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1. PLACE OF DEATH:
(a) County.....cow...

(b) City or town ) bt LOU.iS I'JJO

{Ir outslde elty or town limits, write “RTGRATL"
() Name of hospitdi_ﬁnsm on:

TSN 5 A2 nfirmary.....f.‘.loaopi.tal...Q....

{If not in hosnn.al or institution, write street number logation)

(d) Length of stay: In hospital or mst:lutlmg__aé_kéte(m‘%ﬁr

In this community,
years. months or days)

and pame of township}

2, USUAL RESIDENCE OF DECEASED:;
Misspouri. . a,)coum,ﬂ""““‘1

(a) State...

t
{¢} City or town....... S t » Loui =] " N /7 C};
(If ouwtslde elty or town limits, write “RURAL’'} 7’ )

(d) Street No.o.. S+

5800.-Arsganl

Tural, give location] ¥
{e) Citiz }fﬂreign COULETY Prrnronn SN ¢ T T 2 ()

1f yes, name country..

3. (a) PRINT
FULL NAMEB

Susan.Dixon..
() Sacial Security No

No r 3N

3. (&) If veteran,

ome. |
3, Colorwr_

6. (a) Single, \Vduwed. married.
i ‘
race..

divereed....

MOTOER FATHER

6, (b3 Name of hughapd or wife...
arry. uUixon
7. Birth date of deceased.....ovuni
8. AGE: Years Months Days
70 & 2

9. Birthplace....

s A Laui 3,.

“ (Cltr. w\m or county) (State or forelgn coUntry)

10, Usual oceupation. e errncsmeronne
it. Industry or business.

12. Name.......Pgtpt-ek Flaﬁﬂig% l
I'e a

{City,town, Or county,

i 14, Maiden name..........! S Bsan ..................
£3. Birthplace,.

13. DBirtbplace

(City, town, or countiy} {State or forelgn country)
14, {a) Informant......... HaI’I'yA DJ.XOIL AL, -'-"C aXEs
(b) Address.. ,5926 E&Jt £33, 3.8t ."“
BU.I’ lﬂ . (b)Y Diate thereoi...

"(Burtal, crematton, of rem (Month) ( T¥ear
(¢) Place: burial or mma:aan._....c.&.lll'.&.l' C eme t ery

18, (a) Signatdrc of funeral d'rcctor....A.l.ber H Hopge
(&) AddTESShTOO‘ﬁI Vd -

19, (d) v d R g
{Date received

MEDICAL CERTIFICATION

FelATuune

19A8 .......... LTI l.@ ............ b LTI §

21. 1 hereby certify that T attended the deceased from.:]'_uly .

........................... ]gst,. L T JET IR WY ——

PHYBICIAN

Of operations. .
. Underline
the cause of
which denth
should be
charged sta-
tistically.

O AUEOD Y ettt cecettecmee s eeeeemeencreeenmecrms e seae bea bbaaeieaan s aemdaemsmass smnmamsennbnd

22, If death was du: to external causes, il in the fq_llow ing:

(2) Accident, suicide, or homicide (SPECIiy )i i i e
(D) DBLE OF-D0CUETOIE R 1.-.oovrr e se s omsres st sess s bess o s ot s e e s b st bt

(e) Where did injury occur?

T(City or town)} {County) (State)
{d) Did injury occur in or about home, on farm, in indnstﬁal‘p‘lac:. in puhlic

place?........

of place) bt
Means of injury....

. or other). i,




working under my personal supervision.

P. O. Address etvoee e aeraaereans e tR e sa e s e
Note: The above MUST BE SIGNED BY THE LICENSED EMBF_L_LMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)

If this body is not cmbalmed, fact should be so stated above.




