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All diseases in Port | must be causally reloted.

THE DIVISION OF HEALTH OF MISSOURI

' STANDARD CERTIFICATE OF DEATH

e29=003096 .

STATE FILE NUMBER

gistration District No.

Primary Registration District No.

Registra

2. 837

. PLACE OF DEATH

2. USUAL RESIDENCE (Where
a. STATE Le

deceased lived.

If institution: Rutdam;‘;uinre
b. COUNTY admissigh)

o COUNTY  pyorys . WO,
b. CITY (If outside corporate limits, give TOWNSHIP only} inside Limits c. CITY Inside Limits
TOVR(N st- Louis, Mo . Y“B No (] uas}‘row bt, L,ouis Yasm No []
¢. FULL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (If ounldu,‘glve location) Reside on Farm i
Metruvion Firmin Desloge | 12-19tol-2p-59 A& 2415 Sc. Llth St., | vepiwe
. MAME OF DECEASED First Middle Lost 4. DATE Month Day Year
{Type or print)
Antolnette A. oHumiston | oEaTH  1-23-39 ]
SEX 6 COLOR OR RACE| 7.,0,c0ic0r T uever karrigof]] ® DATE OF BIRTH 9. AGE (i yeor ::JHI:’E:ER;LEAR LF UNDER 24 HRs.
F { vihite wooveo[] 4 owvorcec(J AR cH & /380 ?’? | |

10a. USUAL DCCUPATION (Give kind of wark done
f during most of working lifes sven If retived)

TtR LD MAINTENA

10b. KIND OF BUSINESS OR
INDUSTRY

S LADY

11. BIRTHPLACE (City and state or c

S7. 4 OUI.J,M

auntry)

D J

/4

12. CITIZEN OF WHAT COUNTRY?

~5-A

13a. FATHER S NAME

CEoRGCE W HomisTow

13b. MOTHER'S MAIDEN NAME

FLIZABETH GILDENAYS

4. NAME OF HYSBAND OR WIFE

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yes no, or unknqvm)l(lf yos, giva war or dates of servica)
#3

17.

DEATH WAS CAUSED B
IMMEDIATE CAUSE (a}

PART I

18. CAUSE OF DEATH (Enter only one cqu"ﬁﬂ line for (a), (b}, and (c).}

Addrass

Caonditions, if any,

16. SOCIAL SECURITY NO. INFORMANT %
Y70-tY-P70C|GERTRUDE Hum(sTon A¥LS Se ¢ = 57
, I%LERVAL EEDTE‘YQET%N
brobrovpseulon Smeldest 5 %/ys

which gave rise 10
above couse (o),
stating the under-

}

DUE TO (8) ﬁel"dbﬁl %#W!ﬁﬁf/ef”dgtﬁ

33 ) X

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Death occurred ot

z Iying couse lost, DUE TO {c)
F= PART [I. OTHER SHGNIFICANT CONDITIONS CONTR}BUTING TQDEATH but et 1o ted to the tarmingl disease condition given in PART I {a} 19. WAS AUTOPSY
= /‘ } PERFORMED?
T UECY O gloun fgmw( YES[S NO L]
2| 200. ACCIDENT  SUICIDE HOMICIDE 1” 20b. DESCRIBE HOW-INJURY OCCURRED. (Enter naturs of injury in PART I or PART {1 of item 18.}
r
o a O O
5[ 20c. TIME OF Hour -Month, Doy, Yeor
) INJURY  am.
-3 p.m.
20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factery, street, office bldg., etc.)
WORK AT WORK
21. | attended tha dsceased fmm /-' /=57 ] m /- ZY- ﬂ and last sodDer dlive on /=RY~5 ]

m on the date stoted obove, and to the best of my knowledge, from the causes stated.

Vel (M&WQ’ 3 Aﬂ

DRE5§ Z@Z 22 Zaz/

22¢. DATE SIGNED

([R5

1 Embalmer’s &

on Raverzs Side)

23a. B !A.L CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCDJION {City, rJn or county) (Sl_ch]
I AL Aw 26 /f-s’? ST-PETER ¢ LPaud :T ouwl's
RAL DIRECTOR ADDRES: 25. DATE RECD, BY LOCAL REG.
2904 AMv-v-d— JAN 2689




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of thwbalmed
{
by me, ot by S .» Student Embalmer No. .o |

Teagsrvey

..........................................................................................

working under my personal supervision.

Student ..o e e e
Signature of Student Embalmer

/ ........ TR 2.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his O¥N HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license). d

If embalmed by @ STUDENT, he also shall sign in his OWN handwriting.
If this-body is not embalmed, fact should be so stated above,




