MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAR
Registration Distriet No. .o uo

DO NOT WRITE
ON THIS 5TUB

AMENDED

V5 300
Rev. 4/59

1. rucisigiii: h” 2: Igsi

318._.Primary Registration District No. lma---_kemmnr ‘s Ne. __

5431

STATE

i M.
FILE NUMBER

8. COUNTY

2. USUAL RESIDENCE (Where decsased lived.
a. STATE b. COUNTY
: Missourd

If institution: Residence before

admission)

b. CCI)TIY {If outside corporate limits, give TOWNSHIP only)

St, Louis

TOWN

2

Leng:h of stay in b

c. FULL NAME EF {If NOT in hospital, give location)

HOSPITAL O
INSTITUTION

DePanl Hospital

Inside Limits

Yes 3£ No [

€, CITY
OR
TOWN

d. STREET
ADDRESS

Inside Limits

Yes [X No 3

(¥ eu.hide_. give location)

8657 Partridge

Reside on Farm

Yes (1 No X

% | DATE AMENDED

3. NAME OF DECEASED

{Type or print)

First

Middla

C

Last

TRAVERS

4. DATE
OF

DEATH Mw

Month

Year

1963

Day

20

5. SEX

female

é. COLOR OR RACE

SUSAN
white

7. Married [0  Never Merried [
Divorced ]

Widowed X

8. DATE OF BIRTH

9. AGE (last birthday)

1/17/1888

75 years

IF_ UNDER 1 YEAR

IF UNDER 24 HR

Months

Days Hours Min.

10a. USUAL OCCUPATICN

Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

BIRTHPLACE (C

ity and state or country)

2. CiT

ZEN OF WHAT COUNTRY

dgnogﬁmsmefﬁfivipging life, even if retired) ) St. Lcuis_ Pﬁss U. S. _A.

14. NAME OF HUSBAND OR WIFE

William Travers

Address

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME

T

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

Edward Seymour
15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yas, or unknown}{ (If yes, give war or date
o l

88
17.

16. SOCIAL SECURITY NO. INFORMANT

874 William Tra
T A O T 1 (BEATH WAS CACSED Ay, T ﬁ
IMMEDIATE CAUSE (a) L_jl'f e "3 O e L/ & e Z
)41’71 R { ﬂSe/t?Ya $2 <
g e e | DUE TO (@ 45‘0 0

EATH but not Iredmiht 1
PART I). DTHER SIGNIFICANT CONDIT|ONS CONTRIBUTING TO D ut not rela ¢ termina there s reanancy in last 90 days.

IuP ition given in PART %Parv p’ géqg © . [D Yes ] M o I 0O Unknown

- POowve@T 2L :
19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMLlICIDE 20b. DESCRIBE HOW [INJURY OCCURRED. (Enter nature of injury in PART ¢ or PART 1l of item 18.)
. PERF, D? - g .

No [ N B
Momh, Day, Year

o

0| @

INTERVAL BETWEEN
ONSET AND DEATH

<

-DOCUMENT

Conditions, if any, DUE TC (b)
which gave rise to

above cause (a),

INSTEAD OF

PART tll. If deceased was female was

20c. TIME OF
INJURY

Hou!
a.m.
-p.m.

20d. INJURY CCCURRED

MEDICAL CERTIFICATION

#0e. FLACE OF INJURY {e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK farm, factory, street, office bidg., etc.)

NOT WHILE ml‘i w%jsuc O
o_‘LMnd last lawm j ;d —£ ?

2.1 aﬂendod the deceased from_’%_g / é ;2.

Desth occurred at

USE BLACK INK

on the date stated nbovu, and to the best of my knowledge, from the cavses stated.
23s. BURIAL, CREMATIONZ - NAME OF CEMETERY QR CI!EMATORY
EMO ﬁéHESpecify)

SHOULD READ

TYPEWRITER RIBBON

23d. LOCATION (Ciry, town, or coug
turd Calvary Cemetery

24, FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG.

BUCHHOLZ MORTUARY-5967 W.Florigsant Ave MAY 21 1963

BY AFFIDAVIT OF

ITEM NO.




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.

Signature of Student Embalmer

Licensed Embalmer No. 4,[5"_5"/

P.O. Addw—_u

Note: 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),

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.




