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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

58046074
I-‘L]LED DEC 2 2 Immm District No. _________,.,,__3 1.8_,anary Regurrolmn District N°10U3 ___________ Regis!rarﬁsm&g -‘f ......

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence, eforu
a. COUNTY a. STATE b. COUNTY admisgiin)
Missourd
b. C(I)TRY (If outside corporate limits, giva TOWNSHIP only) tnside Limits c. CITRY Inside Limits
8]
TOWN Yes [J No[] TOWN St.Louis Yes(J No[]
. FULI!'_I NAE\EO T in espliul, give location} | Length of stay in 1b d. STREET ({If outside, give location) Reside on Farm
TA DRESS
5 ﬁ,ﬂi.TUT.ONRST LOUIS CITY HEBP.K1. £/ 28 4128 Shenandoah Ave, | Yes{ No[]
3. NTAME OF os)csassn First Middle Lodv 4. DATE Month Day Year
(Type or print’ OF
GRANVELL P. MOORE peat DBC. 8, 1958
5. SEX d 6. COLOR OR RACE 7'MARR|ED P‘EVER marriep[] 8. DATE OF BIRTH 9. AGE {In yaars JiF UNDER 1 YEAR| IF UNDER 24 HRS.
st birthdoy} | Months | Doys Hours Min.
Male White wooweo(]  orvorceo[ ]| Nov.6,1897 6t ]

10q. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR

11, BIRTHPLACE {City and

stote or country)

12. CITIZEN OF WHAT COUNTRY?

Bull-Campbell Mortuary 5165 Delmar

C 10’58

du ot of working Life, even il resiced) INDU Y
Ba ry worker §€.Lquis sﬁaim Co. Marion,Kentucky / U.S.A.
13a. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HJJsBAND‘ OR WIFE
Robert Moore Mary Platt Merle
15, WAS DECEASED EVER IN U, §. ARMED FORCES? 16. SOCIAL SECURITY NC.[ 17. INFORMANT Addrass
(Yes, nhtunknqwn) (I yes, give war or dates of service) 490_03_’4508 Fai th Denbealm ulzs Shenandoah Ave.
18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and (c) ) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: I I :l ’ 2 t ONSET AND DEATH
IMMEDIATE CAUSE (o)
Condltions, If any, DUE TO (k) AE\—M 4 W-m'ta%
which gave rise 10 } _‘
cbove couse {q),
stoting the under- W '\l—ﬂ.“_:x Pq}%
g lying causae last. DUE TO (<)
= PART 11, OTHER SIGNIFICANT CONDITIONS CDNTRIBU"*‘G TO DEATH but not related to the tarminal dlsesse condition given In PART [ (o) 19. WAS AUTOPSY
) PERFORMED?
z L1 X YESEX NO[]
2| Ma. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
w
o d [ O
S 20c. TIMEOF Hour Monih, Day, Yeor
'S INJURY a.m,
X p-m.
204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, stroet, office bldg., etc.)
WORK AT WORK
21.%L attendad the deceased from 12/3/58 , to 12/8/58 and last saw h " glive on 12/8/58
Death occurred gt 12, DJ] P Hon the date stated above; ond to the best of my knowledge, from the causes stated.
22a. SIGNATURE {Degree or title) 22b. ADDRESS 22¢. DATE/NGNED
WAATTS - VWALgta Wl 1515 LAFAYETTE AVE 1278758
23c. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF &METERY OR CREMATORY 23d. LOCATION (City, tewn, or county) {State}
REMOVAL (Seecify)
removal 12-11-58 Lakewood Park Cemetery St ,Louis Co,,Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR S SIGNATURE

/nud)hS

(Licensed Embolmar’s Statement on Raverss Sida)
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STATEMENT BY LICENSED EMBALMER

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

DY M0, OF BY oot i e s e , Student Embalmer No, ..................

working under my personal supervision.

) - Licensed Embalier Ng....... ..
P. O. AddressMa.. [ V. ¥

GHIUACNL  vvreerrrrneennrrnntaeirasemaasisbrsnntrrancasbasssnas
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). L X
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. =~ =7 = - T

If this body is not embatmed, fact should be so stated above. . . -
. ; - i - . . . o - -




