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ko, 300
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WRITE PLAINLY—USING UNFADING BLACK INK~—MAEKE A PERMANENT RECORD

ALED OCT 7

THE DIVISION OF HEALTH OF MISSOURI S
STANDARD CERTIFICATE OF DEATH

32081

1949 State File No.unnnn. PC N - N
3 )13
' BIRTH NO. REG. DIST. NO. Q_‘l_g__ PRIMARY REG. D{ST. Kegistrar's Na
1. PLACE OF DEATH l 2. USUAL RESIDE| ¥lre Jecoased lived. T! inatituticn: resilenss-before
. COUNTY . STATE s - b. COUNTY ditiion).
2 2 Missouri o

b. CITY (U outcide corpurats limits, write RURAL aad give

St. Louis, Miss

OR
TOWN

townshin)

ourl

c. LENGTH OF

STAY tin this place)

c. CtTY (18 -outaide oo RURAL azd eive township) V/
oW g%w 4

d. FULL NAME OF (If not in hospita! or institution, give strect nddra’ or. owktion)

HOSPITAL OR

D iy, ke

wsmirution ot . Louls State Hos pltal
3. NAME OF a. (First) b. (Middie) c. (Last) 4. OATE (Mmt -
DECEASED — " “OF
(Tvpeor ) CHARLOTTE 7= FETERS o Sept, 957 160y
5, SEX 6. COLOR OR RACE | 7. ml.no%rgég h[l)rl-:\\;ggégsamsn 8. DATE QF BIRTH ' 9. AGE (Iu sen hn; UNDER 1| YEAR | O ONDER b WS,
3 * e Y, onthe | Days | Bours | Min.
Female || White Never married |April 8, 1872 | & l |
lOa USUAL OCCUPATION (Giive kind of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or forelas soun, Y f 12, cmzzﬂ OF WHAT
n::-tn{'urkh:‘ul'. wvan If rotired) . {TRY?
“fon Nil Yonkers, New Yof k I oA
13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSEAND OR WIFE
E. J. Peters Unavailable Nil ..
5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S5 SIGNATURE OR NAME ADDRESS
{Yea np. orunknown) | (If yea, li'I .'prir dates of service) ; NO. .
No 1 None Lelia Peters
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onsesuseper | 1, DISEASE OR CONDITION ONSET AND DEATH
Hze for (a), (b), and ) | DPIRECTLY LEADING TO DEATH" (5 Arteriosclerotic Heart Disease 3 yrse.
. ANTECEDENT CAUSES
*This does nol mean - enilit
the mode of dying, such | Aforbid eonditions, if ony, giring CUE TO (b) S Y
as hear! failure, asthenia, | rise to the abore cause (o} gating . " LT L
etc. It means the dis- *-:the underlping couse last. - i T . - mTmm e - -
ease, injury, or complics- _ DUE TO (c)
tion which coused death, | 1. OTHER SIGNIFICANT CONDITIONS 2 2 - .
Condilions contributing to the death but aot
related to the diseaze or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
I LN ! A
ves (] wo [J

21a. ACCIDENT " (Bpacity) " ‘| 21b.PLACE OF INJURY (s.5., ineorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) = (COUNTY) " (SLATE)
SUICIDE home, farm, tactory, sireet, office bldg..e10.) .- oy . -'
HOMICIDE . . ) : N
21d. T(IJII-!E (Month) (Day} (Yess) (Hogr} 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
Ny w | WHLEAT[] NOTWHIE }'JL ﬂ_/ﬁ"a

AT WORK

2. I hereby cerhfy that I attcnded the deceased from Sept 1
nd that death occurred.at 7_30_3 m., from the cquses and on !he dale slated above.

alwg on

19 46 lo Sept. 26 19“9 , that I last saw the deceased

g B

{Degroo or tisle)

WU

Z3b. ADDRESS I 3. DATE SIGNED

54,00.Arsenal St. -9/26/49

BUR AL CREMA-
TION
H 13.

24b. DATE

9/29/49

24c. NAME OF CEMETERY OR CREMATORY

Lake Charles

24d. LOCATION (City, town, ot county) . {Slate)
St. Louis County, Missour]

DATE REC'D BY LOCAL EG! R'S SIGNAT
SEP 2 SEW o

25 FUNERAL DIIECTOQ S SIGMATURE  ADDRESS

Shepard Funeral Home- 1167 Hamilton

(Licensed Embalmer®s Statement on Reverse Side)




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, 07 Dymmmvemesrcemree

......................................................... Student Embaleer Mo.
working under my personal supervision.

StUdent ..uverierrcanocnsnnnn Meeenenaaaans ) _ Si
Student Embalmer ] ’ .

‘Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hisx OWN HANDWRITING. (Failure
the above constitutes grounds for revocation of license,)

It this body is not embalmed, fact should be o stated above.




