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USE ONLY BLACK INK OR RIBEON TYPEWRITE |F POSSIBLE

All diseases in Part | must be causally related.

BLED MAY 2 5 195Gesiswarion District to.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. _

A

T E

Raglstrur s No. Ne.,

I "PLACE OF DEATH. — == 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence beldre
a. COUNTY o. STATE Miggouri b COUNTY St Lpferys;
b, ClOTY {If outside corporate limits, give TOWNSHIP enly) inside Limits < chY é{_ % é Inside Limits
R
o St, Louis Yes [ No[] tow  Unlversity City Yes[J No[]
c. FgLé_ NAMEOOF {If NOT in hespital, give location) | Length of stay in 1b d. iB%%EEES {If outside, give location) Reside on Farm
HOSPITAL
3 TmutionD. 0. A.City Morgue 530 West Drive Yes (] No[7]
3. :lTAME GF DE;:EASED First Middle Last 4. DATE Month Day Y ear
ype of print OP
Edward Warren Grant DEATH May 4, 1959
5 e & COLGROR RACE] -y amogueven ammeol]] & ONEO BN | o age g o cleovoes el i e s
male o white ; wipowen[] ovorcee[{Dec, 7, 1900 58 l
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSIN‘ESS OR 11. BIRTHPLACE (City end state or country) a 12, CITIZEN OF WHAT COUNTRY?
during most of working life, ven i rotlr.d] INDUSTRY
Insurance - Apent and Broker St, Louis Missouri U,S,4,

13a. FATHER*S NAME

13b. MOTHER'S MAIDEN NAME

14. KAME OF HUSBAND OR WIFE

Dr, John M, Grant Ida Becker Lois Forsythe Grant
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| V7. INFORMANT Address
(Yes, po, or unknqwn)|(|| yos, gwl wor ar dotes of service)
No Mrs, Lois Grant 530 West Driva, I, City Mo
18. CAUSE OF DEATH (Enm only one per lin ? {a), {b), ond (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED m W / M C T _AND DEATH
IMMEDIATE CAUSE (c) %4 & MW P22

Condltiony, if any,

DUE TO (b) /?M %/W

above rcaovse (o),
stating the wnder

whizh gave rise to }

FIf A

g lying couse last. DUE TO (C)
E PART Hl. OTHER SIGNIFICART CONDITIONS CONTRIBUTING TO CEATH but not raloted 1o the terminol diseoss condition given in PART | {a} 19. geg:ggggg;z‘
H YES[] NO 3
2| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
[*T)
8 o o 0
3] 20c. TIMEOF .How Month, Day, Yeor
o INJURY  am,
X p.m.
20d. INJURY. OCCURRED 20e. PLACE OF INJURY {#.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, streat, office bidg., stc.)
WORK AT WORK B

21. | attended the deceosed from

/7

Death occurred at _~

-~ ¥ rd
. o M 4/ /7)7 and Jast | saw oo alive on é&u;tf 2 ! 9 2 2
mon ﬂ'[e dote stated cgove, and to the best of my knowledgs, frodi the causes stoted.

e £ 0

22b. ADI

[t

2%c. DATE SIGNED

55y

73b. DAJE

5/7/1959

23a. BURIAL, CREMATION,
REMOYAL (Specliy)

Jc NAME OF CEMETERY OR CREMATORY

Bellefontaine Cem etery

W legbn A

Jd LOCATION {City, town, or county)

{$rata)
St. Louis llissouri,

24. FUNERAL DIRECTOR ADDRESS

CR. Lupton and Sons 7233 Delmar Blv'd.

28 DATHW BY LOCgL REG.

16- REGISTRAR'S SIGNATURE #
[ 4

]
d Embael .5

(Li

on Reverae Side)

%5




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 BY ..oeeieieiiiiiiie e e e ,» Student Embalmer No. ................... |

working under my personal supervision.

Student ..o Signed ,,
Signature of Student Embalmer

Licensed Embalmer No. Jfé{/

P. O. Address, .. M

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).
- 1f embalmed by a STUDENT, he also shall sign in his OWN handwriting,
If this body is not embalmed, fact should be so stated above.



