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All diseases in Part | must be cnu‘any related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

egistration District No.

99-010822

STATE

e

1. PLAgE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. If institution: Ressdegdn before
. COUNTY . STATE P b. COUNTY sion)
° ° Missouri 7
b. CJOTRY (If outside corporote limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limits
TOWN Louis Yes ] No[] TOWN St. Louis Yesm Ne ]
c. Eglglg_l‘l;;Atd%OF {If NOT in hospital, give location) | Length of stay in 1b d. STD%EET {If outside, give location) Reside on Farm
A ADDRE"" . -~
2 insTiTUTioN_St. Louis State 10 years 1238 NKingshighway | YesLInNe[R
3. NAME OF DECEASED First Middle Last 4. DATE Menth Doy Year
{Type or print) . OP
Mayme Craig DEATH March 27th, 1959
5. SEX ( 6. COLOR OR RACE| 7. MARRIEDdeVER MaRRIED] 8. DATE OF BIII:TH 88 9. AEE’-”"-:::: ::‘Tﬁsng;rjm I'I:‘::DER 2:“l:ns.
Female White wooweo[]  oworceo[]| April 1ll, 1881 7 ] |
1Ga. USUAL OCCUPATION (Glve kind of work done | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working lifa, aven if ratired) INDUSTRY . .
wife Tiptonville, Tenn. ! UsSa

138, FATHER'S NAME

s Mooring

13b. MOTHER'S MAIDEN NAME

®lizabeth Lanthrift

14. NAME OF HUSBAND OR WIFE

Philander Craig

15, WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, Nunlmm-m)!(lf y#s, give war or dates of service)
o

16. SOCIAL SECURITY NO.

None

17. INFORMANT Address

Philip Craig, 8519 Rosalie Ay

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o)

PART I

18. CAUSE OF DEATH {Enter only cne cause per line for {a), {b), and (c}.}
Arteriosclerotlic heart disease

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (b)
which gave rise te
bo (a),
:rur‘;:g =ﬂn‘:‘:.lml-r- } %zﬂ r&
z lying couse last, DUE TO (e}
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition givan in PART | {a) 19. WAS AUTOPSY
) PERFORMER?
[ YES[] N
21 206. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART Il of item 18.)
w
8 O O O
§ 2c. TIME OF Hour Month, Doy, Year
a INJURY a.m.
ks p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT Lg‘i-‘]lLE farm, factory, street, office bldg., etc.)
WORK L
21, | attended the deceased lrom November b’ 1540 . o Mareh @ E ly?r? last & suwh olive on I"l ’

Death octurred at A M. m on the date stated above; and to the best of my knowledge, from the couses stated.
22a. SJIGNATURE Anthon ﬁschor nm, 22b. ADDRESS 22: ATE SIGNED
7, ﬁﬂt// Z4& “¢| 500 Arsenal St. 3/21/59
23a. BURIAL, CREMATION, DATE 23e. NAM.E OF CEMETERY OR CREMATORY -  — ] 23d. LOCATION {City, feum.- or county) {State}
- EMOYAL {Soecthyy |
Hemoval 3—28—59 Oak Grove Cemetery
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. / p
oy
Albert H.Hoppe,L700 Washington Blvd. MAR 27 '59 /&
i {Licensed Embalmes's Stotement on Reverse Side} s

J



STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY ooiiiiiiiiiier s ee et rs s s s a e e e .» Student Embalmer No. .......covveniennnn

working under my personal supervision.

Student .ooveeeiiiiiiiii e e
Signature of Student Embalmer

——

Licensed Embalmer No.

P. O. Address /7., AT %

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 sign in his OWN handwriting.

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

- - .




