Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

EILED Vegslslr§|E1PD|nn§ ng.s_.q-___-_,a__]_g__,l’rimary Registration District No. 1&0,.3---_-Ragn:trar ‘s No. _______§____®f)0m9:|é%gﬂzzL—

DED
). PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instifulion: Residence before
a. COUNTY a. STATE b. COUNTY admission)
Mo.
b. CITY (If outside corporate limits, giva TOWNSHIP only} Length of stay in 1b c CCI’TY Inside Limits
OR R
own  ST,LOUIS,MO TOWN S7.LOULS MO Yes O No [
c. f-ltg-l- NAME OF (If NOT in hospital, giva location) Inside Limits d:sEEREET {If cutside, give location) Rmiide on Farm
SPITAL OR
iNstution ST ,1OUIS CITY HOSP.#1 lYesO NeD 2153 RUSSELL Yes O No [
1 3. NAME OF os)cnsso R First Middle Last 4. D&IE Month Day Yeor
(Type or pring,
prt DAVIS vearn AUG. 2 UL, 1960
5. SEX 6. COLOR OR RACE 7. Married [J Never Morried X} |8, DATE OF 8IRTH | ¥ AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
MALE ITE Widowed [ Divorced [J B/P f Monlh--l Dava | Hpurs [ ], in-
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or country) | 12 CITIZEN OF WHAT COUNTRY -
during mosmuﬂung lifa, even if retired) mNE ST.I.DUIS,HO U.S .A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
777 MAXINE pAvIS —
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Y¥es, n unknown} {If y ive war or dates of service)
NO "W NONE ST,LOUIS CITY HOSP. #1. }5’/d'
- 18. CAUSE OF DEATH (Enter enily cne causa per line {a), {b), and (c). VAL BETWEEN
E PART |. DEATH WAS CAUSED 8Y: . ET AND DEATH
= IMREDIATE CAUSE {a) *
=
g o
(] Conditions, if my, DUE 10 {b)
wbl:’ich gave risi 1)0
above cauvse LA},
stating the under- é
lying " cavae bat.]  DUE TO (c} 7 prdd s
z PART 1. OTHIR SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill. {f deaceasad was female was
g disesse condition given in PART | {e) . there & pregnancy,in last 90 days.
§ IW QM@ZGW- IDYQI I M I O Unknown
E 19. WAS AUTOPSY 02, MCCIDENT  SUNCIDE  HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in PART | or PART |l of item 18.)
x PERFOBMED? | a m]
o YES NO O
| Z0c TIME OF  Houl  wenth, Day, Yeur |
a INJURY am.
g: p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [
8723760 8/ 21/60 h 8721/ 60
21, 1 attended the deceassc from jﬂ ] and last saw hf,:\ alive on
Death occurred at. . m on the date stated above, and to the best of my knowledge, from the causes stated.
= 22a. SIGNATURE {Degree o ) 22b. ADDRE 22c, DATE SIGNED
S o eNaTR I8 /2/ 5 LAFAYETTE AVE 8§7at/éo" -
z Z33. BURIAL, CREMATION, [ 2b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, towge r_county) {State)
[a] REMOVAL (Specify) ; " . s
c AUG 31 198 Anatomical Board
% | 5 Fonerat pirecToR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. ISTRAJ'S SIGPIRTURE
> Rowland Mortudfiy Svc.4104-06 Manchestar AUG 31 1960 /1D,




- vy

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embaimer

Licensed Embalmer No.

P. G. Address

-Note: The abave MUST BE SIGNED BY THE LICENSED EMBALMER in his OV\}\Q HANDWRITING. (Failure to cc
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.




