FILED JUL 3v 1849 THE DIVISION OF HEALTH OF MISSOURI 2 4 741

S. No.3%00
STANDARD CERTIFICATE OF DEATH Stote File N
v. 10.48 . . ¢ V.. r;,l (
. L4
lj./ {BIRTH NO.__/ 7!.1";?-4? REE. DIST. NO, a !8 PRIMARY REG. DIST. no]_QD.S_. RmmranNo [PPR—— ..) rawssan
; b i. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived. If insti id
;J)»“) a. COUNTY a. STATE MiSSOUI’i b. COUNTY Jeffersﬂrriun)
: b. CITY If cutoide comunbe limits, write RURAL nad give %T ALYENGTH QF ¢. CITY (If outalds eorpon'!: Limits, write RURAL atd give townahin) é_.
(D a TOWN St. Louis ' (e o thinplacolt SN Kimmswick ‘;
[+ 1 FHOLI‘:;'P?'#AT.EOOF (If not in hospital or instisution, give streot addreas or location) %}& © (U ruml, givs locatfon) -
8 nstitunion . Bethesda Hospltal * /
g 3. NAME OF _a. (First) b. (Middle) . (Last) 4. DATE (Month)
DECEASED . )
H { Type or Print} aI’baI'a June Dix DE?J;H July ilgy-éh rie§49
ﬁ 6. COLOR OR RACE | 7. #ARRIED, NE\\:’ER MARRIED, . )B DATE OF BIRTH S.If..GEhgn years| IF UNDER | YEAR | IF UNDER u Has.
# Femalef White Nesap W2 B5444 ) June 10 1911.9 ¢ birthday) MTJ", B 2o ' Min,
%A 10: UEUAL OCCgPAT,IdON n(fGiveklndu!woﬂ): 10b. KIND OF BUSINESSD([)Jlg_I_ H‘Y 11. BIRTHPLACE (Biate or forefgn sountey) : 12, CITIZEN OF WHAT.
. one oet of w " if retired; - » 1
& N Kimmswick,Mo. ¢ i
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
o | Andrew Dix. _ Ella Shank | None
15. WAS DECEASE;D EVER IN U.S. ARMED F?RCES" 16. SOCIAL SECURITY | 17. INFORMANT'S S[GNATURE OR NAME, ADDRESS
{Y , or ynknowa [§ ( ive w: dates o )] -4 4 .
R | e eer st etreie | Nome Andrew Dix, Klmmswn.ck Mo
18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL. BETWEEN
al | Enter only onecaussper | [. DISEASE OR CONDITION

2 W, : 277 Z b_mfsrr:r:n.nam

DIRECTLY LEADING TO DEATH*(q)

line for {a), {b), and (c)

i

n
WRITE PLAINTY—USIN

T

G UNFADING BLACK INKE—MAK

-

/

*This does not mean
the mode of dying, such
as Leart follure, asthenia,
ete. It means the dis-
cate, injury, or complica-

ANTECEDENT CAUSES
Morbid conditions, if any, gizing DUE TO (b}

= rise to the above couse (o) stating
the underlying cause last.

DUE TO (c)

tion which coused deqth,

11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing fo the death bul not
related to the disease or condition cousing death.

—
.
'

19a. DATE OF 'OPERA-
TION

19b. MAJOR FINDINGS OF OPERATION

‘0. AUTOPS

2la. ACCIDENT {Specity) 21b. PLACEOF INJURY (ox..inorabout | 2fc. (CITY, TOWN, CR TOWNSHIP) . (COUNTY)
SUICIDE home, farm, fagtory, streat. offios bldy.. ete.) - M i
__HOMICIDE - | omtem factary. sirest. ofioe Bda-ene) . A
214, TIME ~ _ y (Momth) lDuy Toany ¢ (Hou.r) .2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? N}
S OF R Tt L WHILEAT . NOT WHILE . /e /' i
INJURY WORK AT WORK

alive on

[ = A B . K .
2. T hereby ceﬂify that I attended the deceazed from
and that death occurred at/_f , from the causes and on the dale stated above.

to , 18 that I'last

y

saw the deceased

,@Gugune f,é ,éa,o{m w

23b. ADDRESS

SIo0 @Q—«-A—»Z—

23c. DATE SIGNED

7o 43

%N. MOVAL ¥}
ﬁéme#gf'

DATE REC'D BY LOCAL

| JuL 2 jors

Hoppe Inc.

“(State)

BURIAL, CREMA- 24b, DATE 24¢c. NAME OF CEMETERY OR CREMATORY" 24d. LOCATION (Oity, town, of county)
7-19-49 Presbyterian Fe. éi‘:‘us A i
G 25., FUNERAL nl.a:cron 5 _SIGMA

REﬁAR'S SIGNATURE[ : Z | r

I:l"ZOO "‘Jash mgton

| 97

{Licensed Embalmer’s Statemnent on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by wm

Student Embalmer No.

working under my personal supervision,

* Q
Student caoavescess cannan ér;l;-l- Casasrnessenae Ao el ...'.-..W-LLJ i ok Sos (M
Student almer — o
) o Licensed Embalmer No 3 3 7 S ‘

L4
P. O. Addres).ﬂ_ggz\mmgﬂa |

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,) 1

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




