THE CIVISION OF HEALTH OF MISSOUR)

eltes L : STANDARD CERTIFICATE OF DEATH

gistration Bistriet No. ...

.....Primary Registration District No.

29-015808
B 2790

R PLACE OF DEATH . __
T COUNTY

2. USUAL RESIDENCE {Where deceosed lived. |f institution: Rauden:u byfore *

a. STATE MiBSOU.I"i b. COUNTY ;STZ up'\juo

om  St.Louis

b. CITY (I ourside corporate limits, give TOWNSHIP only} lnside Limits c. CITY

Yor B Me ) R, Perguson 4 / 07 v l® ]

c. FULL NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give Iocufi;n) Raside on Form
ADDRESS
@ _mstiution S5t ,Tukes Hospital 4 3/4 hyg 1007 Ford Drive Yos [] No[¥
3. NAME OF DECEASED First Middle Lasr 4. DATE Month Day Year

{Type or print)

00

57

7:‘ HOSPITAL OR
9
0

Deborah

Kay Strickland

oeatn  March 18 01959

5. SEX 4. COLOR OR RACE| 7. MARRIED[ ] NEVER mamzod B. DATE OF BIRTH 9, AIGEo E"u’:;m; ::‘:lﬁsng;fm ',F_ UNDER 24 HRS.
ast birthday . N
1e /| White o wooweo[]  oivorceol]| Maxch 17,1959 | 16" | {8
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City und utate ar country) 12. CITIZEN OF WHAT COUNTRY?
during most ol working life, sven if retired) INDUSTRY pe)
] None St.louig,Migsouri U.S.A.
E 13a. FATHER'S NAME 13, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
on | None
. 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
k. (Yo , o unknawn)| [IF . gl LA f ice}
i B - M MR 1<« (- A None Mr Judson F.Strickland 1007 Ford Drive

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE ()

Conditions, if any,

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

. INTERYAL BETWEEN
. ONSET AND DEATH
4 i A

above causs (o),

which gave rive to
stating tha under-

DUE TO (b) il—um-»' PLIINIS

2o 0

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

W%\ L W

Contis/ /8 Nenrl sy

é iying couna lost, DUE TO (c}
3 = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related 1o the tarminal dizeass condition given in PART | {a) 19. WAS AUTOPSY
F T z PERFORMED?
= z ! yes(i no[)
> % | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= l
[ g v O O |
E 3 .
i : U 20c. TIMEOF Hour Month, Gay, Year
A 3 a INJURY  am.
L W £ p.m.
no>
g E 204. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., iner cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
gt WHILE ATD NOT WHILE D farm, uctory, street, office bidg., e1c.)
55 AT WORK
§ E 21. | attended the deceosed from 7 -m .o ‘ i M LY i and last saw E alive on "I
% 5 Deoth occurred ot : m on the date stated above; ond to tha best of my knowledge, from the couses stated.
5 1-_": 220. SIGNATURE {Degree or titte) 22b. ADDRESS 22¢. DATE SIGNED
3 -
iz

23e. BURIAL, CREMATION, | 235, DATE

Bupiat"” | 3/19/59

23e. NAME OF CEMETERY OR CREMATORY

Qak Grove Cemetery

23d. LOCATION {Ciry, tawn, or county} {S10te)

St,.Louls Co,Missouri

24. FUNRERAL DIRECTOR ADDRESS

Alexander & Sons 6175 Delmar Blv MAR 19 '59

25. DATE RECD. BY LOCAL REG. | 26. REWATUR: : f
1 7 p

fLi d Embal "3 Stat &n Reverse Side)

i g s




e

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 .ot en et cera e s

working under my personal supervision.

Signature of Student Embalmer

e Licensed Embalmer NOQI . .é/
P. 0. Address.£>. ,/} ) o Z
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). . S /

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. .




