MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE 7 A
. N o a ) A ) L. STATEFI
DO NOT WRITE ENDED ngmffmnﬂ)nﬁﬂ ﬂ.t} \T_z_n__TgEg_;;__anuw Registration District No. __\.é_—_.__-_____llnglnrnr “s No. _5131‘_._.5____-

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whef; decessed lived. [f institution: Residence before
. COUNTY : Ty i
. SteLouis ~ STATE Missouri®™ “@N™  St.louig i
b. CITY (If ounside corparare limits, give TOWNSHIP anly) Length of atay in b . CITY fnside Limits

Or OR
] TOWN Des Peres TOWN  Chestaerfield Yes i Ne DD
% lj ¢, ::.g_épllﬁlriME OF {if NOT In hospital, give location) Inside Limils d:s%iEEgs (If cutside, give location} Recide on Farm ~
i INSTITU'IION ]
200 00 Chastain's Nursing Home [Y=@R ND 3 Chesterton lane Yes [ No i3

3 3. NAME OF DECEASED First Middla Last 4. DATE MDnﬂ) Doy - Year

{Type or print) OF
Grace B. - Moon DEATH October 31, 1963
5. SEX 6. COLOR OR RACE 7. Married []  Never Married [J |8. DATE OF BIRTH | 9- AGE {last birthday} | IF UNDER ] YEAR IF UNDER 24 HR

Female White Widowed i Divorced [J 9_/14/188 ,[6 Monl'hsI Days I Hours Min.

10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE (Ciry and srote or country) | 12. CITIZEN OF WHAT COUNTRY

%?ﬂm“ af wci i‘%a even if ralued] lleanj_ng Est,.ablj_shmept JaS mr Go . .Mo . i US .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME CF USBAND OR WIFE

Samuel Bowers: Rebecca Cairns Alfred C.%0on
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO.. | 17. INFORMANT Address

(Yes, ne,ﬂr unknown}| (If yes, give war or datas of service)
18. CAUSE OF DEATH (E | line f b d Gentrv Ph-l 1mtt 3 Ches terton I
OTRETT: GEATH WS CAUSED BY: g O e Chesterfield,Mod ONst axp pesin
IMMEDIATE CAUSE (s] &U f’»"’ A-ld/. J/r;k‘-@f’h? } ZOQ»ZL/
Conditions, if any, OUE TO (b %5& M" HLea"‘ J/M {-L’QM —

wbl:;m gave nutr;: ~ ﬁ

above cause {}

tating the under. Cf"/] W ‘7 “
lying® caute. fast, DUE 10 () C’MM ;

PART 1). OTHER SIGNIFICANT coNDmONs CON‘IRISUING 10 DEATH but not related 10 the tecminal PART 11L. if deceared way femala was
disease condidion given in PART I {a) thare a pragnancy in las! 90 days.

]D Yes l £ Ne I J Unknown
19. WAS AUTOPSY 20a. ACCIDENT SUICEI]DE HOMD|CIDE 206, DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART 1| of item 18.)
m}

V5 300
Rev. 4/59

DATE AMENDED

—
4
wl
=
p=]
[v]
Q
4]

_ PERFORMED?
YES [ NOXI |

Z0c. TWAE OF  Houl  Month, Day, Year |
INJURY am.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about home, [ 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, foctory, sireet, office bldg., ete.) C
NOT WHILE AT WORK (]

e } i
21. | artended the deceased from ]u-'—\ 1’1 FqL 1/ ta. ‘3! ?I!L ? and last saw,"::;_gl_lve on 7bl %/ t’?

1
Death occurred at 3 225 js)u] _m on the date stated above, and to the best of my knewledgu. 'rom the causes stated.

22 .SIGNATURLE/\-) 1 [Egrn ar title) Mlh 22;. AEJE‘( k e @Q Q 5- L ?‘;‘j&)“( 2%¢. D, xls NED

S

23a. 1AL, CR_EMATION, 23b, DATE 73c. NAME OF €EMETERY OR CREMATORY 23d. LOCATIOM (City, town, or cobnty) (ilaluf
REMOVAL (Specify)

Cremation 11-1-53 Valhalla Crematory
24, FUMNERAL DIRECTOR ADDRESS 25 DATE RECH. BY LOCAL REG. REG1 Tﬂ SIGN URE
Albert H.Hoppe,Inc.,4700 Washington Sivdfe // /" 63 4}}%

T

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

(Licensed Embalmer™s Statement on Raverse Side)




STATEMENT BY LICENSED EMBALMER

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

or by __ Student Embatl er
working under my personal supervision. I]

Student

Signature of Student Embalmer

. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o 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 s0 stated: above.

[




