“.ED JAN 12 1959ugis!ruﬁan District Na.

THE DIVISION OF

HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

217

Primary Registration District No.

09

—-003852

STATE FILE NUMBER

uk_éh—’£7 _______ Regisrmr'lhl_o.,m._‘g,g. ________

¢ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. H institution: Residencae b).fw.
. . admission
o COUNIY & 7"‘(0‘4’5 o STATE Afpy J“",ﬂheﬂcourn'\r.s.‘,;-‘u,“'
b. CIOTY {lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY b lnside Limits
om INICHMOND  HeTs Yos I No (J TOWN ST hours-37 | vemd w0
c. ﬁgls.Fl’_E;lAti%gF {1 NOT in hospital, 'qive logation) | Length of stay in 1b d. iB%EREEES é“ outside, give location) Reside on Farm
A fouliy
nstiruTion ST MARY S- oSp| JHRS 176138 GoaracK DR | vaO 6®
. :’{TAME OF DE;:EASED First Middle Last 4. DA'll:'E Manth Day Yaeor
int 8]
vee renn INFANT JoHN CRowE oeatn [ Z J9?

. SEX

6. COLOR OR RACE

7

*maRRIED ] NEVER MARRIEDR]

(8- DATE OF BIRTH

9. AGE (In yeors

F UNDER 1 YEAR| IF UNDER 24 HRS.

LA FAMN

L tast birthday} | Manths [ Days Hours Min.
i/ wipawen[ ] pivorcen[] /- -9 9 —_ — | — I
. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and s1ate or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if ratired) INDUSTRY R u
f— — 1CHMoa D ”GTS Ma d- s,ﬂ

“13a. FATHER'S NAME

JAMES CRowE

13b. MOTHER’S MAIDEN NAME

BERNETTA- SehwE&/T2ER |

14 NAME OF HUSBAND QR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yus, no, o1 unknawn)] (If yes, glve wor or dates of service)
e

———

§6. SOCIAL SECURITY NO.

17. INFORMANT

Addre

JAMES CRowe- 1022y GouRocK Dg

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

Condltions, if any, DUE TO (W)
which gave risa to
above cause {a),
stating the wunder-
lying cowss lost. DUE TO (¢}

18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), end {c).}

INTERYAL BETWEEN
ONSET AND DEATH

- g@.

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dizssoss condition given in PART | (o}

7¢ 25

19. WAS AUTOPSY
PERFORMED?
YES[] NO ,

=0

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW [N item 18.)
O D 0 ITEM. AR CORRECTED
e, TIME OF  Hour Month, Doy, Yeer BY AFFIDAYV
INJURY  am. }-A3-59 5{2‘7
p.m.
20d. INJURY OCCURRED 20e. PLLACE OF INJURY (e.g., inorobouthomae,| 20f CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE C] farm, .ctory, street, office bidg., etc.)
WORK AT WORK
21. | ottended the deceased from /"z - 5? , 1o /" Jy - .5-7 and last saw tl.;‘ alive on t -~ 2 '5.?
Death occurred at i’/j‘ , m on the date stated obove; and to the bast of my knowledge, from the couses stated.

2. 53_:_.9

230, BURIAL, CREMATION,
REMOVAL (Seecify)
Al

Mov

23b. DATE

/-5-57

e 4

23c. NAME OF CEMETERY OR CREMATORY

22b. ADDRESS

¥500

I

4. W )

T2c. DATE SIGNEDY

/-3 _ﬂS‘?

Crlvary

Cem.

23d. LOCATION (City, tawn, or county)

ST.louss

(Stere)

Mo

24. FUNERAL DIRECTOR

AY.B.SMiITH-MAphe wood 17 Mo

ADDRESS

25. DATE RECD, BY LOCAL ns(

{Liceansed Embelmaer's Sratement on R.v-n-%ld-)

L4

/L?:‘U"? Ve’

ISTRAR'S SIGN.

e e et )

ATHEE

v/
‘/ A ,_

/

'z,

/s



o

STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY i e e e e e e e , Student Embalmer No. ...........c.ceee
—
working under my personal supervision. Nd /= EM b/-}l MED /—
Mol BROW A
1] T 1= || S SO SIENE oo e e
Signature of Student Embalmer
. Licensed Embalmer No.......ccovvvvvennnnee
P. O, Address.......c..occiviniiinennnncnens

" 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 siga in his OWN handwriting.

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




