THE DIVISION OF HEALTH OF MISSOUR! 58—048318

Health,

;:w;lum STANDARD CERTIFICATE OF DEATH 3 STATE Fn.ilmfggs
ublic §
Service D D EC 2 2 19,533""""“ District No. 31 8rlmary Registration Disrict No.. 100 -------- Registras"s No._____ = __
C.) “1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rendig‘qngg‘br!or.
- . COUNTY STAT b. COUNTY admigsion
x F - - € Migsourd i
1-57 b. chY {If cutside corporate limits, giva TOWNSHIP only) Inside Limits c. CgRY Instda Limits
ToM  St, Louis Yes (J o[ Towy St, Louis . Yos[J Ne(J
c. FIE;LL NAME OF (If NOT in hospital, give location} | Length of stay in 1b SB%IFE%EEES (}f outside, give location) Reside on Farm
HOSPITAL OR, Al
s INSTITUTION e @ 48% Lebadie Yos (] No[]
3. NAME OF DECEASED First Middle” Lon 4. DATE Month Doy Year
{Type or print) OF
Mabel Sidnorra DEATH 11 20 58
5. SEX 6. COLOR OR RACE T'MARRIEDD NEVER MARRIED ] 8. DATE OF BIRTH 9. AGE ({In ysors UF UNDER 1 YEAR| IF UNDER 24 HRS.
} ast birthday) | Menths | Doys Hours Min.
; Female Colored wiooweDfl) ) pivorceo[] 4=4=1804 4 16
3 100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country} 12. CITIZEN OF WHAT COUNTRY?
= Hdminémesr firmrking life, wven if retired) INDUSTRY i
3 oudewife None Indiana USA
i_ 130, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
. § Peter Brown Sallie Curry None
2 [ 15 WAS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17, INFORMANT Address
= | (You or unknawn)| {If yes, give war or daotes of service} X
g | o gy ] e o ? Connie Brooks 4826 lebadie
0. 18. CAUSE OF DEATH (Enter only one couse per lipg for {a}, (b}, and {c).} TERVAL BETWEEN
5 PART L. DEATH WAS CAUSED BY: . NSET AND DEATH
w IMMEDIATE CAUSE (a) gl
& . .
o Condittons, if any, DUE TO (b}
> w::=h gave rls-‘ r } )
aboye Ccousw al,
z Ing tha under- 0
1 B fying coves. last. ) _DUE TO () Y>0.0
5 ZfEE PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissoss condition given in PART | (o) 19. WAS AUTOPSY
¥ o« , PERFORMED?
ozl . YES[] NOM 2
- % 5| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART | of item 18.)
= = w
2 »pv O O D
8§ Q= -
v S NG| 2. TIMEQF .Hour Month, Day, Year
3 o I INJURY o.m.
“g 3 ' p.m.
E, . g 20d. INJURY OCCURRED -20e. PLACE OF INJURY {e.g., inorabeutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= W WHILE ATD NOT WHILE 0 farm, factory, stroet, office bldg., erc.)
5 g | work AT WORK
f 21. | sttended the deceased from P A and last mw: olive on
b ;7 {‘9 m on the date stated cbove; and to the baxt of my knawledge, from the causes stated.
§ ﬁwu !"zzla. ADDRESS 22c. PATE SIGNED
-l
23b. DATE 23c. M CEMETERY OR CREMATORY 23d. LOCATION (Clty, town] or county) {Srate)
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

FEliis Funerel Home 2820 Stoddard St.| NOV 24D

LI d Embolmer's 5 on Reverse $ide)
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STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision.

Student .ooerini e e e e
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 émbalmed by a STUDENT, he also shail sign in his OWN handwriting.~ -

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