ITMENMT OF PUBLIC HEALTH AND WELF

. 5TA El
AMENDED Registration District No. ______318.--___.1%lmdrf’hglgfﬁ!-&?’!m”c! l ________________chisrrar‘s Nb; —_— .
W 2. USUAL RESIDENCE {Where deceased lived. If institution: Residente before
. COUNTY . STATE 3 . NTY issi
8 a a Missourl b. COU admission)
% b. Cé'l;’ (If outside corporate linirs, give TOWNSHIP only) l.ength of stay in 1b [ Cé':f Inside Limiss
i . .
= TOWN St. Louis 2 hours TownGt . Louis Ye: (3¢ No O
< ¢. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {1t cutside, give location) Reside on Farm
""'_" HOSPITAL OR ADDRESS
s INSTITUTION St I . Cit Hospital YesX) No (O 5583 Floy Avenue Yes O No G
@ 3. NAME OF DECEASED First Middte Last 4, DATE Month Day Year
(Type or print} F ’Ga lﬂ OF
H"-IT‘W ‘J\!,..-D DEATH October 19 1961
5. SEX 6. COLOR OR RACE 7. Married [ -Never Married [1 8. DATE %F BIRTH | 9- AGE (last birthday) | IF UNhDER 1 YEAR F UNDER 24 HR
widowed [ Divorced 3ok Months | Deys Hours Min.
maie white 4-12-1892 69
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE {City and state or country] | 12, CITIZEN QF WHAT COUNTRY
during most of werking life, even if retired : * . - .
Bus Dd e St pe 3y ' | St. Louis Public St. Louis, Missouri U.S5.A,
14. MAME OF HUSBAND OR WIFE

INSTEAD OF

SHOULD READ

TITEM NO.

DOCUMENT

BY AFFIDAVIT OF

13a. FATHER'S NAME

H MAIDEN NAME

R |
unknown unkno T -
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NOD. 17. INFORMANT Address
(Yes, no, or unknown) | {If yas, give war or dates of service}
World War , Mrs. Leona Gable, 5583 Floy Avenue
18. CAUSE OF DEATH (Enter only one cause per line for (a}, and (e). - INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ON DEATH
IMMEDIATE CAUSE ()
Conditions, if any, DUE TQ f'/: M
which gave rise to P Y ) -
above cause [a),
stating the under-
lying cause las), DUE TQ (¢)
not related to the terminal PART 111 If decessed was female was

PART II.
disease condition give

20a. ACCIDENT
]

OTHER SIGNIFICANT CONDITIONS CONTR

ING TO DEAYE D

20b. DESCRIB

ow INJUR

’

s [

there & pregnency in last 50 days.

rD Yas

0 Ne I O Unknown

EDY (Enter nature” of injlfy in PART | or PART Ii of item 18.)

/ &2/

Maonth, Day, Year |

20¢. TIME OF Hou.
INJURY a.m.
p.m.

MEDICAL CERTIFICATION

20d, INJURY OCCURRED
WHILE AT WORK
NOT WHILE AT WORK J

20e. PLACE OF INJURY (e.g
farm, factory, street, office bidg., eic.)

g =

., in or sbout home,

21, | attended the deceased f:owwl. [
Death occurred at M 0

[ 20f. CiTY, TOWN, OR LOCATION

COUNTY

P. m on the date stated above, and to the best of my knowledge, from the cayses stated,

STATE

22a. SIGNATUR!

23b. DATE

Oct. 23,1961

23a. BURIAL, CREMATION,
REMOVAL [Specify)

Removal

22b. ADDRESS

k Cemetery

23d. LOCATION (City, tow

St. Louis Countwy,

M, 40 oun!y

Missouri

f 22¢. DATE sngsn

f] {State}

24. FUNERAL DIRECTOR ADDRESS

Math Hermann & Son,Inc., 2161 E. Fair Av

Memorjial Pa

25. DATE RECD. BY LOCAL REG.

OCT 21 1961

ot Sk Ho.




. < e

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

-

working under my personal supervision.

Student Signed__ %&é‘%ﬂ( 4 ﬂ ]

Signature of Student Embalmer

Licensed Embalmer No. 42&2

P. O. Address. /[[?__M' ﬂl—‘

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.






