MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - 62.:017017
Registration District No. _____318________Pr|mury Registration Dnmcrlm3____-____lleg|nrar ’s No. __i__s___e__&___ STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED
1. ,I uc' ELQE,ED““ WAT1-0 1962 ]2 USUAL RESIDENCE CWhers decessed Trved— 17 matioiion: Residence Gefors
a. COUNTY . STATE . COUNTY It
vs3oo ) 1@ St. Louis : *SMEI11inois’ Madison  sdmiien
Rev. 4/59 % b. CITY {iF outiids corporate limits, give TOWNSHIF only) Lengih of sty in 16 <y Inside Limita
i
TOWN TOWN N
: : Stelouls 7 Days Alton Yegg Mo D
o € T{%SLPPI‘TAATE OF {If NOT in hospital, give location) Inside Limits d. :E)%E!EETSS (I cutside, give location) Reside on Farm
[
ﬂw‘gﬁf’ < INSTITUTION St. JOhBuS HOSP ital Yes§] No[J 206 Logan ) Yes O No O
A
3 ! 3. gﬂME OF .DE)CEASED First Middle Last 4. D‘»;FTE Month Day Yeor
¥pe or print,
— ] oy DEATH
PR Florence Sophie ong May 5, 1962
5. SEX 6. COLOR OR RACE - | 7. Married Never Martied {] [8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNCER | YEAR IF UNDER 24 HR
. Widowed Oivoreed [ Months | Days Hours l Min.
5/ __Female White f~5=1906 | 55 Yrs,
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& w) Ting most of waorking life, even if retired)
2 e Own Home t, Louis, U.S.A
7 6; = 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME L4 14, NAME OF HUSBAND QR WIFE
(6]
pd n Estelle Mille
8 L—- v 15. WAS DECEASED EVER [N U.S5. ARMED FORCES? 146, SOCIAL SECURITY NO. 1”71 NT Addr 6
o < {Yes, rﬁ or unknown)l (1f yes, give war or dates of service)} N N !1,20 IJO an
w one -
% ol 18. CAUSE OF DEA‘I’H (Enter only one causs per line for [a), (b}, and (c}. _ INTERVAL BETWEEN
Z PART |. DEATH WAS CAUSED BY: ONSET A EATH
10 a ]
& s g IMMEDIATE CAUSE (a} & i prd
11 o] ] /
[N [a} .
] (o} * -
12 o ﬁ Q Conditions, if any, DUE T (b) éé//é._‘ y-f/ - %ﬂf/ 1& Q :S
& [ 5 which gave risa to
22 s e o VS Loy
—_— } 3 - . .
J13 s lying . cavse last. DUE T0 () yalf 7 4 Y b — ?
z z PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to ghe terminal PART 111, If decessed was female was
O ]
7 = disesse condition given in PART I {a) there & pregnandy in last 90 days.
¢ , " .
E g /7-5_'0 ID Yes IANO I O Unknown
- — 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I or PART 11 of item 18,
g i PERFORMEDR . O (] a )
v YES [ N
= o
w s ]
20c. TIME OF Hou Month, Day, Year
Z E s INJURY  a.m.
' g % p.m. ] R . .
Z m 20d. INJURY OCCURRED 20e. PLACE QF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
] WHILE AT WORK 3 farm, factory, street, office bldg., etc,)
5 o o NOT WHILE AT WORK [ : ) P
[ . , y s » —
s 1o} [t é 21. | attended the deceased from_M_w t oy and last saw r:;nlwg on ~$ : ‘/ é 2—
: ; 9 Death occurred .._____h]_QQ__B.B_____m on the date stated above, and to the best of my knowledge, from the causes stated.
- A rd
g E 8 6 22a. SIGN JRE (Degrea mle} 22h. ADDRESS 22¢. DATE SIGNED
ELPLLLE ' o 2.5 B3P k<X
- e < '
% Z3a. BURIAL, CREMATION 73b. DATE 23: E OF CEMETERY O 73d. LOCATION (City, town, or county) tate)
d 9 R MOVAi ify)
g =] Burial y 8, 1962 ISt, Patrick's Godfrey, Illinois
= <« | ~Zz FUNERAL DiRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. QWA%
- L/
= | Thomas J, Burke,JpAlton, Illinois| MAY 7 1962 |*wan Amitinn . /7. 2.
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o
LR

R ]

STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

working under my personal supervision.

Student Signed S
Signature of Student Embalmer
Licensed Embalm No.j_S_G_B_
. 7 ﬂns on AT
¢ o~ et P. O. Address
o 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 handwrmng
““If this body is not ‘embalmed, fact should' be so stated abpve. .’

- -



