Health,
. Welfare
Public
Service

THE CIVISION OF HEALTH OF MISSOURL

STANDARD CERTIFICATE OF DEATH

L 99=019163

STATE FILE

NUMBER

t” E“ “ lm 1 1gsg egistration District No. ..o s Primory Registration DistrictNoo . __ RegisfrurBi._4__994._..n
N

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. |f institution: Residency/ before
300 a. COUNTY a. STATE 4 egauri b. COUNTY admi gffion)
1-57 b. CgRY (If outside corparate limits, give TOWNSHIP only) Inside Limits c. CIOTRY Inside Limits
! TOWN St. Leuis Yos (B No [] Tom__St. Leuis Yeo§ Ne[]
7:3 c, FULL NAMI(E)SF (1 NOT in hospital, give location} | Length of stay in 1b d. i‘];)%%%‘gs (If outside, give locatien) Reside on Form
HOSPITAL
o ¢ insmiTuTion H 24 yra. 4536 Newberry vee D N B
3. NAME OF DECEASED First Middle Lost 4. DATE Manth Day Year
j {Type or print) OF
| Lettie Fuller DEATH 5 17 59
3 5. SEX & COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIEDEI 8. DATE OF BIRTH 9. AGE {In yoars iF UNDER | YEAR} IF UNDER 24 yRs.
Is‘?mhdnﬂ Mongl Da Hours Min,
Female 23 Neqre |, wioowep[ ] oivorceo[]| Fabe 1302 14

10a. USUAL OCCUPATION (Give kind of work done
during H;r of wovklng Iif. evaen if retired)

10b. KIND OF BUSINESS OR
INDUSTRY

Sh

13a. FATHER'S NAME

daron Fuller

13b. MOTHER'S MAIDEN NAME

Isahelle Joffarson

11. BIRTHPLACE (City and state or country)}

/

s .

12. CITIZEN OF WHAT COUNTRY?

Se de

14. NAME OF HUSBAND OR WIFE

15- WAS DECEASED EVER IN U, 5. ARMED FORCES?

16 SOCIAL SECURITY RO.| 17. INFORMANT

{(Yas, Rbor unlmqwn)l {IF yos, give war or dates of service)

500=24=3320

Addrass

L
£ The cerctr  wedaslddic unde? .
b 7

18. CAUSE QF DEATH (Enter only one cause per line for {a), (b}, and {c}.}
PART I. DEATH WAS CAUSED BY: , .
(‘M' CluoAa

IMMEDIATE CAUSE (a)

MY WAG WY WU G IUTTEFIAYIETY \@T IO T PV SYIETUHTS WITT e naiau. -
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o Condivions, If ey, DUE TO (b)
> which gave .i..‘ r; }
obove cause (a),
=z i h der- /
2ll i) oo 7 /A
- o = PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dissase condltion given in PART | {a) 19. WAS AUTOPSY
T = X PERFORMED?
—3 x T YES NO ]
_; X 2| 2a. ACCIDENT SUCIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
1 E ) O O
: 93
v G BY| c. TIMEQF Hour Month, Day, Yeor
4 afo INJURY  om.
] il B p.m.
E % 20d. INJURY OCCURRED 2e. PLACE OF INJURY {#.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
; T.: w WHILE AT NOT WHILE D form, factory, street, office bldg., etc.)
id 8 WORK C AT WORK
" E 21. | attended the deceased from 5-8-59 ., to 5"17‘59 and lost saw her alive on 5-17-59
b
i E Death occurred ot 10 [35 A m on the date stoted above; and 10 the best of my knowledge, from the causes stated.
,5 220. SIGNATURE (Degree or ijtle) O | 22b- ADDRESS 22c. DATE SIGNED
- o
i L 7 , M.De 2601 Whittier Street 5-19-59
23a. BURIAL, CREMATI 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (Slu'-)
REMOV Al if
Removal """ | May 22,1959 Washington Park St. Louis Go.

24. FUNERAL DIRECTOR

J. H. RANDLE & SON 3133 Bell Ave,

ADDRESS

25. DATE RECD. BY LOCAL REG.

HAY 2058

{Licenssd Embolmer's Statemant an Reverse Side)

" Z_)M{”M /7 2.
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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, BT BY it ettt s e e e s , Student Embalmer No. ...................

working under my personal supervision. ' ’,

. R T . Llcensed Embalmer No.... 7, 45 ........ g
) o . . - P. O. Address. ?// WAt o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with {he above constitutes grounds for revocation of license). C -

If embalmed by a STUDENT, he also shail sign in his OWN handwriting.’ T -

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




