Hoolth THE DIVISION OF HEALTH OF MISSOURI 59"‘0114 ')1
& Welfare STANDARD CERTIFICATE OF DEATH STATE ELE N
- ATEOF DEATH B,
Service J LLU APR 6 1g§geglﬂrunon District Ne. Primary Reglstrunon Drsmc_! Nf_ s ROGEWOr's RUIRT N W
-t PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence befor
300 a. COUNTY a. STATE Missouri b. COUNTY St. ﬂ;{;{g‘) /
11-57 b. CITY (If outside corporgte limits, give TOWNSHIP only) | Inside Limits c. CITY oy Inside Limits
o 3 | TO&N St. Louis, iissouri Yes [ No (] TSEN Bridgeton ij 7 Yas[] No[}
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1& d. STREET (if outside, give location) Reside on Farm
S - h iion BARNES HOSPITAL ADDRESS 3730 Harmony Lane Yes (] No[J
3. :%Mpfgzr?"sﬂcaseo First Middle Last 4. DATE . Month ear
WALTER H. STONE ook “ARCH 12, *1959"
5 X & COLOR OR FACE | T-sammuzo)feven uaameol_]| & OATE OF BIRTH 5 AGE oy SR | VAR e v,
Male White wiDOWED [ ] oivorcen[ ]| Sapt, 6-1903

Ure Ta(Tem 18, Mo sympioms will ba listed. T a o k'“

an

wucIer, coroner, €1C. MUST 45T GNTy STamIard T

All discases in Port | must be cousally related.

100, USUAL CCCUPATION (Give kind of wark done

10b. KIND OF BUSINESS OR

USE ONL Y BLLACK INK OR RIBBON TYPEWRITE [F PQSSIBLE

during most of working life, even if ratired)

Contractor

NDUSTRY

ement

BIRTHPLACE (City and state or country} 12- CITIZEN OF WHAT COUNTRY?

St, Louis, Mo, e ] U.S.A,

13a. FATHER'S NAME

Solomon Stone

Sadie Abel

13b. MOTHER™S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

ILelia M, Stone

15. WAS DECEASED EVER IN U. §. ARMED FORCES?
[Yus, nN or unknown]| (If yes, gr war or dates of service)

16. SOCHAL SECURITY NO.| 1

497-10-3630

7. INFORMANT Address

lelia M, Stone 3730 Harmony Lane

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

IMMEDIATE CALUSE (o)

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

Epidermoid Cercinoma of Brein

INTERVAL BETWEEN

LSRR

Death occutred ot

Conditions, if any, DUE TO (b)
which gove rise to
above couaze (4, } / 9 é
stating the under
z Iring cavas test. 3 DUE TO (c) =y
= PART !, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but not refated 1o the terminal disease condition givan in PART | {a) 19. \;E% AU'_I&EPSY
-« rs
P ! yes[¥ No[)
E Mo, ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 1B.)
& o o O
Sl 20c. TIMEOF Hour Month, Day, Year
a INJURY a.m.
X p.m,
20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., inor ¢bout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from , to 3/12/ 59 and last sa;?"'-live on 3/ 12/ 59

m on the date sioted above; and to the best of my knowledge, from the cavses stated.

6 2977 -5 o

22b. ADDRESS

BARN

22c. DATE SIGNED

ES HUSPITAL 3/13/59

{Li d Embalmet’s 5

an Reverse Side)

230. BURIAL, CREMATION, | 23b. DATE 23: NAME OF CEMETERY QR CREMATORY 23d. LOCATION (City, town, ar county) {Siate)
REMOV AL ({Specify)
Remov 3-14-1959 Mount Lebanon Cemetery St, Ann, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DA CD. BY L'OC§ REG. EGISTRAR'S MATURE
Collier Mortuary , St. Ann,Mo, m 1575 JM . /7]_
<




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 ctr e e b b b s rrara sa e e n e .» Student Embalmer No. ........ccovveuneen

working under my personal supervision. |

Student ..ooeieniiiiiii i ere s s Signed gpm, A A e ST T TR |
Signature of Student Embalmer

P.O. Address@éf..m....z

Note: The ahove 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. ‘

|

. ] e ¢




