MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH aly AL) T A T4 g9
DEPARATMENT OF PUBLIC HEAI..'I'I-'I. AND WELFA . o 1003 . b%ATEQE%UMB? -
—_Primary Registration District N =-mae--Registrar's No. __

Regumt.on _____ AL
DO NOT WRITE AMENDED e
ON THIS STUB z F4 . -
1. PLACE-OF DEATH 2. USUAL RESIDENCE (Where doceased lived. If institution: Residencs before
V5 300 8 a. COUNTY 8. STATE Miaaom b, COUNTY admission)
Rev. 4/59 ) B CITY (1¥ outaide corparate Imirs, give TOWNSHIP only) Length of stay in 1B < Tnside Limits
i)
= TOWN St.Llouls TOWN St.louis Yes J0 Ne O
i < c. FULL NAME OF {If NOT in hospital, give location} inside Limits d. STREET (If cutside, give location) Reside on Farm
—_— E HOSPITAL ADDRESS
2 9 Z %g lemunon Enroute City Hospital Yes¥I No D 617 Choutesau Ave. Yes 0 Neo ffl
3 - 3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
: (Yype or print) . OF
— Amnie Loui.se Barnett DEATH  August 26, 1962
[ 5. SEX 6. COLOR OR RACE 7. Marriocd J  Never Marvied [ |8. DATE OF BIRTH | 9+ AGE {last birthday) | IF_UNDER | YEAR _IF UNDER 24 HR
5 Femle White Widowed [ Divorced [ 9/25/1912 h9 Months | Days Hours Min.
-—‘L" 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& 7] duri o8t of warkipg life, even if retirad} '
S Hotisena &
7 ! 9 i3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
. 2 Wa A Minnie Lu Rober
7 15. wWAS DECEASED EVER IN U.5. ARMED FORCES? HO. 17. INFORMANT Address
< {Yes, no, or unknown}] (If yes, give war or dates of sen
9 M No ™" 2 | Watt -
% = 18. CAUSE OF DEATH (Enter only one cause per line—ortentoreve o INT RVAL BETWEEN
10 % PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
3 5 g IMMEDIATE CAUSE (8) )
1 Q
Seo oo I
1 _3 o bE a Conditions, if any, DUE 70 (b
/" w5 which gave rise to
Iz above :;:usn d(n),
] stating the under- (h <
13 = Iying cause last. DUE TO {c) QALO ..L \'\A = Q_.&
cz) = PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related”to the terminal PART Il If o d  was  f I was |
% g disease condition given in PART | () there & pregnancy in last 90 days.
%)
E § ?&%0’;/ ]DYualDNoIE‘Unknnwn
g E 19, WAS AUTOF;SY 20a. ACCRDENT SUIIC:IIDE HOMEIICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter naturs of injury in PART | ar PART 11 of item 18.)
PERFOPMED
= = YES | NO [
z > . S e a y—pr———,
z |5 & | W TIME'DE  Houf  Month, Day, Year
< = INJURYI am. 5
b4 O w p.m.
z [ ] = L]
— 2 20d, INJURY OCCURRED 20e, PLACE OF IMJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR \OCATION COUNTY STATE
o WHILE AT WORK ] farm, factory, sireet, office bidg., eic.) %A
WORK
En: o A NOT WHILE AT WO % N N 22 Q—G\LM \
5 O w < her .
= g 21, | attended the d d from bj to. and last saw o alive on.
@ -3 th occurred at J/ P m on the date stated above, and to the best of my knowledge, from the causes stated,
w ; 9 Dea
g E 8 6 224 JSIGNATURE {Deg Q 9 22b. ADDRESS 22c. PATE,SIGNED
£ S /&-ﬁ 3 /300 Clath 7/19)6 7
. z 23a. BURIAL, CREM 23h. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (Sm&)
O 9 REMOVAL ($p
z t Remova 9=19-52 rv Steele Mo,
= <« 24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. _REGISTRER'S
wi >
= = | Albert H.Hoppe,Inc,,L700 Washington Blvd), SEP 19 1987 j




- -, M - rd -

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.

working under my personal supervision.

Student Signed %WI (6 MWW

Signature of Student Embalmer

' ' C : oo L:censed Embalmer No. 7'795

-3 P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR!TING (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.

{f-this body is not embalmed, fact should be so stated above. - s




