[
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

CEPARTMENT OF PUBLIC HEALTHM AND WEL

L@g _________ Reglstrar's No. --’-_;30: 34 — b%:'l'-EQ.E NUI-HBER ¢ :

Registration District No. ____318 ______ ~Primary Registration Distric -
DO NOT WRITE R *
ON THIS STUB AMENDED IS "EEB_AH-( 1655
1. PLACE OF DEATH U UL 2. USUAL RESIDENCE (Where deceased lived. If institution; Residence bafore
VS 300 o a. COUNTY o stare  Missouri.counrr admission)
Rev. 4/5% g b. chv {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b < Ccl’EY Inside Limifs
S 1owN St, Louis, Mo. rown Ste Louis. Yes DX No O
1 : . L%QF?T‘AATE OF {If NOT in hospital, give location) Inside Limits d. :l‘;EEREE‘ISS {If cutside, give location) Reside on Farm
2 9 2 %g iNsTTon St . Louis City Hospital #l{va® ~eo 1436 Chouteau, Ave. Yes O No K
3 2l 3. NAME OF_PECEASED First Middle Last 4. DATE Month Day Year
(Type or print) ; OF )
" Leona Justine Castanie DEATH March 19, 1962
{ 5. SEX 6. COLOR OR RACE 7. Married [0 Never Married BDC|8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
5 F‘emale Wh.lte Widowed [] Divorced [J 1/29/1891 71 Months Days Hours Min.
———a——— 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 2. CITIZEN OFf WHAT COUNTRY
& 7] during m f ife. even if retired) .
p4 UL RDIR At Home 5t. Louis, Mo. UsSuhs
7 A g 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—-—(‘——9 William Justine Cas tanle Minerva Stange Nil,
8 Q/ v 15. WAS DECEASED EVER IN U.5S. ARMED FORCES? 16, SOCIAL SECURITY NO, 17. INFORMANT Addrass
LN < {Yes, rﬁdr unknawn) | {If ye giie war or dates of yarvice) .
9 w . il. None L. Minerva Castanie Ave
z = 18. CAUSE OF DEATH (Enter only une cause per lina for {a), (b), and {c). INTERVAL BETWEEN
10 uZ_r PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
2 5 2 IMMEDIATE CAUSE (a)
1 G = ’
- (=] [+
o (g o] »
; o lu) [a] Conditions, if any, DUE TO (b)
12 75 _3 w5 u‘;’hi:h gave rise( rf
I ES :':;’n'g :I::“und:r: % .
13 N\ tying couse last. DUE TO (<) &d 0
% % PART [I. QTHER SIGNIFICANT C_ONDI]'!ONS CONTRIBUTING TO DEATH but not related to the tarminal PART I1il, If deceased wes female was
7 = disease condition given in PART | [a) there & pregnancy in last 90 days.
bl <
@ Yer | @Fo | O Unkn
4 g i l O3 Yes o I nknown
uEJ E 19, WAS AUTOPSY 208. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of itern 18.)
2 5wy 0 v e
pra =
w z 1
20c. TIME OF Hou Month, Day, Year
g Z 2 INJURY  am.
b & g p.m.
Z m 20d. INJURY CCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK farm, factory, street, office bldg., etc.}
5 NOT WHILE AT WORK 0
o o [a]
< Oouw < her .
- [t 5 21. | attended the deceased from — 10 and last saw p;. alive on
@ ; fa) Beath occurred at. //Z’ P m on the date stated above, and to the best of my knowledge, from the causes stated. y:
w = - . ,
g iy 8 5 (Degree or fitl 77b. ADDRESS 22¢. DATE SIGNED
o
> & = e /DL |3+ -
B I R CR MATION =1 23c. E OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State}
) g REMBWAL (Spocify)
o A
g 7] Remo c?mﬁr?p St. Louis County, Mo.
- < 24. FUNERAL DIRECTOR ADDRESS E€D BY Q)GA Tg:B } 26. %STRAR SIGNAURE
3 < ad Sk . /1
= 9] Albert H. Hoppe Inc., 4700 Washington, Blv d. M2
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| hereby certify that the body whose namé is recorded on the reverse side of this certificate was embalmed by me,

or by
working under my personal supervision.

Student

Signature of Student Embalmer

Student Embalmer No.

.
Signed k)
/

Licensed Embalmer NO.M

P. O. Addres

Note: The above MUST BE SIGNED BY THE -LICENSED EMBALMER in his OW
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT he. also shall sign in h1s ‘OWN -handwriting.

If this body is not embalmed “fact should be so stated above: Faaoes
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