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ANATOMICAL

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

FILkD 0CT 30 1958

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG., DIST. NO. 318

38037633

Stote Fele No.

003 ... 10148

d n-durin'm

ormer

1 of 'urk.i cf. -I‘ku retired)

10b. KIND OF BUSINESS OR IN-
DUSTRY

BIRTH KO. PRIMARY REG. DIST. NOT
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed ilved. N inatitytion: resjdence before
a. COUNTY a. STATE M b. COUNTY ; sdiniwion)
b, CITY (f outsid limita, wtite RURAL and ¢i c. LENGTH OF ¢, CiTY -
outolds corpurata fimite e . ‘::n..hip) STAY (in this place) OR o l-’eliit?i ge?n'earsl’ou:?biih&:‘;:’
TowN  St. Louis, Missourd TOWN St, Ieouis, Mo, e * 0
d. FU(l).ls. 'I*IAME OF (If not in bospital or jnstitution. give sireot address or location) .- STI:;{REEEJS {It rural, give location)
3 / Wstundn St, louis State Hospital .2 j 5400 Arsenal St,.,
3. NAME OF a. {First b. (Middle) (Last)
DECEASED ) ( & 4 03}'5 (Montk)  (Day)  (Year)
( Type or Print) WILLIAM CONDON peATH  Oct, 13, 1958
5. SEX 6. COLOR OR RACE | 7. ‘h:;ilDROF‘t"!'EB BIE\}’SEC%‘SRRIED' 8. DATE OF BIRTH 9.':GE (In yesra} if UNDER | YEAR | oF OMDER 5 Wa3,
. {@pecily t birthdey) |Mobths| Days | Hours | Min.
Male 4| Wwhite never married| Feb, 2, 1896 |
108, USUAL OCCUPATION (Give kind of work 1L BIRTHPLACE (0o 04 Suare or Foreige Countey)

12, CITIZEN OF WHAT
co RY7

Missouri o

13a. FATHER'S MAME

Charles Condon

13b. MOTHERS MAIDEN

Margaret (Short )

NAME 14. NAME OF HUSBAND OR wIFE

(Y ea, o, or ynkoown)

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{11 yes, give war or dates of service)

16. SOCIAL SECURITY
NO.

INFORMANT" S S{GNATURE OR NAME ADDRESS

1B, CAUSE OF DEATH MEDICAL CERTIFI 13;5;‘;:';‘35.%'““
TH
. Enter oply enecausaper | 1. DHSEASE OR CONDITION
Jine for (@), (by, and () | DIRECTLY LEADING TODEATH*(;) Acute Pogt - myocardial infarction 9-29-58 to
R ANTECEDENT CAUSES 10-13~58
Thia does mot mean Arteriosclerosis
the moge of dying, euch | Afortic conditions, if any, giring DUE TO (b}
a8 heart fallure, asthenia, | rise fo the above canse {a) stating
efe. It means fhe dis- the underlying couae last. ? 2 /
eqse, injury, or complica- DUE TO (&) ke
tion twhich caused death. | 1. OTHER SIGNIFICANT CONDITIONS
Oonditions contributing to the death but not
relaled to the disease or condition causing death.
19a. DATE OF OP.II:ZFgﬁ 196, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
}
I |
2ia. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (s.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, farm, lasiory, street, office bidy., 41s.)
HOMICIOE
21d. TIME (Moatb) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY WORK AT WORK

, and (hat death occurred af

2 I hereby certify that 1 atlcnded the deceased from __Feba Ath 1935 0 _Oct, 13 | 16__58 that I last saw the deceased
_!h__S.Em

Jrom the causes and on the date staled above.

lwe on
UR

23b. ADDRESS L‘Bc DATE SIGNED

5,00 Arsenal St., St.Louis,Mo} 10-14-58

. BURIAL. CREMA-
ON, REMOVAL (Bpediy)

NALMICA

2.4b DATE 4 | 24c. NAME O CEMEI'E

Y gl CRECPzATORY 24d LOCATIQN (OM, town, or county) (Etate)

DATE REC'D BY LOCAL

SIGHNATURE N ADDRE SS
ortuary Service

ROwTARC "1§'°"

(Licensed Embalmer’s Statement on Reverse ;i'm 10. Mo.
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STATEMENT BY LICENSED EMBALMER
- - - r

[

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln]
DY MNE, OF DY Lottt a i acisia sttt e e , Student Embalmer No..-c..........

working under my personal supervision..

Student. ..o i Signed. ..o reeeevanaanas
- "Signature of Student Emhsimer
Licensed Embalmer No..............
‘- - AR _ P.O. Address.................. R
. Wt J; PR i

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

If embalmed by a STUDENT, he also shall sign in hiss OWN handwriting.

T this body is not embalmed, fact should be so stated above,



