Rl DIVICION OF HEAITH  CTANNRADR FEDTIEIFATE AE REATY o v Ovdor et
JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 6596  —HU—028094

E“. -DRMSPNJHIO tl’uca\lcj 9_.6.--______3.18...Prlmary Registration District No. 1m3___kmnsnnr s No. ____“%_ STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE {Whera deceased lived. |f institution: Residence before
a. COUNTY a. STATE MiBSOuI‘i b. COUNTY St- LDDuiS admiasion)
b. COIT!Y {If outside corporate limits, give TOWNSHIP only) Length of stey in 1b c. CITY . , - Inside Limits
OR
TOWN Ste. Louis 13 Days TOWN Maplewood “! Yes B No ]
¢. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET (1§ cutside, give location} Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION St, John's Hospital Yes (X Ne O 25&5 Circle Dr, Yes [1 No 3
a. RAME OF Di]CEASED First Middle Last 4. DSFTE * Month Day Your
Yo of print
Frances M. Bean DEATH June 27th 1960
5. SEX 6. COLOR OR RACE 7. Married K1 Never Married [] 8. DATE OF BIRTH | & AGE (last birthday) [IF UNhDER 1 YEAR | IF UNDER 24 HR
. Widowed [] Divorced Months | Days | Hours Min,
Female White 0 10-6-1896 63 I
10a. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
DoctorsAssistant Optical Belleville, Ill. USA
13a. FATHER'S NAME 13b. MOTHER’S MALIDEN NAME 14, NAME OF HUSBAND OR WIFE
Peter Sippel Jobhienma Gripp Logan E. Bean
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address
[Yes, IN or unknown) l(lf yas, °N. wnr or dates of service) ).I.BB—OS 5658 A Logan E. Bean Above
= 18. CAUSE OF DEATH (Enter only one cause par line for {a), (b), and {c). INTERVAL BETWEEN
4 PART I. DEATH WAS CAUSED (NSET AND DEATH
i
g IMMEDIATE CAUSE (a) MW (HO SRy ai
g /
Q
‘ Q Conditions, if any, DUE TOQ [b)
] which gave fise to
above couse [a}, /
stating the under- "D'
N lying causa last. DUE TC {¢) .
F4 PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART tIl. If deceasad was,” female was
g disease condition given in PART | (s} there a pnqnln% last 90 days.
§ [[_—_]Yas I mlﬂo I O Unknown
" .EL |9 WAS A TOPSY 20a. ACClDENT SUFCIDE HOMD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART Il of item 18.)
PER
' v ves
L -
| 1 20c TIME OF  Hour  Month, Day, Year
a INJURY &.m.
} o p.m.
f 20d. INJURY OCCURRED #0e. PLACE OF INJURY [e.g., in or about home, | 20f. CiTY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORX [ farm, factory, strest, office bldg., eic.}
NOT WHILE AT WORK O
b .
21. | attended the decested from l' q L} q fn_ﬁéa—_and [ast saw hi.r; alive o
: Desth occurred at. ’ ; 9 an the date staled sbove, snd to the best of my k owledge, from the causes stated.
I, 5 22a. SIGNATURE’ Degreé or title} . 22b. ADDRESS 22c. DATE SIGNED
= QZ W’]W ‘/Vh_/}l— 3"70’?&/1/#%/&& Cl?é&_
% 23a, BURTAL, CREMATION, | 23b. DATE 23C NAME OF CEMETERY OR CREMATORY U 23d. LOCATION (City, town, or county) (State)
[=} REMOYAL (Specify) .
2 | cremation 6=30=60 Valhalla St. Louis Co. Mo.
< | “7a FUNERAT DIRECTOR ADDRESS z. jrmsc§ BY L{.ﬁgdes. 8. %Wlsual?? Z
> .
@ JAY B, SMITH, Maplewcod, Mo. 9 AL,/ > /4
[Li d Embalmar’s Stat 1t on Reverse Side) 4 ot v’




L
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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 |

or by Student Embalmer No.

working under my personal supervision.

Student Signed 'A /C/M

Signature of Student Embalmer - d
Licensed Embalmer N M

P. O. Address

Nofe: 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.
If this body is not embalmed, fact should be so stated above. |




