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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH , _62-0285&&9_3_1

=1 3 F
PARTMENT OF PUBLIC HEALTH AND WELPFAAR 003 STATE FILE HUMBER
Registration District No, ,“___________3_ rimary Ragistration District No. _ Pw?____Registrar's No.

DO NOT WRITE
ON THIS STUB AMENDED
1. PlAc 4 2. USUAL RESIDENCE (Whero deceased lived. If institulion: Residence before
VS 300 e’ a. COUNTY . . . a. STATE M Vi b. COUNTY acd mission)
Rev. 4/59 g b chv {If outside carporate limits, give TOWNSHIP only) Length of stay In 1b e o Tnside Limits
< TOWN St. Louis, Mo. . TOWN 7 Louss Yes O No O
i : c, :l%SLP'l\'II"?QTEOOF (Hf NOT in hospital, give location) Inside Limits d. ASI‘IJ-'IEJEREETSS (if cutside, give location} Reside on Farm
R
2 '?! 5’% instiTution. St. Louis City HosP,#l Yes 1 No[J y_{g 2 ORLGOR AVE Y20 %D
3 - 3. NAME OF DECEASED First Middle Last 4. DATE Maonth Day Year
(Type or prinn OF
—_— Mattie Kelley DEATH bug
4 / 5. SEX 6. COLOR OR RACE 7. Married B  Nevar Married (] |8. DATE OF BIRTH | - AGE (tast birthday ":UNhDER D"EAR ": NDER ’: HR
: b Widowed [J Divorced [ onths ays ours in.
5 FEmALE lwHirE U6 /7 (90] 6D
10a. USUAL OCCUPATLION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COLINTRY
& duging mast of working life, aven if retired) ~
2 Z'ZM:{ wWokK AT _HoME HENTUEKY | [/~ $-A
o 13a. FATHER’S NAME - 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE
7 = .
—L8 JoHN WAYNICK Rosk BRYANT JAMES ANELLEY
8 ! 17 15. WAS DECEASED EVER IN L.5. ARMED FORCES? 16, SOCIAL SECURITY NQ. 17. INFORMANT Address
< (Yes, ng, pr unknown) | {If ves, give war or dates of service)
9 w“ Ao NowE AMES KELLEY 4532 OREGonw AVE
—_— e = 18. CAUSE OF DEATH {Enter only one cause pea’ lina fnr (a), {b), and (). INTERVAL BETWEEN
10 < E' PART |. DEATH WAS CAUSED B - ONSET AND DEATH
o % £ IMMEDIATE CAUSE {a} _ g T(Rérn e s
11 o Q
[ H -
ETy— g A £ Yal Zas Lobicate
12 @ |5 a Conditions, If any,]  DUE TO [b) ___é'éé’s & « (¥ " %IZ’ ,Dv! M
- 0 I 5 wbl':ch gave !iu(ﬁ;a rd
I Z :tnﬂyneg l:l"\.:’:nd:r: ) il
13 = . lying cavie lass. DUE TO [c} / /43£J—£-r m[LL[W (
% Zz PART 1. OTHER SIGNIFICANT CONDITIONS CONITRIBUTING TO DEATH but not related 10 the urmmal PART HI. If deceased was female was
7'5‘ g disease condition given in PART | {a) . O there a pregnancy in last 90 days.
* UE, § llj Yes I'XN«: I O Unknown
; - E 19, WAS AUTOPSY 20a. ACCBENT SUlCEllDE HOMDICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART || of item 18.)
PERFORMED?
2 7] YES @ NO [
i = t
20c. TIME OF Hout Month, Day, Year
Z 12 2 INJURY  am.
x 9 g -
E [-+] 20d. INJURY CQCCURRED 20e. PLACE OF INJURY (e.g., in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [J farm, factory, street, office bidg., ete.) . ‘
5 NOT WHILE AT WORK (]
[ - 1 [a]
h .
s o l'“: é 21. | atended the deceased from. 8-1-62 tn___a'_-gnsz__and last saw h?r:n alive on. 8—%62’
-] ; a Death occurred ot — 3: L' ¥ fon the date stated above, and to the best of my knowledge, from the ceuses stated.
1Y) = A
g E 8 6 T30, SI1G ] i 22b. ADDRESS 22¢c. DATE SIGNED
> z = %‘4 O . 1515 Lafayette Ave 8~3-62
2 F3a, BURIAL, CREMATION, | 23b. DATE 23c. [JAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county) {State)
d e MOVAL (Specify) /
z E AY6" 7 /962| ST MATTHEN CEM. | ST ov/ s
= < RAL DIRECTOR ‘ADDRESS 25. DATE RECD. BY LOCAL REG. ;Gyk S SBNATU
i > . L
= 5 290 lahacow AUG g 1952 M
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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. ~3

working under my personal supervision. o

Student L/‘\ Signed
Signature of Student Embalmer 5 ,d -3

Licensed Embalmer No

L T o ~ p,o.AddrespP Ta é%

Note: The ‘_above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with tj:lé‘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.
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