THE DIVISION OF HEALTH OF MISSOURI
t. Health, 59"___()231 49 .......
+ & Welfare STANDARD CER"F'“‘! OF D!ATH STATE
5. Public
th Sarvice n JUL 2 195ggistruhan District No. Primary Rugislrulion District No. et Raqé -y A
00 1. PLACE OF DEATH 2. USUAL RESIDENCE {(Whers deceased lived. | institution: Reside 3 bclore
5. 300 a. COUNIY a. STATE Migsouri b. COUNTY adpfssion)
v 1-57 . CITY (if outside carparate limits, give TOWNSHIP only) | Inside Limits <. CITY Tnside Limits
3 TOWN St. Louis Yes [H Ne [ TgﬁN St. Louis Yes[Xg No[]
%0 <. FSL[!."I'FIAM%OF {H NOT in hespital, give location) | Length of stay in ib d. STREET {If outside, give location) Reside on Farm
. HOSPITAL OR ADDRESS
7/ eTituTion 720 Wyoming St. 720 Wyoming St. Yes [ J No O
[ |
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Yeor
{Type or print)
Lillian Longworth peaTH June, 22, 1959
5. SEX 4. COLOR OR RACE| 7. M‘Rmm[] NEVER uARRlEDD 8. DATE OF BIRTH 9. AGE' Llrnﬂy‘;cr; :ur:':en ;‘:’EAR l:hunnen z;\l:ns.
~ at birthday on ays ura in.
Female / White f  WoowED[X) pIvoRCED] ] July, 24,1872 Bé‘ yrsa,
10a. USUAL OCCUPATION (Give kind of wark done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
durin aof working life, wven if retired INDUSTRY v
*Hougewife ™" Salem, I1l. ;1 U s s
130. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Unknown Charles Longworth
15. WAS DECEASED EVER (N U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
(Yea, no, or unknqwn)l {r yr-lnoglvn war or dates of service) None MrB . Franceﬂ Glasst etter . 720 WyOming st .

Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed.
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tati i der-
‘ 1B lying sove lest. 2 DUE TO (c) /S or: vt
‘ ; DEE PART il. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the termine! disesse condition given in PART [ (a) 19. WAS AUTOPSY 2
S B |.O PERFORMED?
s+ ofd ‘ YES{] NO
- % £ | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ii of item 1B.)
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A | INJURY  a.m.
g 3 x p.m.
E é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- W WHILE ATD NOT WHILE E} farm, ..c'lory, street, office bldg., e1c.}
s 3 WORK AT WORK (
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18. CAUSE OF DEATH (Enter only one :nu e Pel' linenfos (@), (b)pand {c)
PART i. DEATH WAS CAUSED BY &Q
IMMEDIATE CAUSE (o)

INTERVAL BETWEEN
ONSET AND DEATH

AN
AJ

/oqau—/

Death occurred ot

/A

n the dote stoted cbove; and to the best of my know,

21, | attended the deceased from ZM a M i 3 i éjlo W ?Vond last saw h alive on i

0, from the causes stoted.

22, smeruns ga/gw m

oe or title)
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G | 22. ADDRE
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%—35’91—8/4-@%

I?ATE 7NED

235 DATE

230. BURIAL, CREM&TION,
REMDVAL city)
Remov

June, 24, 195

f: NAME OF CEMETERY OR CREMATORY

Valhalla Cemetery

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

St. Louis Co. Mo.

' {S10te)

24. FUNERAL DIRECTOR

itt Bros. L.

& U. Co.2928 8. Jefferson

JUN 2 259

25. DATE RECD. BY LOCAL REG.

{Licensed Embolmer’s Statemant on Raverse Side)

26. ‘R GISTRAR'S 51 ATUR
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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

, Student Embalmer No......coceevvnvereee

DY M, OF DY tiitiitiiiiviii s eiiia ittt ersaee catnenn et easasnsnsssneansenannsnsnnrenseneennons

working under my personal supervision.

Signature of Student Embalmer

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.
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