OURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ENT OF PUBLIC HEALTH AND WELFARE

AMENDED

DOCUMENT

SHOULD READ

ITEM NO.

AFFIDAVIT OF

Registration District No. __________= ]_

-61-042407

STATE FILE NUMBER

AT TN

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

I¥ institution: Residence before

8. COUNTY a. STATE MO. b, COUNTY sdmission}
b. CITY {If outside corporate limits, giva TOWNSHIP only) Length of stay in 1b e. CITY Insida Limits
OR OR
TOWN St.Louis 13-yrs. rown  St.Louls Yol No D)
c. FuLL Name OF (1F FEPH higdidavr esamnt Ave, Insida Limits d. STREET {If cuiside, give location) Reside on Farm
HQSPITAL O L le Si P ADDRESS
wstitution'. Little Sisters of Poor Yos (X No [ 31295 N,Florissant Avelves O NneDO
a. l_}MME OF DECEASED Firat Middle Last 4. DATE Manth Year
{Type or print) Ellzabeth Fox Dg:m November ?Tthu ,1961
5. SEX 6. COLOR OR RACE 7. Married [ Never Married®D] [2. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
. . Widowed [J Divorced [ 12/19/18? 3 87 Months [ Days | Hours |  Min.

10a. USUAL OCCUPATION {Give kind of work done

H:Bﬂg é'?fé‘éﬁé’f‘“n life, aven if retired)

10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (City and state or country)

12, CTITIZEN OF WHAT COUNTRY

Origgsville,Ill, U,

S.

13a. FATHER'S NAME
James Fox

13b. MOTHER'S MAIDEN NAME

Mary Maher

4. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yu,ﬂtb ot unknown) I {If yes, give war or detes of service)

16. SOCIAL SECURITY NO.

17. INFORMANT Address

Sister Serphine, 3275 N,Florissant Ave,

MEDICAL CERTIFICATION

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

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

/4/}‘0-” ~J r/tr #Z‘%

INTERVAL BETWEEN
QNSET AND DEATH

/Mr/ 04:«-!( 212

Conditions, if any, DUE TO (b)
wblLi‘c'h gave rin‘ I)o -
asbove cause (2), :
stating the under- [
lying couse last, DUE TO (c) 42& 0
PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the termmnl PART IH. If decossed was female was
disease condition given in PART | (s} thare a pregnancy/'n last 90 days.
% ] O Yes ] I O Unknown
19. WAS AUTOPSY 20! ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART 1| of jtem 18.)
PERFORMED O [w]
YES [0 NO
20c. TIME OF  Hour  Ménfh, %I " Yoar
INJURY am.
p.m.

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

20, PLACE CF INJURY {e.g..
farm, factory, streat, office bidg., etc.)

in or about home,

20f. CITY, TOWN, Ok LOCATION

COUNTY

STATE

21. 1 artended the deceased fromﬁmﬂ#,
1. -
Death oscu a8 7'

faﬁm;d [ast saw mlive ol\.-m ,"‘l’

m on the date stated sbove, and to the best of my knowledge, from the ceuies stated.

22a. SIGN

3c. NAME

11/ 30/1961

22b. ADORESS

0. &rand Bed

2435

22c. DATE SIGNED

w204/

CEMETERY OR CR

Calvary Cemetery

EMATORY

23d. LOCATION {City, town, or county)

St.Louis,Missouri

(Srate)

ADDRESS

RAL D
}7( /JW%SL;O Lindell Blvd.

NO

25. DATE RECD. BY LOCAL REG.

26, REG?R’S SI?NATUE
24

V 30 1981




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 ' Signedzm : L/ZZ“_WM

Signature of Student Embalmer e !

Licensed Embalmer No (jjél\o/ 1
- P. O. Address ng glom

- A XY .‘ N ,
i) G LR LA 1‘)‘ L TRl SN RN i »'.»\.'

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). .
S - If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

1A B AN st s oy - : - : o
s n . If this’ body" is not embalmed, fact should be so stated above.. . . S . .




