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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

istration Distriet No. i

Primary Registration DistrietNo. ...

99-015434

STATE FILE

Registrar’

2‘“‘1’3350

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. |i institution: Residen btfon
¢ COUNIY o STATE M4 ggoupd b COUNTY admi gion)
b. CITRY (if outside corporate limits, give TOWNSHIP only) Inside Limits <. CFOTRY Inside Limits
TOWN St.Louis Yes [ ro (] TOWN St.Louis Yes[g No[J
c. FgLFI; NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL ADDRESS
3 lelnniodnroute City Hospitall 2636 Chippewa Yes [ No (K]
| |
3 NTAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Rose Mills peath  March 30, 1959

5. SEX

Female '

White

6. COLOR OR RACE

7.

MARRIED[ TNEVER MARRIED[]
wioowep ) 3. pivorcep[]

8. DATE OF BIRTH

9. AGE (tn yeors

F UNDER | YEAR

1F UNDER 24 HRS.

Months l Days

1gs1 barthdoy}
85°%

Hours ] Min,

100, USUAL QCCUPATION {Give kind af work dene

i0b. KIND OF BUSINESS OR

11. BIRTHPLACE (City ond state or country)

12. CITIZEN OF WHAT COUNTRY?

during mogt of working liks, even if uhud) IgbUSTR
er pei'. .’Shop Unavailable 7 0,5,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. HAME OF HUSBAMND OR WIFE
Unavailable Unavailable Inavailable
15. WAS DECEASED EVER IN U, §. ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Addrnll
(Y r ynknawn)| (If yes, r dates of aer ] E
- 6 or ynknawn yos, give wat or dotes & vice Unknnml Mrs . Newell 2

PART L.

Condltions,
which gove
obove caw
atating the

lylng cause last,

18. CAUSE OF DEATH (Enter only one ¢o
DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

i

it any,
rise to
s& (a),
under-

DUE TO {c)

use par :Ee for (q; {b). ond (c) } : ;

DUE TO (b) Mb&&o “M

420 0

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TCG DEATH but not related to the terminal diseass condition given in PART | (a)

19

WAS AUTOPSY /7
PERFORMED?
YES[C) no[Wd 2.

MEDICAL CERTIFICATION

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
O M ]
20¢. TIMEOF Hour Maonth, Day, Year
INJURY a.m.
p.m,
20d. INJURY OCCURRED 206. PLACE OF INJURY (s.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NCOT WHILE D farm, .ctory, street, office bldg., en: 3
WORX AT WORK
21. | attended the d d From F ond last saw: alive on
_~—Baqth accurred a1 éé z m on the date stoted above; and to the best of my knowledge, from the causes stated.
( 220 SIGHATYRE / sgraa optitle) / 3 22b. ADDRESS nﬁlne SIGNED
@@C b S BOO0 Clark IS
23e. BURIAL, CREMATION, | 23b. (QATE J 93c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (State)

ﬁill;g‘\!{;icntﬂy)

L=h~59

St.Matthews Cemetery

St.Louis,Mo.

24. FUNERAL DIRECTOR

Albert H.Hoppe,u700 Waghington Blvd,

ADDRES$S

25. DATE RECD. BY LOCAL REG.

APR3 59

%Wmnn@ :4

/72.

{Licensed Embalmer’'s Stateman? on Reverse Side)

"}’J‘/f_b




&

S S

L
ey
gt e

P

%

STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. .............coceel

BY M@, OF DY vieeeiieee ettt et et e r s s

working under my personal supervision.

SUAERL et
Stgnature of Student Embalmer

’U .
oXe

e

ailure

. Address AN ATt
ﬁ" ~2ECe
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN WRITING. (‘F
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.



