AT NS
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year °
(Type or print) Of
OLLTE ERWIN PEATHSepte 13, 1958
5. SEX 6. COLOR OR RACE[ 7-,,coien[Jnever marmieo[ ]| & DATE OF BIRTH 9. AGE {In yours JFUNDER 1 YEAR] IF UNDER 24 HRS.

ast birthday) | Manths | Days Hours | In.
Femals .3 Negz;o winowenfE] I oivorceo J|Fgh o 9, 1877 i [

10a. USUAL OCCUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLAZE (City ond stote or country) 12. CITIZEN OF WHAT COUNTRY?
durjng most of working [fe, aven if retired) INDUSTRY

ousewi f's - St. Touls, Missoury [U. S. A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF H}Jéamn OR WIFE

Robert Dowell Annie Beagley

15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 18. SOCIAL SECURITY No.| 17, INFORMANT Address

(Yas, lerounkmum)l {IF you, gi::w or datea of aervics) NOHG A 11 c e Ha._VWODd 4023 Pag_e Ave ue

18, CAUSE OF DEATH (Enter only one cause per line for (o}, (b), and (c}.) INTERVAL BETWEEN
PART 1. DEATH WAS CALUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {a} Cancer of - Abhdomen and Colon . ?

Conditlons, if any, DUE TO (b}
which gave rise 1o }

i h d 2
Tyimg “caves lust. 7 DUE TO (¢) / ? vk

ebove causs (a),
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal dissasa condition given in PART | {a) 19. WAS AUTOPSY

. . . P PERFORME|
Chronic Hyvochromic Anemias Hypertensive Heart Disease YES [ Noﬁi‘;‘

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter ncture of injury in PART { or PART Il of item 18.}
O U 0 '

Xc. TIME OF Hour Month, Doy, Yeor
NJURY a.m.

p.m. -
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,| 201. CITY, TOWN, OR LOCATION COUNTY
_ WHILE ATD NOT WHILE-D' © & farm, Lctory, strest, office bldg., etc.)
WORK AT WORK

21. | attended the dacecssd from 9-10- 58 , to 9-13_56 and lost saw tl.':’ alive on 9--1'0_98

Damhloc Ilrl'.d/,l’l ’@ 2 '4-5' ,}? M. m on the dote stated above; end to the best of my knowledge, from the causes siated.

22a. 51 UREY; (D e or title) 22b. ADDRESS
;Mﬁ %Jﬁ M, Ds. © 1432 N, Taylor Ave

23a. BURIAL, CREMATION,| 23b. DA!rE 23c. NAME OF CEMETERY OR CREMATQRY 23d. LOCATION (City, town, or county)
ReMBYEE~" |9/17/58 St. Peters Cemetery |[St. LOuis County,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 2

Charles J. Gates 4107 Finney SEP 1 6'58

{Li d Embel s 5 an Raverae Side)
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All diseases in Port | must be cousally related.
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. - L * —= B
- STATEMENT BY LICENSED EMBALMER

ortificate was embalmed

almer No. _.....ccccvevnnee

Lo ¥/
- Signature of Student Embalmer . /
ol 1655
o Licended Embalmer No. . & <o,

P. 0. Address. 4107 Finney Ave

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. ‘ ) v




