- THE DIVISION OF HEALTH OF MISSOURI 2*?863
v Me-200 | FIIED AUG 27 1949 STANDARD CERTIFICATE OF DEATH1003 State File No...

Rev, 10.48 .
BIRTH NO. REG. DIST. NO. __3_15 PR IMARY REG. DIST. NO. R(ﬂutrur]Ng S ? lﬂ-sr-

M . PLACE OF DEATH 2 USUAL RESIDENGCE (Whare duceased lirad. 1f lastitution: residemce before
a. COUNTY a. STATE . . b. Y ad.oineion) .
/} Missouri dHdard | O'X

¢. LENGTH OF ¢. CITY (If outaide corporate limits, write RURAL and give township) i -"‘,
STAY (in thin place) “

7L XTI TOWN Leorsa e

b. CITY (If cutside corpurate limits, write RURAL and give
OR . townrahip)
TOWN  St. . Louis

NN

DIRECTLY LEADING TO DEATH® (5

MNne for (8), (b), and (c)

*This does nol meen ANTECEDENT CAUSES
the mode of dying, such | Mortid conditions, if 7«1;} giv:ng DUE TO (b)
s heart faflure, asthenia,” | ~rise to the cbore couse (o) stating - - Jyl
the underlying couse last.
eic. It means the dis- 5‘ A
caae, infury, or complica- DUE-TO (¢} 61&“‘— d é éa’ ; ML_,
tion which caoused death. | 1. OTHER SIGNIFICANT CONDITIONS

ions contributing Lo the death but not
related to the disease or condition ceusing death,

19a. DATE OF OP.FRA; 19b. MAJOR FINDINGS OFERATION W % 20. AUTOPSY?
f//7-lf'g - M‘s‘e’ / Q YESD uoD

[+ d. FULL NAME OF (1f ot in hospital or instisution, gire streat address or locatlon) (If rural, give location)
. o HOSPITAL / ADDR&%(h R
O INSTITOTION Firnin Des loge Hospital
3. NAME OF a. (First) b. {Middle) <. (Last)
52 DECEASED . i . 4 DATE (Mouth)  (Day)  (Year)
B (Twpeor Pringy  Wiilliam Bess nEamAugust 21, 1949
é 5. SEx /)6. COLOR OR RACE | 7. MAD%RIED NII-IVCE;.ECIEBRRIED @. DATE OF BIRTH ¥ l:\.GE Uo yean] ¥ Vg | YO | F UKDER & HES,
[ oy s {8pecily) 4 birtbday, ontha| Days | Hours | Min
A Hg1e é/ Yhite married . Aupust 4, 1875 73 ]
: ; ~|| 10a. USUAL OCCUPATION (Giekindofwork | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Btate or farslgn oougtry} 12, CITIZEN OF WHAT
} 5 done d mont of working lits, sven if rotired) DUSTRY . . UNTRY?7
- arming Missouri Sk
.
o < Illaa. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-~y =
% ( Bess, Lawson ) | ( Dodge, Am anda anda ) | Napier, Nora
* E i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY FORMANT' § 5| GNATURE OR NAME ADDRESS
Lk < (Yen, no, or unknown) | (IF yes, give war or dates of service) NO. — M
o= — Ay Bmes ,
S 1 8. CAUSE OF DEATH MEDICAL CERTI TION INTERVAL BETWEEN
i || Enterontycnecauseper | [. DISEASE OR CONDITION ONSET AND DEATH
Z
]
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-
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=)
&)
&
[=1
-
o]
z
=

e KL :;4‘ ot

V. [[212 ACCIDENTT 77 apaeite 2ib. PLACE OFANJURY (u.g. inorabout | 21c. (CITY, TOWN, OR TOWNSHIF) “(couNTY) N\ ;smm
- SUICIDE bome, farm, Inctory. siroot, office blds., ste.)
] HOMICIDE .
g 21d. TIME (Momtt) (Day) (Yea) (Heuwn) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
BT oF WHILE AT[—] NOT WHILE - . %jdy
J‘ INJURY @ | “work AT WORK N :
s L
; 2. I hereby certify that I attended the decea.sed‘from IB.&% to _&é,L 19 7 that I last saw the de':eased
3 j _alkve on , and thal Heath occurred al Sfrom the couses and on the dale staled above.
~ o %;:’ATUR / / \ ] (De% titls) | 23b. ADbREss Zi. DATE SIGNED
S -1325 BouthGra ' ' :
2 /fiﬂM/ - 8 nd, 1 fo2R-5
h<\[-' . ONBgR[gJ.ALCREMA- " 24b. DATE l 24. RAME OF CEMETERY OR CREMATORY - | 24d. LOCATION (Oity, town, or county) *  (State) 4
(Bpeddiy)
E | GuklAL, |8 2/ -’—f? Ht{ug nee rho
DATE REC'D BY L%C%L }RAR 25, FUNERAL n;ﬁg& dr’&“{\”-‘jf‘tuary ‘393.!‘!508 Inc.
pUG 23 viog dpancbaste Ave St, Louls 10,:Ma.
gldl)

(Licerned Embalmer’s Statement on Reverse




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 under my personal supervision.

SEUAONt veerrerersennrnnee Signed % ») Q/

Student Embalmer / '9[
Licensed Embalmer 643 3

P. O. Address %/ZLA_

+=Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failute to comply wi
the above constitutes grounds for revocation of license,)

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




