All diseases in Part | must be causally 1elated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

HLED JUN 1 1 1959Regix1rulion_ District No.

‘THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

..Primary Registrotion District No. ...

e N r 588 ........

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o. COUNTY a. STATE Mo, b. COUNTY admi ssion)
b, CITY (lf ourside corporate limits, give TOWNSHIP only) Inside Limits < CITY L . [nside Limits
TSWN t . Ol.liS Yes X Ne (] TS&N St . ouls Yes@ Ne (]
c. FULL NAM%OF {1f NOT in hospital, give location) | Length of stay in 1b d. STREET 27lhétlf cﬂsuﬁe. Iaculwn) Reside on Farm
HOSPITAL OR ADDRESS
a INSTITUTION Chronic HOSP [ 2 VYI'S, Yes [] No E
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
[Type or print) OF -
Flora Baxter DEATH 5-29-59
5. SEX 6. COLOR OR RACE | 7.y peienXnever marrigo[ ]| & DATE OF BIRTH 9. AGE Gn yeors ':ﬁ.’fﬁ“:‘;:ﬁm LF UNDER 24 HRs
Female / white , WiDowen[] oivorcen[ ]| Dec 12 1876 82 y l )
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or ¢country} fa) 12 CITIZEN OF WHAT COUNTRY?
dyring most of workjng life, even il ratired} INDUSTRY :
Housewl Home Mo, Oak Ridge UsA

13a. FATHER'S NAME

Michael 0O!'Connell

Mary --

13b. MOTHER'S MAIDEN NAME

Harter

14. NAME OF HUSBAND OR WIFE

Percy L.Baxter

16. SOCIAL SECURITY NO.

15. WAS DECEASED EVER IN L. 5, ARMED FO s?
(Yes, no, o1 unknown)| (Il yes, giva waﬂ“e et vice)
N‘O A

17. INFORMANT

Preston Baxter

Address

5210 Potomac

one couse per line for (@), (b), and {c).}

&

stating the undar-

INTERVAL BETWEEN
ONS‘Z AND DEATH

Qo7 4

D~ -

21. | attended the decsased from , to

:00 p.m,

Death occurred at

and last saw:

z Iying cavse last. DUE TO (<)
E PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal disease condition given in PART | {a) 19. gég FAéJTOgSY 2,
3 R ' RMED?
i | m ﬂbaJ_D YES[] NO
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART F or PART Il of item 18.}
w .
g
2 = O F e, D - tweron , Jtrars 2 3,
<l 20c, TIMEOF Hewr Month, Doy, Year r
a INJURY e L ] 1
w 1]
1 3i0F o 3”-’/-"? /a- jm %M Mowep.lal
0d. INJURY OCCURRED PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATICH aﬁu COUNTY STATE
WHILE ATD NOT WHILE I farm hi et, office bldg., etc.) .
WORK AT WORK %’w ey e ﬂ{nd .

D=ed=29

alive on

m on the date sioted gbove; ond to the best of my knowledge, from the couses stated.

220, SIGNATURE {Degree or title) ¥l

22b. ADDRESS

224. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY
REMOVAL (Spacify) .
Removal June 1 59 Walker Hill

Mﬁ‘ﬂ“/

22¢. PATE SIGNED
’

ZE}?ZAFZ

{Srare)

Iil.

23d. LOCATION (City, lown, or caunty)
Grand Tower

24. FUNERAL DIRECTOR ADDRESS

E.J.Schnur 3125 Lafayette

25. DATE RECD. BY LOCAL REG-

26. REGIS R'S SIGNATU

Jw1 59




+ STATEMENT BY LICENSED EMBALMER f.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme
by me, or by ..vvereiiiiie e eerniasaneenrireaen e T ., Student Embalmer No. ..................

working under my personal supervision.

K 4

Student ............... e s
ngnature of Student Embalmer

\?773

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shali sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




