THE DIVISION OF HEALTH OF MISSOUR|

Heclth, s
L Walfare STANDARD CERTIFICATE OF DEATH s STATE FILE NUMBER
Public
Service ! “-E NOV 2 4 Tgssﬂlsfruhon District No.. ‘1}:[7 Primory Registration District No. _. e 3/— ————————— Registrar's No. °2 ﬁ "b/"‘"
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If mslltuﬂnn.‘Res&dqn:g before
admi ]
300 a. COUNTY St.Lo 0. STATE Mo. b. COUNTY St.Loui® b
1.57 b. CITY (If outside corporate limits, give TOWNSHIP only) inside Limits c. CIOTRY 34’ Insida Limits
/ Towi Unjversity City Yos g No ] _town University City : /o Yesff] N[
c. FULL NAM%OF {If NOT in hospitel, give location} | Length of stay in 1b d iB%%IEE.gS (If outside, give locotion} Reside on Farm
HOSPITAL OR .
INSTITUTION 6’;07 watgma_n Ave, Lj_fﬁ 6307 Wa‘berman Af-ve. Yes (] Neo D
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year |
{Type or print) OF '
John A, Ladd Sr. DEATH Nov,15,1958
5. SEX & COLOR OR RACE} 7. MARRIEJ ] NEVER MARRIED] ] 8. DATE OF BIRTH 9. APE (J],:t:;:;; ;:\T.ER;LEAR I::::DER Q:MT&
M, O W, wipoweo[[] / pivorcen[] Aug.ll,lB?B 6 J
10a. USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
uri st of working lifs, if retired} INDUSTRY
HebiTed Crain Business GRAIN St.Louis Missouri 0 U.S.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 4. NAME OF H_UéBAN!q OR WIFE ;
Attilius Ladd Mary Barrnett rs.Marie Ladd
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 15. SOCIAL SECURITY NG.[ 17. INFORMANT Address
{Yas, no, or unknawn}| (If yes, give war or dates of sarvice} -
ot M M none Mrs,Marie Ladd,6307 Waterman A

Il dizeases in Part | ntust be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

© MEDICAL CERTIFICATION

18. CAUSE QF DEATH (Enter only one causs per line for {a), (b), and (c}.)

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (q)

]

Condltions, if ony,
which gave rise to
above couse ({a),
stating the undar-

DUE TO {b) _mm&m H\h‘#—& E

INTERVAL BETWEEN
ONSET AND DEATH ,

s o &m&\ (©  tarta,

AQ s
A\

/250

lying couse lost. DUE TO (¢}
PART I, OTHEERSIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net reloted to the terminal disaass :nndllinrl given In PART | (9) 19. WAS AUTOPSY
k ‘9? _\\‘\ PERFORMED? K,
s ‘*’L‘“‘&\"‘*—s— AN &—v vEs[] NOR
Aa. ACCIDENT  SINCIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) ’
(I g O
20c. TIME OF .Hour Menth, Day, Year
INJURY  am.
p.m.
20d. INJURY OCCURRED 20e8. PLACE OF INJURY (e.g., inor about heme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE = farm, factory, street, office bldg., etc.}
WORK AT WORK
21. | attended the deceased from %—‘-Qit \'\s% , to P‘h 5y ay S and lost Saw tl.;‘ alive on ®& \Q\ Y =Y

7 ¥ : P m on the date stated above; ond to the bast of my knowledpe, from the causes stated.

Deaath occurred ot

220. SIGNATURE {Degree or title)

Q=5 W&

] 22b. ADDRESS 22c. DATE MIGNED

3% W C&ns,y.& WA IR

T D

23a. BURIAL, CREMATION

73b. DATE

Nov,.18,1958

23c. NAME OF CEMETERY OR CREMATORY

Calvary Cemetery

23d. LDCA?&ON (City, town, or county) (State)
St.Louis ,Missouri

ADDRESS

25. DATE RECD. BY LOCAL REG. | 24. REGISTRAR'S SIGNATURE

/=72 - 5F | Wil

{Licansed Embolmer’s Statement on Reverve Side)

Reuowu.( .:.f
emova
i
W%Bho Lindell Blvd,

| 974




PR :
-\ | T ol

- - N . A

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 DY ettt neeeaes bar e nraa e aesanaas .» Student Embalmer No. .......c.c....o....

working under my personal supervision.

. ~
SHUABNL w.viveeieasireirente e seese et s e Signed <<n) VAN oobcton 2227 I L0 Cratvetootn
Signature of Student Embalmer

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.

- C . - . :




