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L Welfare STANARD CERTI"(AT! OF DEATH o 'STATE FILE NUMBER
Publie
Sarvice I FILED APR 2 4 1g5gis|m|ior5 District No.‘ Primary Registration District Ne. Rgiiurualm..a _____
- >4
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residengd before
. 300 a. COUNTY a STATE b. COUNTY admigfion)
Ce
1-57 b. cgv (1 outside corporate limits, give TOWNSHIP only) [ Inside Limits <. cgrRY Irside Limits
R d
> Tom STLOWS ,HO Yes (] No (7] Town ST, LOULS. MO, Yos[ ] No[]
32’ / c. FgLé NAM% OF (1f NOT in hospital, give location) | Length of stay in Ib d. STR%EETSZS?Z]_ Henr erb¥g siSrtigcotion) Reside on_Form
HOSPITAL OR . . ADD! o=
O eritorion St.Louis City Hospiftal TR DOBET MO Yes[] No[]
kB FI_AME OF DE)CEASED First Middle Laﬁp 4. DATE Month Day Year
ype or print OF
MARTE DEATH MARCH 29, 195 9
5 SEX ( 6 COLOR OR RACE| 7., c0ic0 never # *RR‘EnﬁbB' DATE OF BIRTH g, AEE {,'a':.?i:',? - :Jnl;l:)‘ER ; :ﬁm IF::DER u :Rs
. FEMALE WHITE wooveo[) _ovorceo( St 3/29/59 | 12 ] 26
2 100- USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
= during most of working life, aven if retired) INDUSTRY
: ST.LOULE MO 2 UuS.A
= 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
z
. ES C TRIPP CHELENE SMITH
w
fé @ | 15 WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
= B (Yas, no, v
I: g (Yas, no ulnﬁnqwn)l (If yu.nbc war or dotes of service) none ST.I-OU:[S CITI' HCSP. #l.
=]
# o 18. CAUSE OF DEATH (Enter only one cause per line for (@), (b}, and (c) ) INTERYAL BETWEEN

: = PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

. oW IMMEDIATE CAUSE (o) y X2 oX l Q. :
E = -
= @ —— : A

E .
'E e Conditions, if any, . DUE TO (b} A-L My ac WPt % y ‘? +J
S ; w:;ch gava ril-[ l,o - -

above cauxs (c),

2 r4 stoting the under- 7 Q ; 5

8 g lying ceusa last. DUE TO (c) [

5 a g PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal dlsease sendition given in PART | {a} 19. WAS AUTOPSY
T 6 PERFORMED?, 1.
s K T YES[] N
- % £1 2o ACCIDENT SUICIDE HOMICIDE %0b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of irem 18.)
= - w
] o o O
& ZW3i 20c. TIMEOF _Hour Month, Doy, Yeor
s ajps INJURY  “a.m.

s il & p.m.
E % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
s W WHILE ATD NOT WHILE D form, foctory, street, office bldg., etc.}

g g WORK AT WORK
E 21. | attended the deceased from 3/29/59 , to 3/29/59 ond lost iuw: alive on 3/29/59
5 Death occurred at 6 m on the date stated above; and to the best of my knowledgs, from the causes stated.

g 22a. SIGNATURE (Dngrue or title &J 22b. ADDRESS 22¢. DATE SIGNED
-l
2 ,5'4 /i 97)] 1515 LAFAYETTE. AVE 3/30/59

23a. BURIAL, CREMATION, | 235. DATE 23¢. "MAME o? CEMETERY OR CREMATORY 23d. Lganon (cm, town, or eaumy) {State)
REMOVAL (et VA~ 3 - Anatomical Board

Tl 4Tl BT ET T 210

d Embal . 5t on Rworn Side) %}/




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, Or DY .o rrniniieieiie e e et e e e v eeeteeeraeaaarareaana ., Student Embalmer No. ..........cocevus..

working under my personal supervision.

Student oo e e a 122 1= U N
Signature of Student Embalmer

e Tl " . Licensed Embalmet No........ccoevunenn.n.

P. O, Address.........ocovviriiiiiienninnnnns

" 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,




