MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

R —
333 STATE FILE NUMBER

FILLED APR 6. 1962 lms
Registration District No. —_ o awo-aPricnary Registration Distra e Ny . _.Registrar'sNo. __________________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 a a. COUNTY a. STATENIISSOURIb COUNTYST LOUTS . admizsion)
Rev. 4/59 % b. cg'r (If outside corporate limits, give TOWNSHIP only) Length of stay in 1B c. COI'I'Y B “Inside Limits™
R
< T L= Y
I 3 o ST LOULS, " RTORISSANT n G N D
f‘ <. ;UOLSLPIFI.;TEOOF {1f NOT in hospital, give location) Insicde Limits d. :;EEEEES {If cutside, give location} Reside on Farm
—_— R
e
290/2 3| 3= WSTTUION S JOHN'S HOSPITAL |Y=R MO 290 S0. LARAYETTE Y0 "%®
3 3. (I;ME OF DE}CEASED First Middle Last 4. DggE Month Day Year -
ype or print,
7 ESTELLE GREEN CEAHMARCH 28, 1962 !
{ 5. SEX &. COLOR OR RACE 7. Married Never Martied [1 [8. DATE OF BIRTH | ¥ AGE (last birthday) [IF UNhDER IDYEAR :‘ UNDER 24 HR
Widowed Diverced [J Months ays ours {[ Min.
5 n 1/6/1897 69
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR IMDUSTRY{ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& [%2] yring working life, even if retired)
2 HOUSENTES ST LOUIS MISSOURI | U.S.A.
7 ‘7 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-t .
2 UNKN VN McDONNELL UNKNOWN JOHN H.
8 I wy 15. WAS DECEASED EVER IN US. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
< {Yes_no, or unknown) l(lf yes, 9ive war or dates of service) -
9 w NO DON'T KNOW JOHN E. GREEN 290 SO T E
ﬂé = 18. CAUSE OF DEATH (Enter only one cause per lina for [a), (b), and {c). INTERVAL BETWEEN
10 uz.s PART I. DEATH WAS CAUSED BY: /@a @ ONSET AND DEATH
% w g (MMEDIATE CAUSE (a) { G—/ e, AL, < I ‘é’é
11 O
U Q ol
o f Z s I 7/
12 g‘-‘ g (=] Conditions, if any, DUE TO (b) M@W/d’ ( C&f( z Q- ;}d—?{
L/' 0 w B wblzch gave rile(t;: -
I z a: |‘ve Ic':u:e d.: iy ,)/ &.é ( 2
3 - lsy?n‘gg ca:munla:;. DUE TC (¢) . 7 il i 4& ;,-,é (_ e ] )/"Zé——;(
P lll g F4 PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nef reia'ed te the terminal PART IH. If deceased was female was
7 g disease condition given in PART I (a) there a pregnancy in |ast 90 days.
‘g ;:' 5310 l [J Yes ]m NOJ O Urknown
w E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natyre of injury in PART | or PART I of item 18.}
P & PERFORMED? n] n) u} :
< U Yesgl NO O
S % | T TME OF  Weur Month, Day, Year
2 ?( g INJURY arm,
w 8 ; p.m. .
_z_ -] 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.0., in or sbout home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
) of y :’Vgll_lsvahgvg?ﬁv%]nk o farm, factary, street, office bidg., erc.)
ooy x Q 7
S o g é 21. 1 sttended the deceased from M /;’c.{/ !o_mﬁngd last uwd-n"hve on ,//d’/"c -’1‘{-': é’L"
@ g a Death occurred at. ] p zn a m on the date stated above, and to the ben of my knowledge, from the causes stated.
w por -
g g 8 ‘5 22a. SIGNATU {Degree or % ﬁ 22b, ADDRESS 22715 ?m
X ’ - — ’ 4
= v s % g 11 a—*jé%//g/q//z,/égy{_ :
< 23a. BURIAL, CREMAT'IC))N, 23b: & 23¢, NAME OF CEMETERY OR CREMATORY 23d.ACCATION (City, hein, é}éunfﬂ (State)
o =] REMOVAL (Specify) |
z & | BURTAL /30/62 CATVARY CEMETERY ST TOUIS MTE :
= < 74. FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG. |2 GISTEAR'S §; W p
3 N : and < .
= %| STROOT - CARROLL 4600 NAT'L BRIDAFMAR 29 1362 ‘ .




O

- STATEMENT. BY LICENSED EMBALMER

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

Student Embalmer No.

L (el -

Licensed Embalmer No. V K 6‘3
. 1
7 P. O. Address gti’-w 'h'\’)fz

or by

working under my personal supervision.

Student

Signature of Student Embalmer

T
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo 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.

v - 1

- i




