~ MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63=038004
CEPARTMENT oF PuaLi:egi':rrza::rlTD':ur?:l‘:n.w_f_l::fjslg__l‘rimnry Registration District an.o_o_a _____ Bagisl‘rur'l No. ___94_45__ i STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED

0

=11 r—r nre N shm B
N bhacEorbeathtC 4 D 1J0D3 2. USUAL RESIDENCE (Whers daceasad lived. If institution: Residerce Gefore
3. COUNTY e stare Missouri e counry

VS 300
Rev. 4/ 59

admission)

b. Cc!)'ll'?‘f {If outside corparste limits, glve TOWNSHIP anly) Lengih of stay in 1b c. CITY Inslde Limits
own St. Louis 15 Irs, rowmdt. Louis Yo [ Ne O

c. ;%QPI:‘T&TEQ(R)F (If NOT in hospital, give localion) Inside Limits d:LI’RDEREETSS {1f cl_.mide, give location) Reside on Farm

mstiutioh St, John Hospital Yes O Ne[ 307 S. Euclid Ave, Yes [0 No O

3 g:pn:imo;ﬁ?:]cus.sn First Middle Last 4 Dgge — . ' Monih Do-v Year
Sister Mary Sanguinette (Pius) R.S.M. DEATH 9-19-63

5. SEX 6. COLOR OR RACE 7. Married 1 Never Married 35 |8, DATE OF BIRTH | ¥ AGE [last birthday) | IF UNDER | YEAR__1F UNDER 74 HR

Fem&le White b Widowed [ Divorced [] 3_23_03 60 Months Days IHours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHFLACE (Cify and atata o country] | 12. CITIZEN OF WHAT COUNTRY

STETSP Sigrly e ) | Religious Denver Colorado USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
P. J. Sanguinette Loulse Dondero None

5. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOC1al SECLITY NO [ 17, INFORMANT Address

(Ygpgo: o unknown) [ (I ey giypeuvar or dates of serv Sis. M. Barnardo RSM St. Louis Missouri

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and [c}. INTERVAL BETWEEN

DATE AMENDED

PART |. DEATH WAS CAUSED BY: - . ONSET AND DEATH
weone cxuse o0 YNdzal Slovmacs | &4ehng

DOCUMENT

o/
Conditions, 1f any, DUE TO {b) MW déd . ) gg_ﬂ_gg

which gave rise to
above cause ([a),

stating the vnder- *
lying couse last. DUE TO (c}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART Ill. If deceased was female was
disease condition given in PART 1 (a) ere a pregnancy itn last 90 days.

]D Yes I qNo [ O Unknown
19. WAS AUTOPSY 2‘0]!- ACCIDENT 5U1ﬁ; HOMICIDE 20bL. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART I of item 18.)

PERFORMED?

YESE NO O ﬁ A)

20¢. TIME OF Hou Month, Da¥, Year |
INJURY a.m.
p-m.

20d, INJURY OCCURRED 0e. FLACE OF INJURY [e.g., In or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factary, street, office bidg., erc.}
NOT WHILE AT WORK [

21. | attended the daceased from ;‘9 — L/" it (;’-‘ 3- _q"' (q "é” 3 and last uw_E;live on. qu "—I q —(52

Death odcurred at 9___ O/"L:/)’WL_ - m on the date 1ated sbove, and to the best of my knowledge, from the causes stated.
( : TE SIGNED

=T smNAIUW » rou or Tl /]4 ) B Zm;mi (-1/ )7 : .%/? Au A 275:-5 (3

23a. BURIAL WN,‘ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county} [State)
MO p )|

Hipia 9-21-63 Calvary Cemetery St. Louig Migsouri |
24. FUNERAL DIRECTOR ADDRESS 75. DATE RECD. BY LOCAL REG. 26. R RAR’'S, |W ‘ﬁ p
White-Mullen 118 N, Florissant Rd. Ferg. SEP 2{} 19R5 ) . ¢ A

[Licensed Embalmer’s Statement on Reverse 5ide)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

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. - )
SI‘;denf - Signed //ﬁw'/é'é{ ’f/ /pf%)‘-v—\.m
_ Signature of Student Embalmer :
Licensed Embaimer No.'3 B;J—
P.-O. Addre_ss #%j'j @

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.




