SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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WM““““anaw Registration District No. ﬂd.--kegufur s No. gg-g 2__-
ot

-61-0394'75

STATE FILE NUMBER

— 1. PLACE OF DEATH ! 2. USUAL RESIDENCE (Whera deceased lived. |f institution: Residence before
a. COUNTY St. I‘OUJ-.SQ a. STATE }JiSsourx b. COUNTY St. Louis . admixsion)
b. Cg;r {If outside corperate limits, give TOWNSHIP only} Length of stay in 1b <, CC')TRY [ Inside Limits
own  Normandy, Mo. WKS . TOWN Ferguson YaXl No O
<. :-I%éPTTATEOgF (1f NOT in hospiral, give location) Inside Limits d:[T)Ié%EE‘ISS (If cutside, give location) Reside on Farm
INsTiTuTioN Normandy Osteopathic Hospjirtefd NeD 147 Anastasia ve: [ N
3 #AME OF DECEASED First Middle Last 4. Dé\F!E Month Day Year
(Type or print)
Mable Lou Crabtree DEATH October 13, 1961
5. SEX 6. COLOR OR RACE 7. Married (¢ Never Married [ 8. DATE OF BIRTH | 9. AGE (last birthday) [1F UNhDER 1DYEAR ::UNDER 24 HR
. . Di ad Months ays ours Min.
Female White Widowed 3 voreed 01 | 8 /28 /1929 32
102. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or ¢tountry) | §2. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired)

Housawife

Crocker, Missouri.

U.S.AC

t3a. FATHER'S NAME

t Home
13h. MOTHER'S MAIDEN NAME

4. NAME OF H

USBAND OR WIFE

William Moore Sylvia Ferguson Yeldon
15. WAS DECEASED EVER IN U.S. ARMED FORCES? V7. INFORMANT - Address
{Yes, no, gr unknown) | (I ves, gixgy war or dates of service)
Koo " 8% . _ | Veldon Crab si

18. CAUSE OF DEATH (Enter only one cause per line for'(a), {b), and {c).
ART I. DEATH WAS CAUSED 8Y

IMMEDIATE CAUSE (a)

Conditions, If any,
which gave rise to
above cause (a),
stating the under-

Fe

guson, Mo,

B rtmervar sgwee

RVAL BEFWEEN
QONSET AN| EATH

DUE TO (b} ("Aﬂ e MAZ:'ZQA o ,@M

lying cause last. DUE TO (c) A p . (]
z PART {l. OTHER SIGNIFICANT couomo:zs CONTRIBUTING TO ﬁAtH but not related 10 the rerminel PART 111, If decessed wif female was
g disease condition given in PART | there a pregnnncy in last 90 days.
§ ] O Yes | D/F( I O Unknown
£ | 19, WAS AUTOPSY | 20a. ACCIDENT  SUICIGE  HOMICIDE 20k, DESCRIBE HOW INJURY QCCURRED. (Enter nature of Injury in PART I or PART 11 of item 18.)
> PERFORMED? g a (]
u YES NO O
-l
X | 20c. TIME OF  Hour  Month, Day, Year
a INJURY a.m. .
s p-m.
=

20d. INJURY QCCURRED
WHILE AT WORK [
NOT WHILE AT WCRK [J

208, PLACE OF INJURY (e.g., in or sbout home,
farm, factory, street, office bidg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

| artended the deceased fro

21.

Death occurred at.

ma%oﬁtLML

O_M&f_lziand {ast saw ::,:,alive o

m on the date stated sbove, and 1o the best of my I:nowtcdge,}sm the causes stated.

3

i,
REMOVAL (Specify)

R

24. FUNERAL DIRECTOR

Albert H. Hoppe Inc., 4700 Washington, B

or_titls)

22b ADDRES

1735, L

22c. DATE SIGNED

/0-12-£&/

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION [City, rown, or county)

4

{S1ate)

ADDRESS

%‘"DATE RECD. BY LOCAL REG

1de yp- /Bl-L)

{Licensed Embalmer’s Stetameént en Reverse Side)




-r

1361 T€ 100 209+

STATEMENT BY LICENSED EMBALMER

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

or by

working under my personal supervision.

Student Signed, ~ Q‘ 1= Q(

|
Student Embalmer No.________._,___}
|
|

Signature of Student Embalmer

. . Llcensed Embalmer No. ‘-LO 7‘7

|
|

’ |

) POAddres _—"

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compIJ
1
|
|
|
|

with the above constitutes grounds for revocation of license).
) If embalmed by a STUDENT, he also shall sign in his OWN handwriting. . _
e ~. mfthis body is not embalmed, fact should be so stated above.
oo & - - " L . . .
b - ‘ ‘ . . [} T oaw ‘ .
e . -





