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All diseasas in Part | must ba causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PQSSIBLE

7672608

FIED NEC 1

1qmgilrrnfinn_ District No. _______________3

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

18 ooy LOG3

L{]

58-041514

STATE FILE j:‘iQ 4 6

Registror™s 6. —_" "7

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: Residence bcjo‘rn
a. COUNITY . o- STATE M4 gsouri b COUNTY admi ¢3i
b. CgRY {If ourside corporate limits, give TOWNSHIP only} Insids Limits c. C:)TRY Ingide Limits
Town S¢.Louls Yos [ No[ ] tom St.Louis Yes(x Ne[]
e zg%#ITH:IE‘EORDF (1 NOT in hospital, give location) | Length of stay in 1b d. STI:'JRDEEE'ls's (If outside, give location) Reside on Form
05 wstiiution Bethesda Hospital Life o 3 2509 S. 2nd. Yes [J No[J)
3. NAME OF DECEASED First Middle Last 4, DATE Month Doy Y ear
{Type or print) : OF
PATRICIA LANE EMILY DEATH NOVEMBER 17,1958

5. SEX
Female ,

6. COLOR OR RACE| 7

White

"MARRIED[ ] NEVER MARRIEDED
wioowen[] ¢} oivorcen[ ]

8. DATE OF BIRTH

10-27-1958

v’

9. AGE (In yeors
last birthday)

FUNDER 1 YEAR

Manths %b

fF UNDER 24 HRS.
Howrs I Min.

100. USUAL OCCUPATION (Give kind of work donse

10b.

KIND OF BUSINESS OR

11. 8IRTHPLACE (City and state or country}

12. CITIZEN OF WHAT COUNTRY?

INELRE T | " WONE ST.LQUIS,MO., ¢ U,8.4.
13 FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE
William “mily Mary Rulo None
15. WAS DECEASED E.\.’ER IN U. §, ARMED FORCES? 18. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yeos, mNamkmum)l {1f yos, glve war or dotes of service) Nong A‘\‘braham w . Enily’ 2 509 S . 2nd.

PART I.

18. CAUSE OF DEATHJEm« only one cause per line for [0), (b), and (c}.}
DEAT|

IMMEDIATE CAUSE (a)

WAS CAUSED BY:

L4

-,

INTERVAL BETWEEN
ONSET AND DEATA

Condltians, If any, DUE TO (b)

which gave rise to } e
above couse {a),

tating the wnder.

lying covae lasn.) DUE TO () 7 ERs 2

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminel dis,
*
7

19. WAS AUTOPSY
PERFORMED?

/

z
=4
=S
3
& YES |
E [ 20a. ACCIDE ifem 18.)
')
u | | 0.
§ 2e¢. TIME OF  Howr Month, Doy, Year
a INJURY  o.m.
3 p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 3 arm, uctory, street, office bldg., etc.)
WORK AT WORK

21. | ottended the deceased from /
Death occurred at

ond last saw h;‘ alive on

L)t ¥ CX h 6{-‘2.52
 on the dote stated cbove; ond ra the best of my knowledge, from thi couses stoted.

. SIGNATUR

230, BURIAL, CREMATION,

RERAvIT™

(Dogres or fitle

‘| 22b. ARDRESS

23b. DATE

11-22.1998

23e. NAME CEMETERY OR By

St.Trinity Lutheran

LOCATION (gity, town, or county)

St.Louis County, Mo,

A £

{State)

24. FUNERAL DIRECTOR

ADDRESS v

McLAUGHLIN'S,2301 Lafayette Ave,

T3S

br

(Licensed Embalmer’s 5 on R

Side}

26, REGJSTRAR'S SIGRATURE
VW)
V .




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
‘e .

By M, OF DY i i ra e e e o , Student Embalmer No. ..................

wourking under my personal supervision.

1] 40T = 1 S P
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR[T]NG (Failure
to comply with the above constituies grounds for revocation of license). * LK

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.




