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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally related.

wgistration District No.

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

e Primary Registration District Ne. _____

09-007806

v e 1134

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bélore
o. COUNIY o STATE isgourl b COUNTY sdmi s suon}
b. CITY (If eviside corporate limits, give TOWHNSHIP only) Inside Limits <. CITY Inside Limits
1om St Louis Yes gl Mo (] om St Louls Yot re ]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
¢ hentution St Lukes Hosp ACDRESS 1015 Morrison AVe | ve[] N
3. NAME OF DECEASED First Middle Laost 4. DATE Month Duay Yoar
{Type or print) OF
Cora Heim VWingerter DEATH  Jan 29 19569
5. SEX 1| & COLOR OR RACE| 7. MARR:E{}’NEVER warrieo[] 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER i YEAR] IF UNDER 24 'HRS.
Femalsd Vhite wiDowED [ ] ovorcen[]] Feb 18 1883 e ggeen) [Hemhe ] ol I e
10a. USUAL OCCUFPATION (Give kind of work dene | 105. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12, CITIZEN OF WHAT COUNTRY?
du ) m{i'sofewf'_&ﬁ:ufé-, aven if retired) INDUSTRY Ill 11’1018 F TJ' S

13a. FATHER'S NAME

? Costellow

13b, MOTHER'S MAIDEN NAME

Lucy *?

|

14. NAME OF HUSBAND OR WIFE

Jones

15. WAS DECEASED EVER IN U, 8. ARMED FORCES?
(Yas, nmmkmwﬂ)| {}f yos, glve wor or dates of service)

16. SOCIAL SECURITY NG.| 17. INFORMANT

D

Address

Jones Wingerter 1915 Morrison Ave

18. CAUSE OF DEATH (Enter only one cause per
PART t. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

line for {a), (b}, ond {c}.)

-

INTERVAL BETWEEN

P ONSET %-ND DEATH

Conditions, if any, DUE TQ (b)
which gave rise to }
obave causs (a},
tating th dwre 7
z l.y?ng“:uu.uwl'u::. DUE 70O (¢} / 2 A
=4 PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diswass conditlon given in PART { (o) 19. WAS AUTOPSY
< PERFORMED?
u
i / YESBG No[]
w ! 20a. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)
W
o ] | J
81 20c. TIMEOF Hour Month, Day, Yeor
a INJURY  am.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, .ctory, street, oHice bldg., etc.)
WORK AT WORK

21. | attended the deceased from
Death occurred at

!aabggg:=3“% 1o
A

% and last saw R:‘ alive on 2“7% 5_-?
m on thefdate sruf_.d above; ond to the best of my knowledge, gom the causes stated.

220. SIGN ﬁ ! 23‘;“
d ”
/|

e or title) 22b. ADDRESS

& D Lo N

9

23a. BURFAL, CREMATION,| 23b. DATE

BEmsat | 2/2/59

23c. NAME OF CEMETERY OR CREMA{ORV

Sunaet Burall Park

B4, LOCATION (Ciry, 1own, or county)

2. QATE SIGNED
!
30 5"

(Stars)

St Louls County IMissourl

24. FUNERAL DIRECTOR

Moydell Funeral

ADDRESS

Home 1926 Allen

25. DATE RECD. BY LO(EA EG.

FEB2

{Licansed Embalmes’s Statemant on Reverse Side)

26—R%WNAT ;I/LZ:,Z;, . /yp‘

s




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, or bymﬂr ...................................................................... . Student Embalmer No. ............5...eee

working under my personal supervision.

Signature of Student Embalmer

P. O. Address/.fﬂz&.... -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies 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. .




