OURI DIVISION OF HEAL

IkRTMENT OF PUBLIC HEALTH AND WELF

1)

TANDARD CERTIFICATE OF DEATH

Registration District No. ______318 _______ Primary Registration Distric!lQQ3 ......... Registrar’s No. __--lﬁ"___ T

T AMENDMENTS ON THIS RECURD ARE AS FOILOWYS T

amenoeo ol 925 1027 _
1. PLACE OF DEATH =~ Y =1t | 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
o a. COUNTY a. STATE Missou i b. COUNTY admission)
w I
% b. CO”; (If outside corporate limits, giva TOWNSHIP onty) Length of stay in 1b c. Cé'LY Inside Limits
= TowN St. Louis TowN S, Louis Yergd No O
< ¢, FULL NAME OF (If NOT in hospital, give location) lnside Limits d. STREET {If cutiide, give location) Reside on Farm
ﬂ e g en || 0 i
847 4. 1925 North Market Street |[™ & MO 1925 North Market Street| 'O Nep
3. NAME OF DECEASED First _ ., Middle las 4, DATE Month Day Year
{Type or print) AP, - myers ) DOF
Dolores M rter EATH June 16 196]
5. SEX 4. COLOR OR RACE 7. MarriedySy  Never Marriad [1 [6. DATE OF BIRTH | 9 AGE (las2 birthday) | IF UN"DER IDYEAR IF UNDER 24 HR
. Widowed Di ed Months ays Hours Min.
female white rowed U voeed O 112-14-19184 -
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) . . .
Lay"Optrator Howard Industry St. Louis, Miseouri UsA
134. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME

INSTEAD OF

SHOULD READ

ITEM NO.

Charl B

Katherine Mest I

Wayne Myers

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no, or unknown)l (Uf yes, give war or dates of service)

14, SOCIAL SECURITY NO. | 17.

INFORMANT Address

1925 N, M

Mrs.Angleen Moore,

ket St

(o]
18. CAUSE OF DEATH {Enter only one cause per line for (), (b), and {c).

— INTERVAL BETWEEN
E PART . DEATH wWAS CAUSED ONSET AND DEATH
£ IMMEDIATE CAUSE (a) H cLxE PDLIAO Engm = D
O
o] WWATR Y
a Conditions, if any, DUE TO {b) \ AL Wﬂﬂ MY ¢ INSeFE cl’l‘(vy BAKDS
wbhoich gave rise( I)o ] i
above cause (a}, .
stating the under- R [ ¥Y
Ivinggcause last. DUE TO (e} “e “ arl (- H Em D ‘sgﬂ SE ‘ “Oﬂ
z PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOQ DEATH but not related to the terminal PART II1, 1f deceased was female was
g disease condition given in PART | {a) there a pregnanc'u',/last 20 days.
S No“;_ 7’/ O~ | O Yes | BAC | (3 Unknown
. )
E 19. WAS AUTOPSY CCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART { or PART Il of item 18.}
= " PERFORMED? [m| O a
cUTh e ¥esS O NC DT . :
n — \- - AN 4
I | 20 TIME OF  Hou Month, Day, Year
a INJURY a.m.
g . p.m.
B 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK O farm, factory, street, office bidg., etc.)
- NOT WHILE AT WORK [0
' — . her .
21. | antended the deceased iro%uwnd last saw oo alive on_‘m l!g
Death occurred at - on the date stated above, and 10 the best of my knowledge, from the causes stated.
. th 22b. ADDRESS 22c. DATE SIGHRED
O 22% ﬂ : WQru or title) D %7 nlwsgm “ 2c E SIG
= u“‘
g 23a. ggm'qﬁgmrfuyc]m 235, DATE [ ). NAME OF CEMETERY OR CREMATORY b 234" LBCA ION [City, fewn, ar county)
peci . . .
2l Bupial June 20 ,1961 New Picker Cemetery St. Louis, Missouri
E RAL DIRECTOR ADDRESS 25. ECD. BY LOCAL,REG. | 26. TRAR'H S5IGN SFURE
24. FUNE ] Y .
={ Math Hemnann & Son, Inc., 2161 E. Fair A Y ~19 196f </ 7 L
uu. .uuu.LDg T, HloovUldl




| hereby certify H"at the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

l
|
|
STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Y
Student Signed G

Signature of Student Embalmer ‘
<2 licensed Embalmer No. (9 ; 3 Z |
H |
. ]
~

P.O. Addres/saﬁ,éz&u.a._ |

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

P






