MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -62-008929

DEPAMMMENT ™OF PUBLIC HEALTH AND “313_ : 1993 2553 STATE FiE TUetR
Registration District No. __-,__._:_._.erﬂgmuhon DI N, e Regiatrar's No, ____ . A

DO NOT WRITE
ON THIS STUB AMENDED
). PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 a a. COUNTY a. STATE Mo, b counmy admission)
w
Rev. 4/59 % b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in b <. COITY Inside Limits
OR R .
E TOWN St, Louis 11 Month Tows St., Louis Yed) No O
1 < c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
—_— E HOSPITAL O ADDRESS
2 2|3 nstiution St. Louis State Hosp.|veR wn 1848 Kennett P1,|Ye0
a Ji' 3. (P:AME OF DE)CEASED First Middle Last 4. Déﬂ":I'E Month Day Year
ype or print
—] LILLIAN _ D. WHITE OEATH March 3, 1962
/ 5. SEX & COLOR OR RACE 7. Married [J Never Married [J |8, DATE OF BIRTH | - AGE (last birthday) | IF UN;JER 'DYEAR ::UNDER 24 HR
+ Widowaed Di d Months ays ours Min,
5. Female White tdowed K] worced 3 16/15/93 | 68 ‘
- = 10a. USUAL CCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and sfate or country} | 12. CITIZEN OF WHAT COUNTRY
& 24 d t of working life, even if retired) . . .
£ WFE'e Retired Missouri USA
7 9 13a. FATHER'S NAME . 13b. MO Eﬂ'é MAIDEN NAME 14. NAME OF HUSBAND QR WIFE
2 13 i nkhown
2 nknown
8 w) 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
< Yey, no, known) [ {If yes, give war or dates of service) . .
___L_9 < | ey orenkaown Unknown Ed. Bassham, 1420 Mississippi (4)
—_—te [ i8. CAUSE OF DEATH (Enter only one cause per tine for {a), (b), and (), INTERVAL BETWEEN
10 < uz.n PART I. DEATH WAS CAUSED ONSETéND DEATH
2 o ES IMMEDIATE CAUSE (2 IEWLL-
G
11 Sla 8 .
el
12 @y o Conditions, If any, DUE TO C&M&
20 - i v :7_’ wbhich gave rim( f;:
£ o et N pe o A% AL EX -
13 = lying cause last. DUE TO (¢} %.M & Al ] x
% =z PART Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO PEATH but not related to the terminal PART I1I. deceasad was  female was
go g disease condition given in PART | {a) | ere & pregnancy in last 90 days.
. .
E g » ’_Yes ] 0 No | &1 Unknown
E = 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART LI of item 18.)
Pl & PERRGRMED? O [l O
N, z v YES NO OO
e — .
= ¥ & 17 20c. TimE OF Hou Month, Day, Year
> z 3 = INJURY am
4 = -m.
» g ; p.m.
Z -] 20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about hame, [ 204, CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK [] faren, factory, street, office bldg., et}
5 NOT WHILE AT WORK [
o o [a]
hi .
S (o] g é 2%, | apended thé deceased fram 33 and last saw h?,:.,ahve on
@ ; o Death jocurred at. IJ A _ the date stated above, and to the best of my kneowledge, from the causes :tnrnd
w S - - H
w ] 2 w P ; [ 4 . ZI
> g 9 o] 22’n. IGYATURE p=p Sarce o v / 22b, 23250 jzt DAIE S NED
- v E ol e YN, ’M !
< 23a. L, CREMATJON, [ 23b. DATE | 9” 23c. NAME JOF GEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {S1ate)
3 o EPLOV AL (5 eyl
9 = ' 3/6/€2 Mt. lope St Louis Co, Mo.
= < 24 FUNERAL DIRECTOR ADDRESS DATE RECD. BY LOCAL REG. EGISTHAR'S SYBENAT
& = | McLaughlin, 2301 IAR 6_ 1962 p.
= @ aughlin,23 Lafayette




rm

STATEMENT BY LICENSED EMBALMER

I hereby certify that the _body whose name is recorded on the reverse side of this certificate was

. f [ So- . - . ‘.'-4*

of by

+

Student Embalmer No.

S = T
vy R A 1 ) LT
fworking under my personal supervision.

Student ’ b

Signature of Student Embalmer

W

embalmed by me,

av//"

ot (e IO P

.

Licensed Embalmer No. /‘/[\)'_..57

P. O. Address_ /. 77"

‘h“/z@
4

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 bedy is not embalmed, fact should be so stated above.

] -




