IRl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
FiLkL v> SEP 21860

Registration District No. _______-_-_318___Primury Registration District No. 1_00_3,_-__'!:;;1’;1‘:“'- No.

813%

=60—-032208

STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence befors
s. COUNTY a. STATE b. COUNTY ) admission!
Mio. Sy lowis )
b. CoiTRY {If outside corporata limits, give TOWNSHIP only) Length of stay in 1b <. CéLY Inside Limits
O St Lovis Mo o FErguSoN YO KD
c. FULL NAME OF (If NOT in hospital, give location) Enside Limits d. STREET (I¥ eutside, give location) Reside on Farm
r»%ﬁ%m" OR . k & M ADDRESS N . . v N
N ST 4 vIes Ho spTipren 20 WESLEY w0 Mo O
3. FI!AME QF _DE,C.EASED First Middle Last 4. Dék":l'E Month Year
ype or print .
/BABY Gand DEATH 27 éo
5. SEX 6. COLOR OR RACE 7. Married {1 Never Married (@ |8. DATE OF BIRTH | 9. AGE {last birthday) [ IF UNDER ) YEAR __IF UNDER 24 HR
Widowed Di od Months Cays Hours Min.
FPemAale (Wi te idowed 0 woreed O |7 2460 2o
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 most of working life, even if retired}
LIS StlovsrsS mo :
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lew:s EDNARD GANT ELeanog Lois Kaisep. Nlo NV E
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT #20 Weg Addres:
(Yes, ng, or unknown)] (If yes, giye war or dates of service)
'k | W& Neowe motheR FeR Gy sgé 35, Mo
= 18. CAUSE OF DEATH (Enter only one cause par line for (a}, {b), and (c). INTERVAL BETWEEN
5 PART |. DEATH WAS CAUSED BY: . ——— ONSET AND DEATH -
S IMMEDIATE CAUSE (a) WWM '
= »
9 W w..u—ﬁa W&,ZM L,
= Conditions, 1f ary, DUE TO {b} — L 7 l 2 OUuy
. which gave rise to U
above couse (a3}, &
stating the under- 7 ‘2 5 s
lying cavse last. DUE TO (<) .
z PART [l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Iil, If decessed war femsle was
.C__’ disease condition given in PART 1 {s) thare a pregnancy In last 90 days.
§ : ' 0 Yes N I 0 Unhno\wnk
E 1¥. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART | or PART H of item 1B.) N
& PERFORMED? ] a] u] {
= YESH NO Q] '
& | 20c.TME OF  HouF Month, Day, Year i
a INJURY am, j
; p.m. R X
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., [n or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK O farm, fectory, strest, office bldg., etc.) .
NOT WHILE AT WORK [J t
= i M"‘\— W‘L M
211 ded the di d from 1 o Ny | G to. ’hd’ and Iw saw h,mllwn mi:""'( 4'F
Death uccur-red at. 2 5;1 p m on the date stated sbove, and 1o the best of my knowledgs, from lh. causes stated.
6 22a. SIGNATURE ‘ ree or title} 22b. ADDRESS a 22c. DATE SIGNED
c eor M §a3e dirg § 960
?(' 733, BURLAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATGN {City, tawn, or county) (Sfate}”
[a] REMOVAL ([Specify) .
S F-3/-1940] Anatomical Board St. Louis, Mo,
& 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. R %(Wcmr: :{
= Rowland Mortuary Sve, A104-96 Manchesier AUG 18 1980 f :




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my perscnal supervision,

Student Signed
Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to ¢
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwnhng =

If this body is not embalmed fact should be so stated above.




