SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ILED JUN] 6.1

ration %lsmcf No. -_:3 4_7 ———-.Primary Registration District No, __\Eé-;‘__keglmer ‘s No. -_-______é___d__ 2

AMENDED

—-61-02357V1

STATE FILE NUMBER

THI> KELUKL AKE A3 FWLLWYYY

AMENUMEMID UN

¥ [DATE AMENDED

INSTEAD OF

DOCUMENT

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
a. COUNTY a. STATE b, COUNTY adrission)
St. Louis Missouri
‘b. CITY (If outside corporata limit ive TOWNSHIP only) Length of-stay in tb-{f— ¢ CITY- - " ‘Inside Limits
R R St L i
TOWN s Life TOWN . ouls YesXl No O
c. L%éP“%TEOR {If NOT in hodpital, give location) Inside Limits d. STREEE'I&'_)5 {If cutside, give location) Reside on Farm
ADDR
nstution 8¢, Mary's Hosp., Yes [ No [ 2111 Menard Yes O No X
3. NAME OF DECEASED First Middle Lasr 4. DATE Month Day Yeear
(Type or print) DOF
Thersa Rainwater EATH June 7, 1961
SEX 6. COLOR OR RACE 7. Married [0 Never Married X [8. DATE OF BIRTH 9. AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 2‘_““
F‘ema le te Widowed [J Diverced 00 | /7 /61 ————— Months | Days | Hoyrs | %«g
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 COUNIRY
duringymost of working life, even if retired)
‘Rone Infant Clayton, Mo, USA
13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

13a. FATHER'S NAME

Donald Rainwater

Patricia Felts

None

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

[YesNB or unknown) '(lf yes, give war or dates of service)

16. SOCIAL SECURITY NOC. |17. INFORMANT

Address

Donald Rainwater,211l Menard,St.Loui

None

INTERVAL BETWEEN

18. CAVUSE OF DEATH (gg:{_Hﬁw gné;&g!é%pser line for (a), < e
PART 1. A ET AND DEATH
Mf’ é (A
IMMEDIATE CAUSE (a) [
g .
DA h
Conditions, if any, DUE TO (b}
which gave rise to
above cause (a),
stating the under-
lying cause |last. OUE TO (c) .
z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 11}, 1f deceased was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
L<J 8 ] O Yes I O Ne D Unknown
r“_-: 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of jtem 18))
o© PERFORMED? 0 O a
O YES[J NO
=
& | 20c.TIME OF ' Hour  Month, Day, Year
z 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 [J / . X
- Fn A her
21, | atte e deceased from , to. M and fast syw h|m‘|""" on
Deat at. ]/ m on the date stated above, and to the ben of my knowledge, from the cauvses stated.
77s. SIGNATUR p (Degreelz:é;rlu}_ 22b ADDRESS / / é 72c. DATE SIGNED
' / /67 VZWM» fn — &6/
230, 23b. DATE 73c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (c{‘ry, tawn, or county) {State) :

uria

BURIAL, CREMATION,
EMOVAL (Specify)

6/8/61

Mt,. Hope

St. Louis County, Mo.

¥

FUNERAL DIRECTOR

cLaughlin,2301 Lafayette St Loui

ADDRESS

S

25. DATE RECD. BY LOCAL REG.

-/

26. 1§ AR‘S?NATURE ; %E z

) u. S50 Ij_
{Licensed Embe er's Statement on Reverse Slde)




|
STATEMENT BY LICENSED EMBALMER i
' ‘ ' /// 4 |

i hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i : Student Embaimer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Nofe: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITING. (Failvre to comply
with the above constitutes grounds for revocation of license).

1f embalmed by a STUDENT, he also shall sign _in his OWN handwriting.

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

k) Al




