Health,

s Welfare

Public

Service

300
1-57

PRk Ay

kel

A R i

All diseases in Part | must ba causally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

IF”_ED NOV n 1q5!8gmmnnn District No. coeeoo, 3 ,18 Primary Registration District No. 1

58-04194"7

STATE FILE NUMBER

003 ............ - Registrar's Ng’l__0855__,

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived

- _If instingtion: Residence bafore
b. COUNTY admissyén)

(Yes, nn,%qwn)l (If yes, give war or dates of service)

Yy onVe.

“ a, COUNTY o. STATE /H O
b. CITY (If outside corparcte limits, give TOWNSHIP only) Inside Limits <. C|TY . bnside Limits
Tom St, Louis Yes (3 Na [ Tom St. Louils Yes(J No [
FgLL NAME OF (If NOT in hospital, giva location) | Laength of stay in Ib d. SBR%E}-S (If outside, give locatien) Reside on Farm
HOSPITAL OR DRE
IQZ» mstirution  Chronice Hosp. 23 yrs, 1/, 1118 Bayard Yes [] Ne[]
3. NTAME OF DE}CEASED First Middle Lus! 4. DATE Manth Day Yaar
{Type or print OF
Bertha May DEATH 11-11-58
5 SEX 6. COLOR OR RACE| 7. MARRIED[XMEVER MarRRIED ] 8. DATE OF BIRTH 9. AGE {In years IF UNDER 1 YEARI IF UNDER 24 HRS.
P JApst birthdoy) [ Menths | Days Hours Min.
female,_g colored wiooweo[[]  / ptvercep(] /2 - 7— /yﬂf ) I
100. USUAL QCCUPATION {Give kind of work dena | 10b. KIND OF BUSINESS OR ]‘I-'B|RTHFLACE (City ond state ar country) 12. CITIZEN OF WHAT COUNTRY?
during orking ||fu, cv-n if ravired) INDUSTRY B
). Y. Miss, (| UVSA.
13a. FATHER"S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF H_U’SBAND OR WIFE
unk, Anna Haynes Norman May
15. WAS DECEASED EVER IN U, 8, ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address

b el 12 :OZZ/V/JY B = NalP 1SN [SIPY

PART |. DEATH WAS CAUSED B8Y:

IMMEDIATE CAUSE (o}

Conditions, if any,
which gove rize to
above cause (a),
stating the under.

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

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO (b) MMPM

2_99?@-

5’-‘—{/”,

Death occurred a1

1:30 a.m,

g Iying cause last. DUE TO (c) %
E PART Il. OTHER SIGNIFICANT CO ONS CONTRIBUTING DEATH but not velated to the terminal diseoss condition given in PART 1 (o) 19. PégégTOEgY
?
H 33 AN YES [ NO ) /
£| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
u O O (|
3| Mc. TIMEOF FHowr  Month, Day, Year
o INJURY a.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factery, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from ll-"‘3- 5 6 . to ll"' ll- 58 and last saw t:; alive on ll-ll- 58

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

{Dagree or title)

22b. ADDRESS

22c. QATE SIGNED

24. FUNERAL DIRECTOR ADDRESS

22b b BLENV N 4319 DENBN

25. DATE RECD. BY LOCAL REG.

RV 1258

26. REGgRAR s SIGNATURE

(Liconsed Embalmee's Statement on Reverss Sids)

v

= afy

220. SIGNATURE .
2 -
oy M 4 Roce , 2, .D S0 P ///;'://JEP
URIAL CREMATION, | 22b. DATE 23c. NAME OF CEMETERY OR CREMATDRY 23d. LOCATION (City, tawn, ar county) (Slu!n)
REMOV AL (Specify)
nenisYade l/~17-58 |\ INVASH 1k Fon BRI S Loey s Coo/wfﬁ Me

. A u.--l M-



STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY 1iutieiiiiie it ittt s n s s s e s e ., Student Embalmer No. ............c...e.

working under my personal supervision.

i ?’%
SEUANL «rveevrrrearrrienrnreesrrremasseessreasinersassssssenns Signed ......} M’fd AN ...
Signature of Student Embalmer '

S —!;ic'aensed E!nbalmer No“f"’?b
P. O, Address.Q#.n.g.m)W

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.




