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THE DIVISION OF HEALTH OF MISSOURY
CATE OF DEATH

Primary Reglsimhon Dlsmcl Nl

28-034445
STATE FILE NUM%S&

Reglsrrur s Mo. No..

f't

PLACE OF DEATH 2. USUAL RESIDENCE (Where decnused lived. If institution: Ruséd?/b)ufore
COUNTY . STATE UNTY adm ghion

- N one. ‘ Mo ome,

b. C(I)TRY (If outside corporate limits, give TOWNSHIP only) Inside Limits €. CIOTRY Inside Limits
ToWN G . L_ou_ts Yes R TOWN St Lowis Y"aﬂom
FgL}!“. NAME OF (Hf NOT in hospltul give location) | Length of stay in 1b d. STREET (I wutside, give location) Reside on Form
HOSPITAL ADDRESS
NS TTUTION ST o Louwig Chre &3%.4’7 f 25 Matfitt Yes [ No [

3. NAME OF DECEASED First Middle e 4. DATE Manth Day Year
{Type or print) OF
L)
Frances({Zo Larkews DEATH x4 24 ALY
5. SEX 6. COLOR OR RACE| 7. MARRIED [ FHEVER MaRRIED] ] 8. DATE OF BIRTH 9. AGE (In yeors JEUNDER | YEAR| 1F UNDER 24 HRS.
’ last birthday) | Manths | Days Hours Min,
E Wh. woowed ™, oivorceo[1| P/ sy / 1 8 7.5

10a. USUAL DCCUPATION {Give kind of work done | jOb.

KIND OF BUSINESS OR

11. BIRTHPLACE (City ond state or couairy)

12. CITIZEN OF WHAT COUNTRY?

Condltions, if any,
which gave rize to
above cause (o},
stoting the under-

DUE TO (b)

i

DUE TO (¢}

lying caouse Jost.

during mast of working life, #v INDUSTRY [
M w R, U . Radow , LI Ud.S. A,
13a. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME v 14. NAME OF HUSBAND OR WIFE
, L]
Sohn Katherine Stanley
15. WAS DECEASED EYER IN U. 5. ARMED FURCES? 16. SOCIAL SECURITY NO.f 17. INFORMANT Address
{Yus, no, or unknawn)| {14 yes, give wor or dates of service)
| Unk. h‘ﬂg&ﬂ’&:&ﬂéﬁ.ﬁ.&é‘
18. CAUSE OF DEATH (Enter only one couse per line for {a), (b}, and (c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: . ONSET AN EATH
IMMEDIATE CAUSE (a) Fa&ur_-c_ ) .

o leniooclen sece

PART H. OTHER SIGNIFICANT CWJNS CONTRIBUTING £G DEATH but nat related 10 the rerminel dissase conditlon given in PART ! {a)

19. WAS AUTOPSY

PERFORMED?
YES[_] NO {E/

H2 Y0

MEDICAL CERTIFICATION

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART Il of item 18}
| g I
2c. TIME OF Hour Month, Day, Year
IRJURY  g.m.
p.on.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorobouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATG NOT WHILE 0 form, foctory, street, office bldg., atc.)
AT WORK . )
21. | attended the deceased from 9/3 /‘\rg ) 7/2’ G/J"g and last ‘uwlhhﬂ alive on ?/L‘/ﬂ

Death occurred ot _ 7 4 55 A M,

m on the date stated above; and to the best of my knowledge, from the couses stated.

220. SIGNATURE

RIAL, CREMATION, | 23b. DATE

7 REMOV AL (Sgecify}

{Degree or title)

2V (Vo chd

22b. ADDRESS

Drrn, D32, .D.o S P00

23c. NAME OF CEMETERY OR CREMATORY

7-3e6- 58

U

24. FUNERAL DIR ECTO;!

2205 8237

23d. LOCATION {City, town, or county)

S7 Lpuss

72¢. QATE SIGNED

?/2¢/ .'5-2

{State}

5. DATE RECD. BY LOCAL REG.

_SEP2 958

8 Ave,

26. REGISTRAR'S SIGNATYRE
(4

d Embal .

(L

2 51 on Reverss Side}




{x

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY 1eiiieiierreeeieemrociabissressas s s aamssesae it e r s rn bbb bR ., Student Embalmer No. ..............ceins

wotking under my personal supervision.

SEUAENE  crveneirrireairrirrarrsenrssssaassnmrasisnsriosssaniaras
Sigllature of Student Embalmer ] .
’ ’ Licensed Embalnfer Nof... 3?‘-513
. P. O. Address .= g%

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 siga in his OWN handwriting.

If this body is not embalmed, fact should be so stated.above.. - . .0




