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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE OF DEATH

Primory Registration DistrictNo. ________ . Reffetror

.99=014792 .

STATE FILE NUMBER _

I'lLtU APR 2 0 1gﬂgisrrutinr\_ District No.

Ar- PLACE OF DEATH™ =" 2. USUAL RESIDEMCE (Where deceased lived. If institution: Residence bofora
. COUNTY o. STATE Missourd b COunTY odmayon)
ch {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIOTRY Insﬂ. Limits
R .
TOWN St- Louis Yos [] Ko [[] TOWN St - Louis Yeas[] Ne [
FgLIE'-I NAMEOOF {1 NOT in hospital, give location) | Length cf stay in ib d. STI-)R‘D%EEES (f outside, give location) Raside on Ferm
HOSPITAL OR 2 Al
INSTITUTION O Yo Louis City Hospital # 1 31"" DuChouquet Yos [ ] No[]
B
3. NAME OF DE)CEASED First Middle Last 4, DS.FI‘E Month Day Year
{Type or print
Racheal Ann Casby peath March 23 1959
5. SEX 4. COLOR OR RACE 7‘MARRIEDI§NEVER MARRIED] 8. DATE OF BIRTH 9. AFE' u»,:';;:;; ::.’:.I,),ER;LEAR I:‘::DER 2;:‘.&5.
Female White WIDOWED[ ] pivorcep[ ] 2/1/18911' 65 I
10a. USUAL OQCCUPATION (Give kind of work done | 10b. KIND QOF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
durs f work life, aven if retired] INDUSTRY |
T awd fa e Home St. Francios Co., Mo. U.S.A.
130. FATHER"'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

Moses Middleton

Sarsah Barnes

Walter Casby

15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16.
(Vllvni. ar Uﬂimwn]l(ll you, give wor or dates of service)

SOCIAL SECURITY NO.| 17. INFORMANT

Address

K4 Margaret Campbell, E, St.'Louis, Ill

18. CAUSE OF DEATH {Enter only one couse per line fo
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

SR e
W[

which gove rise 1o
sbove couse (a),
stating the under-

7 bt
Conditions, if any, } DUE TO (b) W‘LZL =

Y4204

Dnu'h eccurred ot

g iylng covse lost DUE TO {c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | {e) 19. WAS AUTOPSY
by PERFOR ED?
et YES
2| 200. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
w
o 0 ] d
S| 2c. TIMEOF Hour Meonth, Doy, Yoor
a INJURY a.m.
=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 | farm, .ctory, street, office bldg., eic.)
AT WORK
21. | ottended the deceased from -9-—‘;9 , ho 3323- 59 and last saw E;:‘ alive on

m on the date stoted above; and to the best of my knawledge, from the causes stated.

NATURE gree or tithe) 22b. ADDRESS 22<. DATE SIGNED
2y / % 1515 Lafayette Ave 3-23-59
23a. BURIAL, CREMATION, 31: DATE/ 23c. NEME OF (.'EHETtRY OR CREMATORY 23d. LOCATION (City, town, or county) {Stete}
Removal | 3/25/59 Memorial Park Cem. St. Louis Co., Missouri
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. 1STRA'S SIGHATURE
McLAUGHLIN'S, 2301 Lafayette MAR 25 '59 f_@é M /z Vi
_fJ .

{Licensed Embalmer’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

DY M@, O DY ooiereieariiiiimr et rererrbis i siaiat s aa s bbb s abb s an s eeneeae i ardsaraan s ens , Student Embalmer No. ............oee.e

working under my personal supervision.

SEUEIL cceerirenrenriniverennrnsnnansnentannersranrasatssasnsen

- - v e

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




