MISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH -~ 62-048634
DEPARTMENT OF PUBLIC HEALTH AND WELFARE 1003 " STATE FILE NUMBER
Registration District No, cocccice e g rimary Registration District No. _9= 77 =_ __Registrar's No. _1,2-3.%

DO NOT WRITE AMENDED -
ON THIS STUB =11 Ty TAN « -~ I00F
1. PLACE GFBEATR vy L (J I 2. USUAL RESIDENCE (Where deceassd lived. If institution: Residence before
V5 300 Q a. COUNTY a. STATE Mis SOur!‘. COUNTY admiasion)
Rev. 4/59 % b. CITY (If outside corporate limits, give TOWNSHIP oniy) Length of stoy in Ib e CITY Imiide Limits
Z oR oR
2 TOWN St. Louls Life towvn  St, Louls YeX Ne OO
1 : -8 :IUOLEPPI‘TAATEO%F (1f NOT in hospital, give locatien) Inside Limits :BEEEETQ«.' (If cutside, give locstion) . Rult'h on Farm
———— ] R ok
2 72 b nstution E/R to City Hosp. Yes B Ne[J 3146a Texas ::i?’: Aea [ No X
(=]
3 a, 3. gAM.E OF ]DE)CEASED First : Middle Last 4. DggE Month Day Yoar
ype or print .
4 LEAH KAY OMOHUNDRO DEATH Dec, 23, 1962
/ 5, SEX 4, COLOR OR RACE 7. Married [1  Never Married X3 [8. DATE OF BIRTH | 9. AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
— i i} L X ) D M-n.
5 5 Female White Widowed ] Divereed O | ] Qe 19=62 Mogps [Loag [ Mo [ W
| 10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSIRY} 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& during 3t of working life, sven if retired)
% " None Infant St. Louis,Mo, USA
7 - 13s. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE /
o __ I3 .
2 David Omohundro Norma Jones None
) 8 f 2 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO, |17. INFORMANTY Address St Loui s M0|
5 o (Y“NB or unknown) |(1f yoi, give war or dates of service} N.one . DaVid OmOhundro y 31""63. Texa g .
e % - 18, CAUSE OF DEATH (Enter only one cause per line fa’ {(a), (b}, and (c). INTERVAL BETWEEN
10 E PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
o o 2 IMMEDIATE CAUSE (a) n% e \ha D m W TN
11 9la 8 " \
12 E & =] Conditions, if any, DUE TO (BN
q -'3 w B which gave rise to
T {2 sbove cause (a),
13 == stating the under-
Iving causs last, DUE 5 - iy p
g g PART (1. OTHER SIGNIFICANT NDITIONS CONTRIBUTING TO DEATH but not relatod to the terminal PART IIl. If deceased was/ female was
?/ ot = disease condition given in PART | {a) . there a prognancy in last 90 days.
E § %792’% I_DYul[]NoIDUnlmuwn
g :L- 19, WAS, AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
5 i PERALRMED? m] u}
z _‘-j YES NO OO
= & | HcTiME OF H Month, Day, Year
Z 3 = INJURY arn, e
w g g p.m.
Z [-+] 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbour home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK farm, factory, strest, office bidg., erc.}
x NOT WHILE AT WORK [
Upoe [} ;
S (o) E é 21, | a od the d d from qﬁ, | (- — and last “‘"'hi'::: alive on -
: s 9 Desth urred ot /A —_— m on 1 ate stated above, and to the bast of my knowledge, from the causes stated.
g E 8 5 . SIGNATURE N (Degree or title 27b. ADDRESS M 22c. DATE SIGNED
' T - 4
=P S \ POV L &I02 /3 Yl
"y . BURIAL, CR TION, | 23b, DATE . MATORY 23d. LOCATION (City, town, or county) (State)
g a SR NEgsm  |12-26=62 St.Louls Co.,Mo.
= </| 7 FunERAL GiRECTOR ADDRESS 7 zh DATE RECD. BY LOCAL REG. WW /7
g 2} McLaughlin,2301 Lafayette, EC 24 1989 2.
x — ————




s

- -~
- - ’ ¢ -
T TR INR A L -
. 5 L STATEMENT BY I.ICENSED EMBALMER
N - T L _— w st PR VR
e | heu;eby certlfy 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 ey .
Signature of Student Embalmer

Licensed Embalmer No. Q.[ N

P. 0. Address / ;?‘Z‘ *—ﬁ‘M )/”Lg/

EMBALMER in his OWN HANDWRITING. (Fa||ure to comply

oo™
Nofe: The above MUST BE SIGNED BY THE LICENSE
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.

-




