IRI DEIYEJ

ON OF |
> KAR

Registration District No,

IIEAE&H— STANDARD CERTIFICATE OF DEATH
Primary Registration District No. ________________Registrar's th——-zﬁgﬁ STATE FILE NOmeEr

B60-043156

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence before
a. STATE Misaonri b. COUNTY admisaion)

b.

Cél;’ {If outside corporate limirs, give TOWNSHIP only)

TOWN Stl.louis

Length of stay in 1b

e CITY
OR
TOWN

st .I.O-uis Yum No [

Inside Limirs

HOSPITAL OR

. FULL NAME OF {If NOT in hospital, give location)

istitution St .Luke's Hospital

Insida Limits

Yes ﬁ No [

d. STREET
ADDRESS

14200 Westminster Yes O Nkl

(I cutside, give location) Reside on Farm

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED
{Type or print)

First M

Loretta

icdls

Last

Sallee

4. DATE Month Day Yeur

DEATH March L, 1960

5. SEX
Female

6. COLOR OR RACE

whit e Widowed [J

7. Married [ Never Married [J

bCivorced 3

8. DATE OF BIRTH

/L/1900

9. AGE (lest birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

59 Months I Days HounT Min.

103, USUAL OCCUPATION (Give kind of work done

dutipg most of wgrking life, even if retired)

usew

10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and stale or country) | 12. CITIZEN OF WHAT COUNTRY

Tolu,Kent U,S

13a. FA

THER'S NAME

Unlmown

135, MO

THER'S MAIDEN NAME

Unknown

14, NAME OF HUSBAND OR WIFE

Wii}.liam Sallee

¥5. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yas, no, or unknown) I(if yes, give war or dates of service)

No

Conditions, if any,
which gave rise 1o
sbove cause (a),
stating the under-
lying  couse last.

16, SOCIAL SECURITY NO.

17. INFORMANT

Josephine Meissner, 2347 Virginia

Address

18. CAUSE OF DEATH (Entar only one causs per lina for (a}, {b), and (c).
PART I, DEATH WAS CAUSED BY:

TIMMEDIATE CAUSE {a)

[Hevrorabone,

dedraracbod 1-10

INTERVAL BETWEEN
* ONSET AND DEATH

DUE TO (&) m QAV &/‘J«Q/‘A WJ.UL(I{-HAA-O_ 7‘!9&1’?

DUE TO (¢)

‘ (A aigdle £2ilnal )

PART 1i. QTHER SIGNIFICANT CONDI'IIONS CONTRIBUTING TO DEATH but nol related to the terminal PART 1. If decessed was female was

3 30 * there a2 prognancy in last 90 days.

dnuaacondmon Elven in ERT I (&) . :

l [ Yes ] O Ne I Mnknown

9.

WAS AJTOPSY |

PERFORMED?
YES ﬁo O

20a. ACCIDENT  SUICIDE  HOMICIDE
a o

20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART 11 of item 18,)

MEDICAL CERTIFICATION

20c.

INJURY a.m.
pm.

TIME OF Hour  Month, Day, Year

20d.

INJURY QCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [J

20e, PLACE OF INJURY (e.g.,

in or about home, | ZM,. CITY, TOWN, OR LOCATION COUNTY STATE
farm, factory, street, office bldg., s1c.)

2.

{ attended the decessed fro

Death occurrad  at.

26

bo, 10_‘£Mand last uv@nlive onuwo_

m on the date stated above, and to the best of my Imowlcdou, from the causes stated.

50 PM
T "UTELD m.o

r‘! ¢ \22: DATE SlGNED

Remova

VAL [Spatify)

23b. DATE

3-5-60

23c. NAME 'OF CEMETERY OR CREMATORY

Local Ce

4. FUNERAL DIRECTOR

Albert H.Hoppe,Inc.,4700 Washington Blwd, MAR

ADDRES!

8 1960

23d. LOCATION (C(ty, town, aor coumy) {State)

S

25. DATE'RECD, BY LOCAL REG.

{Licensed Embalmer’'s Statement on Reverse Side)

GIS‘I' ‘S SIG ATURE
g,j ﬁ/f /7 p
i ¥ -
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STATEMENT BY LICENSED EMBALMER

t hereby certify 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.

Student.

Signature of Student Embalmer

( yd Embafmer No. Q,LS_.

Ad ess. "_7 2 ?, £

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to ¢

with the above consmutes grounds for revocation of Ilcense) e I ve—-
If* émbaimed’ By - a-STUDENT, he al$o%shallsign th hid OWN handwriting. — — - ve
If this body is not embalmed, fact should be so stated above, | ~ . - .
wvle moliiin.g TOV Lo ol ] Guadlt




