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. COToner, eI¢, mUsY uie only sfandard nomenclafure in item 18. No symptems will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All dissases in Part { must be causally related.

ALV JUL 13

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH .

Registration District No. ...

1959

Primary Registration District No.

STATE FILE NUMBER |

Resisnd@re. 2601

REMOYAL (Specify)

>, =7

Anatomical Board

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence before
. COUNTY . STATE k. COUNTY odmissi
: ° Migsouri
b. CgRY {If outside corporate limits, give TOWNSHIP only} Inside Limits <. ClOTRY Inside Limits
TOWN St. Louis Yes (] Ne[] tom  St. Louis Yes[] Ne[]
<. tf:gLL NAC\I(E)OF (If NOT in hespital, give location) | Length of stey in 1b d. STREE};S (If outside, give location) Reside on Farm
SPITAL OR ADDRE
insTityTion Hemex G, Phillfps 219 Seuth 22nd Yos [J No [
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Yeor
(Type or print) QF
Resa Simmens DEATH 5 22 59
5 SEX 6. COLOR OR RACE J'MARRIEDD NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE (in yoars IF UNDER 1YEAR] IF UNDER 24 HRS.
ost birthday) [ Months | Days Hours Min.
Female 3| Negre ‘o) wiDowenfg] oivorcen[ ]| 3=18«1883 76 L l
10a, USUAL OCCUPATION {Give kind of wark dons | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if catired} INDUSTRY
Miss. / USA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H‘UéBAND' OR WIFE
Albert Martha
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yas, ne, or unkmwn)l {If yas, give war or dates of service) ’ R.R.L. 2601 whittier st.
18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and {c).) INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY: . . ONSEWD'EEATH
IMMEDIATE CAUSE () & BMBM-grvinga AT CLE potae uneet,
Canditlons, if any, DUE TO (b
which gave rise to }
above cause {a),
1, h der- -
< hing "cuvea 1ot | _DUE TO (o) S50.0
~ PART I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the termingl disease candition glven in PART | (@) 19. WAS AUTOPSY
S \ PERFORMED? %,
T WML v S farem Dl-rlvlf"dr'ld:‘ﬂ Yes[] no[X
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (En.l'er noture of injury in PART | or PART Il of item 18.)}
w
u | g ad o
S[ 2c. TIMEOF Hour Month, Day, Year g <
8 INJURY a.m. - ~
E3 p-m. ' ‘r N
20d. INJURY OCCURRED 2. PLACE OF INJURY (e.g., inor about home,| 20, C|TY=TOWN, OR LOCATION . (.'.:OUN'I'Y-“;::a STATE
WHILE ATD NOT WHILE | farm, factory, street, office bidg., etc.} Iy - -‘ .
WORK AT WORK . L h Wt
21. | attended the deceased from 3-25-59 ' ,fo 5’22"59 and last saw her F‘livn on 53'22‘59
WH occurred af imb A m on the date=toilld above; ‘&nd to the best of my knowledge, from the causes stated.
22 SI)ATURE {Degree or title) & | 22b. ADDR 22¢. DATE SIGNED
ek M L e , M.D. | 2601 Whittiés Street 5-22-59
23a. BURIAL, CREMATION, 235. DATE 23z NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State)

St. Louis, Mo.

24,

ifslmiaw

(€T MortuaryDSEmce

4104 Manchester Ave,

25. DATE RECD. BY LOCAL REG.

JUL2 54

et A

+ WG,

{Licenssd Embalmer’s Stotement on Reverss Side)

1 J %

|




STATEMENT BY LICENSED EMBALMER

-

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

\
by me, or by \ ................... , Student Embatmer No. ...................
working under my personal supervision. .
SIUAERL oo e et 7L U OO PP PRI PPPPPRTRRIPTTILY
Signature of Student Embalmer
e - . Vo y - =T
Licensed Embalmer No..............c.ies
P. Q. Address.........cooveiiiriniaciinncinens

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,




