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All dissasas in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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|LED MAY 181888 ceion oiavic e

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

. Primary Registration District Neo.

59-01961¢§
STAR‘ZEgif:rLEzIMBa 47 9

1. PLACE OF DEATH ~ 2. USUAL RESIDENCE (Whore deceased lived. If institution: Residency Before
a. COUNIY a. STATE b. COUNTY admisgion)
b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. chY ‘ Inzida Limits
TOWN ST .101[[5,}10. Yes ] No Ej TOWN STOmmS’mt Y.ID No D
c. FULL NAME OF [lf NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Raside on Farm
o HOSSITALOR of, LOULS 'CITY HOSH. #1. ADDRESS 232); (CHESTNUT Yes T No[J
| 3 FTA’:EOO,F,?,,E;:EASED First Middle 7 Last 4, Dé;E Month Day oar
e e SHARON VERN ITA SOOTT ceary APRIL 30, 1959
N S R e
10a, IJSI:ML OCCUPATIPN (.Giu. kind of \v?rlt done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE [Ciry and state or country} Cd 12. CITIZEN OF WHAT COUNTRY?
during mast of werking lite, sven if retired} IN%JB% ST. mms CI'IY }DSP. #1‘ 'l.'l..B.a

130. FATHER'S NAME

UNKNOWN

13b, MOTHER'S MAIDEN NAME

DOROTHY SCOTT

| 14. NAME OF HUSBAND OR WIFE

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

(Yo no, or m‘m)JLlf wlvl war or dates of service)

1. SOCIAL SECURITY NO.| 17, INFORMANT

none

Address

ST.LOULS CITY HOSP.#1,

DEATH Wa5 CAUSED BY:
IMMEDIATE CAUSE (a)

PART |.

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

INTERVAL BETWEEN
ONSET AND DEATH

Conditiony, if any, DUE TO (b)
which gavs rlse to
obove cawse (o),
stating the under. }
s lying covss loat. DUE TO (c)
= PART 1. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass condition given in PART | {a) 19. WAS AUTOPSY /
h PERFORMED?
2 YESE] NO[]
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 o¢ PART [l of item 18.)
w
8 o O O
§ Xc. TIME OF Heour  Month, Doy, Year
s INJURY a.m,
E P,
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthoms,| 20f. CI1TY, TOWN, OR LOCATION COUNTY STATE

Death occurred at

Q-

WHILE ATD NDT WH|LE D farm, wctory, street, office bldg., etc.)
WORK "
21. | attended the deceased from h/27/59 , to M30/59 and last saw :.‘; alive on ’-l/30/59

m on 1!1. date stated above; and to the best af my knowledga, from the causes stoted.

220, SJGHATURE

Py s

22b. ADDRESS

ve or title)

1372y, 456657

1515 LAFAYETTE AVE

22¢. PATE SIGNED

L/30/59

23a. BURIAL, CREMATION,
REMOVAL {Specify)

23b. DATE

ST30 7

#33c. NAME OF CEMETERY OR CREMATORY

Anatomical Beerd

23d. LOCATION {City, vewn, or county)

{$rara)

St. Louis, Bo.

24. FUNERAL DIRECTOR

ADDRESS

PAY 7

25. DATE RECD. BY LOCAL REG.

59

eyl p

(L e S

on Reveran Side)

D L




Ar gl

STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

BY M, OF DY iiiiiiiiiriini i i e errr e s st e s e s r s , Student Embalmer No. _.......ocieveninee
working under my personal supervision.
SEUAENL ceerreriirarirtiarieirranerrnraeiaseinsrnaiaararan s 11T U TP TO PSPPSR
Signature of Student Embalmer
‘"Licensed Embalmer No......c.cocvvveerenns
P. O, Address........cociiiiriiinncrncnnnens

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.




