THE DIVISION OF HEALTH CF MISSOURI

. No.300
W] TUEDAPR 231949  STANDARD CERTIFICATE OF DEATH Stte File Me, .?*ﬁﬁ?o —
- BIRTH NO. REG. DIST. MO, l/j_ PRIMARY REG. DIST. NM Registrar's Ne. /J ‘7 ?
é 1, PLESCE OF DEATH : - 2. USUAL RESIDENCE (Whare decessed lived, If lostiintion: residence bufors
a. COUNTY a. STATE b. COUNTY < aduciarign).,
?‘ St. Louils Missoquri )
CITY {If gutelds eorpurats limits, write RURAL and give €. LE?‘hGTH OF, <. CgRY (1! outalde corporate lUmits, write RURAL acd glve towmbip) ol
O 5 om Koch (rural) e SEG=ge 8| oW St. Louls y/f/
d. FULL NAME OF (If not in boepital or inmtitution, give street address or locaticn) d. STREET {Uf rarsl, give location} ‘ '
HOSPITAL O ADDRESS
ag iNsTiToToN Robert Koch Hospltal (/ 4259 West Belle ‘ﬁ)’
3. NAME OF &. (First) b. (Middle) ¢, (Last} ) DATE (Moutt)  (Ds
DECEASED ¥}  (Yeir) .
. (Twoeor Pty Lb111llan - Otey peam March 26, 1949
E 5. SEX V6. COLOR OR RACE | 7. #ARR‘.‘I,EB, NE‘\%RCPEISRR]E 3 . DATE OF BIRTH %. AGE o youns] 7 wocH YO | P ONORR B one,
. @ birthday ontha| Days | Hours
Female— Negro Harried 72 12-17-13 i 35" l |
Q 10a. LISUAL OCCUPATION (Give kind of woek | 10b, KIND OF BUSINESS'OR IN- | 11. BIRTHPLACE (state or forelen oountry} 12, CITIZEN OF WHAT
5 ano{v«ﬂumo.munﬁt‘d) ' DUSTRY UNTRY?
H Tiff, Mlgsourl / 3. AL
< 138. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
N Willls Casey . Mary Jane Rousgsan James Otey
b2 [{ 15 WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S5 SIGNATURE OR NAME ADDRESS
< (Yes,n0, 01 unknown) | (If yes, give war or dates of servios} I NO,
= No ospltal Records, Robt. Koch Hosn.
| | 1. cAuSE oF DEATH MEDICAL CERTIFICATION lg'r&v.:xi 3
b I..DISEASE OR CONDITION:
Z 1 linetor (o, (o o 1y | DIRECTLY LEADING TODEATHY oy Pulmonary Tub erculoal s "‘ﬁ
E *This docs not mean | ANTECEDENT CAUSES ) )
the mode of dying, such | Morbid conditiona, if ang, giving DVE TO (b) 3 EI
j_ a2 Acart faflure, asthenia, | rise to the above cauae (8) tating . 7 . PR :
= ctc. It meons the dip- | the underiying couse last. @ |
R a4, infury, or complica- BUE TO (c} "%
|| tion which caused deats. | 11. OTHER SIGNIFICANT CONDITIONS \
= Conditions contributing to the death but not -
3 related to the disease or condition couring death,
P 19a. DATE OF OPERA- | 196, MAJOR FINDINGS OF OPERATION - 2, AUTOPSY?
= TION
[~ YES E NO D |
o |22 Accioeny {Bpecity) 215, PLACEOF INJURY (e.g..Inarabons | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, fastory, strest, offios bidg., ste.)
= HOMICIDE
g 219. TIME (Moath) {Day} (Yess) (Hour) | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR? |
l CINJURY T[] M aE |
E 22. 1 hereby certi) %at I aucnded the deceased from 1-21~ . 1519 , o 3—=29-~ . 148 , that [ last saip the deceased
aliveon ___ Y —<P= 19 =Y gnd that death occurr_gi ot B2 15Am., from the causes and on the date stated above.
E 3. SIGNATU ftile) | 23b. ADDRESS B¢, DATE SIGNED
- Z )4(..{.@6@ DZ';}’ Robert Koch Hospital 3=20-49
E BURIAL CREMA- | 24b. DJ\TE ME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) (Btate)
L E | B Wa s bhingZs '
h § KLY 1 & H-2—«7 AaAs hrrg T A
DATE RECD BY LOCAL | REGISFRAR'S SIGNATUR /- 7 |5 ruMERAL DIRECTOR™S SIGNATURE - “NODRE
REs. - : % / Und 2232 ine
B-3(—¥% = 1400 X ’ a

" . (T icensed EBalnled

fement oo Reverse Side)




-y

STATEMENT BY LICENSED EMBALMER

I 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 unider my persona! supervision.

Signed.. g/,(//o/ MW/”,L
el -
Signed-\Cf'... A ..Y.Q.hf.m....:-. ....... Licenzed Embalmer NO 37
Student Embalmer L ‘: — L _
P. 0. Address_ S W :

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 this body is not embalmed, _facf should be so stated above. N . e

I




