MISSOURI DIVISION OF HEALTH — STANDARD CERTIF

CEPARTMENT OF PUBLIC HEALTH AND WELF

Primary Registration District No, ___________

IfOUBOF DEATH

—62-04.3891

116%

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED §
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 a a. COUNTY _ s STATE I11. b, COUNTY Saline admission)
Rev, 4/59 % b. ClLY (if outside corporate limits, give TOWNSHIP only) Length of stay in b c. CITY Inside Limits
Z OR
TOWN
. E ST. LOUIS, MISSOURIL TOWN Ha rri sburg Yes 0 No O
o c E'I%éPTTAATEOgF (BNOT in hespital, give location) Inside Limits d. :sIE’EEETS {If cutside, give location) Reside on Farm
I = .
INSTITUTION . i
2§ /20 OQ::: ov BARNES HOSPjTA] Yos Of No [l 02 N. Webster Yes O No O
3 3. NAME OF pECEA!ED First Middle Last 4. DATE Month Day Year
(Type or print} OF
VT MAY ALLEN DEATH  DECEMBER 2 1962
/ 5. SEX 6. COLOR OR RACE 7. Marriad Never Married {1 (8. DATE OF BIRTH | 9- AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
. Widowed Divorced [ r Months | Days | Hours Min.
5 o Female _White Sept.28,1888 T4
5 " 10a. ‘l:'JSUAL OCCU:ATIC:(N (G]lvf: kind of'work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
ur, most of worki ife, even if retired}
£ Holsewlte At Home New Burnside, I11 .S.A.
7 / 3 13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE
—t 5 .
a 2 Ulvsses Allen Sarah Caldwell J. Bdward Allen
Z vy 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SQOCIAL SECURITY NO. 17. INFORMANT Address
< {Yes, no, or unknown]| {If yes, givae war or dates of service} MO L
9 u SN ‘ Unknown Dr, Edward Allen BSt. Loulis,
——— | = nier o one cause per line f , (b), and
10 < E PART 1. DEATH r\‘NYAS CAUE ED B\r' ine for {a), {b), and (<) Igglgzg'}li‘lgEEgEE”
a K E immeDiaTe cause o CARCINOMA OF RIGHT BREAST
1 o O
Q|0 '
—EE| | | E , /70 X
1 25— [ ] [a] Conditions, if any, DUE TO (b) v
- o 5 which gave rise to
-:—: b above cause {a),
13 == stating the under-
lying cause last. DUE TOQ {2)
% z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ilt. If deceased was female was
Py [+]
5' " Z disease candition given in PART | (a) s there a pregnancy in last 90 days.
°< <€
E g \ ID Yes I ] No | [ Unknown
ué" E 9. \Pﬂé‘EEOARlHEOD%SY 20a. ACC‘I:E])ENT SUICDIDE HOMEI‘CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
=] v} YES § MO
S S X NOO )
4 g | 20 T'!‘MER(‘?F Hou Month, Day, Yesr
o INJ “a.m. .
e 8 < g; pom.
Z E 20d. INJURY QCCURRED 20e. PLACE OF INJURY {o.g., in or about home, { 20f. CITY, TOWN, OR LOCATICON COUNTY STATE
o WHILE AT WORK [] farm, factery, street, office bldg., etc.)
5 NOT WHILE AT WORK (] P
o of [m] . R
] <L
g o [t g 21. 1 attended the deceased from . fo_m_g;_lgﬁa_and last sow :::., alive on_DECJ_Z,._lQ_QZ—
& [a] Desth occurred m on the date stated above, and fo the best of my knowledge, fl:om the causes stated.
w = |3 .
3 & o] 6 222. 51 € iDegree or 1 2. apoREss B ARNES RUOIILIAL 7%. DATE SIGNED
> z //
|5 s A e /. M. D. 12/3/62
- x 23a. BURB\L:«ER(EMALI?N' 23b. DATE 23c. NANJE OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Srate}
O [=] REMOV pecify
z e Removal 12/3/62 Nelwr Burnsid ¥ Puurnside. 111
-3 < 24. FUNERAL DIRECTOR ADDRESS 25, DAﬁ RECD. BY locﬁﬁ? 26. ISTRAR’S SIGMATUN haid
w o -
- / ’
= o] John A. Ogonoski FEast St j 0.




or by

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
Signature of Student Embalmer
h ( ", Licensed Eprbalmer Noijyf
) ) . ’ ) - P. O. Address
Noie' The- above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revecation of Ilcense)

.t

.
- -
PRI .

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.

Coee .




