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LTH — STANDARD CERTIFICATE OF DEATH

3/.,2.-_-_.}'!'!“")‘ Registration District No.
Fd

23046381

Regisrars No. o9 d T T

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. COUNTY . i
a s t. Louis a. STATE Mi SSOUI‘& COUNTY sdmission)
b. C(IJIIY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. Col':( Inside Limits
TOWN Koch . Mo, ll day TOWN St. Louis Yes &No &
¢. FULL NAME OF (if NOT in hospital, give lotation) Inside Limits d, STREET {If cutside, give location} Reside on Farm
HOSPITAL OR . ADDRESS
INSTIUTION Robert Koch Hospital [ & MO 922 South Newstead |0 "G
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Yaar
{Typa or print) DEO.:TH
Effie Gregory vember 30 1959
5. SEX 6. COLOR OR RACE 7. Married [] Nover Merried [J [8. DATE OF BIT .H 9. AGE {last birthday) [IF UNDER | YEAR | IF UNDER 24 HR
. Widowed Di d Months | Days Hourg Min.
white owed vereed U | 32675 84

o
102 USUAL OCCUPATION {Give kind of work done
during most of working lifa, even if retired)

-—-—-—"-'_———‘

10b. KIND OF BUSINESS OR INDUSTRY

1.

BIRTHPLACE (City and state ar country)

Crawford Coe,Moe

1l.5.
14. NAME OF HUSBAND OF WIFE

12, CITIZEN OF WHAT COUNTRY

i

nil
13a, FATHER™S NAME

Joe

Harmon

13k, MOTHER'S MAIDEN NAME

Catherines Mal

low

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

({Yes, no, or unknown) | (If yas, give war or dates of service}

18. %AESE OF DEATH (Enter only one cause par line for {a), (b}, and (:]

DEATH WAS CAUSED B

MEDICAL CERTIFICATION

16, SOCIAL SECURITY NO.

17. INFORMANT

Address

Records of Robt. Koch H

S

Albert Qrgggrg ~dead

pital

PART I.

IMMEDIATE CAUSE {2)

Conditians, if any,
which gave rise to
above cause (a),
stating the under-
lying cause last.

Bronchopneumonia

DUE TQ [b)

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO ()

ST

PERFORMED?
YES B¢ NO D)

PART 1.

OTHER SIGN1F|CAN1 CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
diseass condition given in PART | (a)

Arter1osclerotlc heart disease'

1ntertrochanteric
; ; S SmpITy

IBIyRY DETEL

PART 110 I deceased was

female  was

there a pregnancy in last 90 days.

]I:]Yes

O No

O Unknown

5 ; GEmE ;T eads
quamous cell carcinoma of face and hands,

item 18.}

20¢. TIME OF
INJURY

Hour
a.m.
p.m.

Month, Day, Year

11-3-59

ma lnutrition.

Patient fell af

=

20f. CITY, ‘IOTNN, OR LOCATION

20d. INJURY OCCURRED 20m. PLACE OF INJURY {e.g., in or about home, COUNTY STATE
WHILE AT WORK farm, foctory, street, office bldg., efc.)
NOT WHILE AT WORK [ ; St. Louis Missouri
21. | attended the deceased from 1 1 —1 Q- 59 to_llzs_o.ég__nnd fast saw i‘&aliw on 11-3 0- Sg
Dnth o urred' u' 6 n‘; D1 m on the date statead sbove, and 1o the best of my knowledge, from the causes stated.

2%2a. SIG l.llE / ’ itle) 22b. ADDRESS 22c. DATE SIGNED
)’ . _M.D. | Robt., Koch Hospital 12-1~-59 .
RIAL, CREMATION, | 23b. DA'IE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION 1Ciry, town, of county) (Srare)
MOVAL (Specify)
?f 12-3-59 Liberty Cemetery Steelville Mo,
ADDRESS 25. DATE RECD. BY LOCAL REG. 24, JREGISIRAR'S SIGNATURE

24, FUNERAL DIRECTOR

Albert H.Hoppe,Inc.,4700 Washington Blvd

/
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STATEMENT BY LICENSED EMBALMER

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

or by N . - i ' . . Sfudenr Embélmer No._

' 3 - : t ’
. ‘ working under my personal supervision. ¢ - : /W ? <‘\
Student Signed QL/C’SL"""

Signature of Student' Embaimer

. Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to com
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
« Ol thislbodl<ingot embalmed, fact shoyld; bersol stated -above. Qe-7~5T Leverno

ovlT el nblang 00Vd 00T g3mgotl droal




