,ll Db ION OF HEALTH — STANDARD CERTIFICATE OF DEATH
LED S/JUL 7 1960

Registration District No. _jj_?_-____Jnmarv Registration District No, ﬂ 4._____Rud|:|rar s No. __!.%i)l

-60—-025324

ST.QTE FILE NUMBER

1. PLACE OF DEATH
#. COUNTY

St.Louis

2. USUAL RESIDENCE (Where
> STAE M4 ggouri®” 'St .Louls

ecenud lived. If institution: Residence before

admission)

DOCUMENT

BY AFFIDAVIT OF

b. C(I);Y {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c CC|)TY Inside Limits
R
owin Flori ssant 5 ¥rs oWN Plorigsant Yol e O
€. FULL NAME OF [If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION 27 Me r.curx Dr . Vem No {0 27 Mercur‘y DP. Yes [] Nﬂ
3. gAME OF DE)CEASED First " Middle Last 4. DOA;'E Maonth Day Year
yp® of print,
Mary M McBride veaH  H6-26-60
5. SEX 6. COLOR OR RACE 7. Married 0 Naver Marrled [ |8. DATE OF BIRTH | 9. AGE llas? birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
Female White widowed{[X Divoreed O | 77 = 27_1E 97 62 Months | Days | Hours | Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS CR INDUSTRY| 11. BIRTHPLACE {City and stste or country} | 12, CITIZEN OF WHAT CQUNTRY
during most of working life, even if retired) i
PRy A At Florissant,Mo. USA
12a. FATHER'S NAME 13b. THER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

Joseph Ostendorf

Fairoelle Clemms

Roy E Me¢Bride Dec.

15. WAS DECEASED EVER IN L.5. ARMED FORCES?

14, SOCIAL SECURITY NO. | 17. INFORMANT

Address

(e oo, g gknown) (4 sose g ypserdne etk

UNK Mr'_s .

Lillile Erickson 27 Mercurv Dr,

18. CAUSE OF DEATH (Enter only one cavie per line for
PART |. DEATH WAS CAUSED BY:

{a). (b}, and (c).

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o)

/,JI“’LM/LM

<ZZ7CZA£/ AAANA

MEDICAL CERTIFICATION

L L

Conditions, if any, DUE TO {b) 5 %——
which gave rise to

above cause (a),

stating the under-

lying cause last, DUE TO (<)

1
PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal PART 1), If decessed wai female was
disease condition given in PART | (8} there & pragnency in last 90 days.
ID Yes Im l a Unkncmmi
19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW ENJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18}
PERFORMED? g a g
YES ] Nm
20c. TIME OF Hou Month, Day, Year
{NJURY am,
m A7 (4
200. PLACE OF INJURY (e.g., in or about homa, | 204, CITY, TOWN, OR LOCATION COUNTY STATE

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK

farm, factory, sireel, office bidg., etc.)

RN

o from

21. | attended the d

/7 K5

W)

Death occurred at

‘LL/
to. \{4 ’\/"\’( /¢ ﬂ'é and last saw hlmlll\fﬂ on. \(_xLM b/d’

11 15]3 ®m)on the date stated above, and to the b-esf of my knowl

from the causes stated,

s

a2

T

22b. ADORESS

4

22c. DATE SIGNED

[~37-60

- il

23a. BURIAL, cn S 23b. DATE

Buri

23c. NAMEOF CEMETERY OR CREMATORY
Lake Charles Cemeter:

23d. LOCATION (City, tawn, or county)

{Statw)

St.Louis Co,Mo.

REMOVA 6 29 60

24. FUNERAL DIREC'IOR

ADDRESS

J.W.Clark F. q 1125 Hodiamont Ave

b-2 70

25. DATE RECD. BY LOCAL REG.

EGISTRAR'S SIGNATURE

{Licensed Embalmer’s Statement an Rmrse Side)




STATEMENT BY LICENSED EMBALMER ‘

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

or by , Student Embalmer No.

working under my personal supervision. @
Student Signe )—(/i ,/ 27 j?? AN

Signature of Student Embalmer
l
Licensed Embalmer No._=£ 7¢7

T

.
. . P. Q. Ach:iress‘.ﬁzﬁ-%;1

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to coi

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
y If this body i$ not embalmed, fact should be so stated above.

1




