ISSOURI DIVISION OF HEALTH—STKNEKRB CERTIFICATE OF DEATH Sy A3 e T/
MTMENT OF PUSLIC HEALTH ANC WELFARE

i - STATE FILE NUMBER
Registration Diatrict No. ______.____ ..Primary Registration District No. ———Registrar’'s No, _____ 819.9

AMENDED
-_l._PI.ACE OF DEATH 2. USUAL RESIDENCE {Where deccasad lived. If institution: Residence befare
o 2. COUNTY a stare Missourie. counry admiasion)
[V4)
. % b, CITY [If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c COILY Inside Limits
L OR g '
s TOWN St. Louls, Mo. T1OWN St. Louis. ves1 No O
: c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. S;REEETSS (If cutside, give location) Reside on Farm
HOSPITAL OR ADDR
7'@ istimution. Ste Louls City Hospital #lves ® noQ 9a North Boyle, Ave. Yes [J No [K
‘Z
i 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print} OF
Sue Ann Surrant DEATH Auvgust 31, 1961
5. igx Qwﬁgl_ggon RACE 7. Married Q&  Never Married [] [8. DATE OF BIRTH | % AGE (last birthday) { IF UNDER | YEAR _IF UNDER 24 HR
emale Widowed ] Divorced [J 3/2/1925 36 Months | Days | Hours Min.
104, 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
n dugi of wi life, aven if ratired
z Bashier Walgreen DXy, |Cos Gleagson, Tenn. UeSAe
3 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
-d
D Robert Trevathan Unknown Isaac
n 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address
L Yes, no, 1§ i dates of i
u (Yes, no Ko unlwmwrﬂl( “Nﬂl'.'f yvar o2 dates of sarvice) Isaac Surratt, Qa North BOYle, Ave,
X = 18. CAUSE OF DEATH (Enter only one cause per lipa, for (a), (b}, and (c}. ) INTERVAL BETWEEN
L E PART |. DEATH WAS CAUSED BY: [»] v OMNSET AND DEATH
2 | = IMMEDIATE CAUSE (a)
= le] o
3ta w e U
¢l 8 | ALY B3 -\,
¥ [u} o Conditions, if any, DUE TO (b) Q\’\ \
n :;-) wbhoich gave riset t;: o
= above cause (a),
L Z : stating the under. o
lying cause last. DUE TO (<)
% z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART [I). If deceased was female was
g disease condition given in PART I {a) there & pregnancy in last 90 days.
n .
> i ‘. § . . oo ‘970'2 IDY“ [ 0O No l Mnuwn
- ) E 19. WAS AUTCOPSY 20a. ACCIDENT  SUICIDE OMICIDE’ 20b. DESCRIBE HOW INJURY OCCURRED. {Enrer nature of injury in PART | or PART 1l of jtem 18.)
§ o PERFORMED? L [m} 0
2 S B YEST] NO @] DS oy
4 . o ]
; - e .-6 20¢. TIME QF Hou Month, Day, Year
T - INJURY
¢ gl MU am Redv- by
? I~ LS (N i 1 20d. INJURY OCCURRED 20a. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, LOCATIO‘N COUNTY STATE
WHILE AT WORK [3 farm, factory, \treet, office bldg., etc.)
NOT WHILE AT WORK %’\ 1)
a e S\
< her ..
g 21. | attended the deceased from to. and last saw ;o alive on
o Death occurred  at. m on the date stated sbove, and to the best of my knowledge, from the cauvses m:;gd.
- A : §
8 6 _r? 27a. SIGHATURE (Degren or fitle 22bh. ADDR 22 5 zED
& = ( =77, ;ﬂv iz
E 2. BURIAL, CREMATION/ {/23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) Astate]
o o REMOVAL (Spacify)
z T Removal g=2-61 Hopewell Cemj&:lgy‘__ Te
= < 24, FUNERAL DIRECTOR ADDRESS 25. DAT ﬁijlt BY LOCAL §g ISTRA'S SI ATUR?{
Iz =] Albert H. Hoppe Inc., 700 Washington, Blvd, 1 1961 . : Il




. STATEMENT, BY LICENSED EMBALMER
. . . S X "; L. . ) -

et L - . - : . : :
:‘ i ’( e - . - - N I .

P I hereby certify, that 'the,body w’}.:ose name is recorded on the. reverse side of this certificate was embalmed by me,

- . K - - . -
e T —

or by _ - Student Embalmer No.___

working under my personal supervision.

P —— f———
Student Signed W

Signature of Student Embalmer R
Licensed Embalmer No. ‘/- 2/‘ K—?

. \
P. O. Address___ » >¢

Note: The above MUST BE SIGNED BY THE UCENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embaimed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.






