IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH — S
Epuqlvﬂ§howﬁt§rlcf N? .1?.6_.0; ....... ——Primary Registration District No. Registrar's 2 -__2.32_7___ - {%WW&GQ

— 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceassd lived. If institution: Residence befors

1. COUNTY o STATE .. b COUNTY & e oo” edmission}
M ssourl -

NDED

' b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

TOWN ST. LOUIS,HO TOWN 3h§§‘NI.’°3é?ferson Av. Yes [0 Ne [

c. FULL NAME OF {If NOT in hospital, give |ocation) Inside Limits d. STREET {f qw' location) Reside on Farm
HOSPITA ADDRESS
3ray_ng Jeftérson Av. | o

i NSTTUTION. STLOUIS. CITY HOSP, #1, Yes 0 No[]

3 Rms OF DECEASED First Micdle Last r néqge ' Month Day Yeor
ype or print} ~
I BERT THOMPSON oeam  FEB, 26, 1960
i 5. SEX 6. COLOR OR RACE 7. Married [ Never Married [ [6. DATE OF BIRTH | 9- AGE flast birthday) [IF UNDER | YEAR { IF UNDER 24 HR

‘ Male Thite Widowed (] Divorced [] Sent. 11 1.188}_1; ;?-5 Months | Days Hours Min.
" [ L L

| 102, USUAL OCCUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR INDUSTRY| t1. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT CQUNTRY

| d f working life f rotired)

! luring most of working life, even if retir

| Ericklayer T1linois oS, A,

| 132, FATHEhS NASME 13b. MQUIHER'S IDEN NAME 14. NAME OF HUSBAND OR WIFE
nial Thompson acy laylor N B

T\Tn'u-n'r' M:w-'r-i ad

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT
] [Yes, no, or unknown) I(If yes, give war or dates of service) Unknown Susan Tl.,ompson 350].1 N- f“fferuor Av,

18. CA‘USE OF DEATH {Enter only one cause pcr line for (a), (b}, snd (c) INTERVAL BETWEEN

ART I. DEATH WAS CAUSED BY
IMMEDIATE CAUSE (o)

DOCUMENT

QINSET AND DEATH
Conditions, if any, DUETO (b) 2
which gave rita to -

/ C&?_
w m 2
sbove cause (),

stating the under- ?( -

lying cause last, DUE TO (c} &ﬂ 0

PART (I, OTHER SIGNIFICANT CONDlTIONS CONTRIBUTING TO DEATH but not related to the terminal PART HI. If deceased was female was’
disease condition given in PART | (&) thers a pregnancy in lest 90 days.

- ——85 )) lDchlDNaIDUﬂkncmm

15. WAS&%EOPSY 20a ClleJENT SUI%DE HOMEIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART | or PART || of item 18.)

PERFORMED?
YES No O

20¢. YIME OF Hour Month, Dey, Year
INJURY a.m,
p.m.

20d. 'NJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., eic.}
NOT WHILE AT WORK [J

21. | attended the decessed fﬂ.‘lm_g_m&—— Pn—mﬁlm_nnd last saw :i’m alive on 2/26/60

Death occurred at 11! 1; L the date steted above, and to the best of my knowledge, from the causes statad.
22a. SIG /\Lﬂtﬂw 22, ADDRESS 22:. DATE SIGNED
et 1515 LAFAYETTE AVE 2/26/60

23h. DATE NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (S1ate)

Feb, 29-1960| Memorial Pl Ay T T

24. FUNERAL DIRECTOR ADDRESS 25, "DATE

vl L St, Touis Co. Noay,
7 A . |26. REGI R’S SLFNATU
Leidner Und. Co. 2223 St. Louis Av, FEB 29 1950 gajM A,

(Licansed Embalmer's Statement on Reverse Side} - fj

MEDICAL CERTIFICATION

BY AFFIDAVIT OF




"
.

STATEMENT BY LICENSED EMBALMER

I hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by

or by Student Embalmer No.______

working under my personal supervision

Signature of Student Embalmer /
A X R T . m/L/éﬂ//
- AN Il Licensed Embalraér

TeT J /
P. O. Addres%@/é

o ) . -
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cor
with the above constitutes grounds for revocation of license).
o * If embalmed by a STUDENT, he also shall sign in his OWN handwriting. °
If this bedy is not embalmed, fact should be so stated above.



