MISSOURI DIVISION OF HEALTH — STANDARD -CERTIFICATE OF DEATH : 4—63—013900

DEFPARTMENT OF PUBLIC HEALTH ANR WEL r.uu:318 1()()3 3616 STATE FILE NUMBI
PO NOT WRITE DED Registration District No. Primary Registration District No, s M MPNF _ Registrars No. =

ON THIS STUB
ﬁﬁﬁﬁgﬁw ; Z USUAL RESIDENCE (Where deceated lived. If institulion: Residence before
VS 300 a. COUNTY - : a statt . Mo, b. COUNTY admission)
Rev. 4/59 b. CI'I'Y [If outside corporate limits, give TOWNSHIP only) Length of stay in b c. CITY . ) Inside Limits
_town  St., Louis ' 85 day v St. Louis Yo O NoO
. FULL NAME OF (If NOT in hospital, give locstion) Inside Limits d. STREET {If cutside, .give location) Reside on.Farm
HOSPITAL OR ADDRESS
-nstnmion  Chronie:Hospital- - |vesO neD 3927a McDonald Yoo O "No O

. gApMe.E“OF PE)CEASED First N:il‘.ldlﬂ . 1ast 4. DAITE Month Day Year
Yee o o Lorraine Sutton okm  March 27, 1963

5. SEX © .. COLOR OR RACE 7. Morried [0 Never Married [ [6: DATE OF BIRTH | ¥ AGE (lawt birthday} |IF UNDER 1 YEAR | IF UNDER 24 HR
Female iﬂhlte Widowed | Divarced [ ' Months | Days | Hours | Min.

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,

during most of workfi‘nélife oven if retired) ‘ . Mill Creek Ill . U . S .

13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John Walker Lorraine Disbennett James N, Sution Decd.
15. WAS DECEASED EVER IN U.S. ARMED FORCES 14 SOCIAL SECURTY NO. 17. INFORMANT Agddress
{Yes, no, or unknown) l{if yes, give war or dates ¢ 6 G [ ROb eI‘t DI‘
0 Ketineth Sutton Cahpx-a T11
18. CAUSE OF DEATH {Enter only one cause T —r—T INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {3) M_g'# J‘M Df o,

Conditions, if -ny,] DUE TC (b)

—

E AMENDED
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~DOCUMENT

which gave rise to
above cause d('),

stating tha un . . /b / f*
lying cause last DUE TO (<}

PART 1. OTHER SIGNIFICANT CONODITIONS. CONTRIBUTING TO DEATH but not relsted to the terminal PART Il1. 1 deceased was female was
dissase condition given in PART | (a) . ) .there a pregnancy in last 90 days.

ll:l Yes. | FNn I O Unknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natura of injury in PARY | or PART 11 of item 18.)
a O

PERFORMED?
YEs NOJ

20c. TIME OF Hour Month, Day, Year
v Y INJURY am, -
p.m.

20&. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LCCATION COUNTY
WHILE AT WORK farm, factory, street, office bidg., efc.) .

_ NOT WHILE AT WORK [J )
2. | stiended tha d d from. 1-2"63 1o. 3-27-63 and last saw :,e,:' alive on 3_27-03

,Death occurred at. 7j'27PM 1 on the date stated above, and to the best of my knowledge; from the causes stated. )
22b. ADDRESS 22¢c. DATE §IGNED

..na.SIGHATIJ % (Duqroe title} - “oa 2 3 /zr 3 -

23a. BURIAL, CREMATIO! 23b. DATE . NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (Srate)

Bﬁ;‘){gfmufvl -3 ):;71/63 Lake Char] es Cem. St . Anns Mo,
Z4. FUNERAL DIRECTOR 25, DATERECD. BY LOCAL REG. |26, REGISTRAR'S SIGNAJURE _
Morrell 3710 N. GFand Blvd AR 29 1963 | .0 Luidh 1D

) oW Y

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

S

. MEDICAL CERTIFICATIbN

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.
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STATEMEN? BY LICENSED EMBALMER

N

1 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

Signature of Student Embalmer

Licensed Embalmer N
- P. O. Addres

Nofe: 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). 1. . =

If embalmed by a STUB'EN'T,-he also shall sifin ia’ his OWN- handwrmng F a A

If this body is not embalmed, fact should be so stated abbve, b

>




