MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-017402

: § l -1 33 STATE FILE NUMBER
DO NOT WRITE AMEHDED Ragifl\ﬂ_:_) o — [%Jrirlnnrv Registration District Nn.1.0.03.___..!ngilﬂ'nr's No. ____@_,_.

. ON ™IS STUD -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessad lived. If linstitution: Residence before

* Ccity of st. Louis - s STATE o b. COUNTY admisslon)

b. Cé‘l;l (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. Cé‘:( Inside Limits

TOWN gst. Louis Yrs, . TOWN st. Louis, Mo. Yes X No [J
<, FULL NAME OF (Iif NOT in hospital, give location) Inside Limits d. STREET {If ocutside, give [ocation) Reside.on Farm
HOSPITAL OR ADDRESS T

INTTUTION _ pirmin Desloge Hosp]™® %O 2701 Eads Ave Yes O No O
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
(Type of print) Ruth E. Bone DEATH 4 23 63
5. SEX &. COLOR OR RACE 7. Married [ Never Married [J [8: DATE OF BIRTH | ¥ AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 H|

. % Months | Days Hours Min.
Female white Widowed Pivoreed O | 1-1-89 74
104, 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

most of ing life, aven if reti md] . .
HonTewIre " e Home . Missouri ¥R USA
. 13a. FATHER'S NAME |3l!. MOTHER'S MAID__EN NAME 14, NAME OF “USWD OR WIFE

Elizabeth Jo ceased

S
15. WAS DECEASED EVER [N.U.S. ARMED FORCES? 16. "SOCIAL"SECURITY NO. | 17. INFORMANT Address

~ (Yas, nmunkncwml (If yes, give wlrordafeinfterv Wi]_]_ard Bone =2qll Gr

18. CAUSE OF DEA‘I'N (Entor only one cause per {ine oy wma INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) i\e.\,-\-e_ “qaaﬂ?.'b \h\ CP«-Q_Q\‘\.OQ

Vs.300
Rev. 4/59

\;‘ gTE AMENDED

EELHETEL

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF B

o

DOCUMENT

which gave rise to
above cause (a),
stating the undar.

lying couse lest DUE TO (¢} . ¢GID'

PART Il. OTHER SIGNIFICANT CONDITIQONS CONTRIBUTING TO DEATH but not refsted to the terminal PART 111, I! decosted was  female was
disease condition given in PART | (a) 8 pregnancy in last 90 days.

Conditions, i any,] DUE 7O (b) & Qui&h\ e b\ RIYERNO D L\QJ?-D% LS

IDY“ |¥o | O Unknown
9. WAS AUTOPSY | 20a, ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.)
PERF%F,MED? g a o -
YES I NO [
0. TIME OF Houl © Month, Day, Year |

INJURY. am, ;
: P, T

20d. INJURY OCCURRED 208, PLACE OF INJURY .{a.g., in or about home, | 20f. CITY, .TOWN, OR LOCATION COUNTY
" "WHILE AT WORK [J . farm, factory, straet, oﬁlca bldg., &tc.)
NOT WHILE AT WORK a

It L r M
a0 ded thé d d from ‘+ \“s\-"‘b to. L"l‘l?’\.ba and last vow :?;,divenn 4!"1?!—&3

Death occurred at. — '\ m on the date stated above, and to the best of my knowledge, from the causes’ stated.

MEDICAL CERTIFICATION

225, SIGNATURE or, title} 22b. ADDRESS

Jorn Qo\at&ft%c\naqp Nno G4 1) }%\‘-%E \Josp.‘n'l T GNED

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, towm, or county)  (Shote)

REMOVAL (Specify) ) .
mova L /26 /613 Annapolis
24. FﬁnERAL DIRECTOR ~ ADDRESS .- | 25. DATE RECD. BY LOCAL REG..

McLaughlin,2301 Lafayette ‘APR 25

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




s

. + STATEMENT BY llCEPiSED EMBALMER

| hereby, certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or byr Student Embalmer No._

working under my personal supervision.

Student

Signature of Student.Embalmer

Licensed Embalmer No.

: o \ -—
-P. O. Address i — " }gw

Note: The “above MUST BE SIGNED BY THE LICENSED his OWN HANDWRITING. (Failure to comply
with the above énstitutes grounds for revocation of licensa).- -
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. 1 If this-body is not embalmed, fact should:be, so-stated above.. .

a
]
L,

. 3 -

t




