. Me.300 ﬂLEDUhC 14 1949 THE DIVISION OF HEALTH OF MISSOURI t)¢)284‘.

1008 STANDARD CERTIFICATE OF DEATH State File No... .
o : #104502 #-
| BIRTH NO. REG. DiST. NO. _am PRIMARY REG. DIST. no..]m.'i Rtgutrur:N 2*‘-'
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decassed lived, If insstitution: residence before
. COUNTY . STATE . CO * adinismion),
. * Miss ourt b- COUNTY Vrs7,
b. CI‘I‘;Y (I outeide corpurats limite, write RURAL and .‘lv:.m (s::rALi’ENifm l’!E)F <. CBI’Y (If outside corporate limits, write RURAL and give township) /
waship) { )
TOWN St.Louis,Mo. e i ToWN St. Louis Z,
d. FH(I)JS'P#AL:.EOCE!F {If not in bospital or instication. give street address or location) dﬁEET (i raral, give location) ) - /
INSTITUTION St.Louis City Hosvnital #1. 10919 Riverview 0\
3. NAME OF a. (First) b. (Middlej <. (Last) 4. DATE (Menth) (Day) (Year)
{Typeer Print) . © MILDRED SHAW DEATH December 2,1949
5. SEX 6. COLOR QR RACE { 7. #:ARRIEDD NDEVEE MBRE;GEEJ 8. DATE OF BIRTH A1 8. ::?Eh::t::)"‘ B:’ :1‘:1 |D;mnn " OER U .
- { L . . Bours | Min.
Fomale’ | White "Married 7 | Feb 22, 1915 54 l |
10a. USUAL OCCUPATION (v kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE {State or forslgn country) . 12. CITIZEN OF WHAT
done during maost of working life, even if retired) DUSTRY COUNTRY?
Housewl fe At HOme Granite City, TIllinols U.S.A.
llaa. FATHER' S NAME 13b. MOTHER S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Warren Wilgon { Anna Martin = | Fprederick Shaw
15. WAS DECEASED EVER IN U.S5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes.no, or unknown) | (If yeu, pive or dates of service) NOC. .
No Unknown Frederick Shaw=-10919 Riverview
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onseauseper | 1. DISEASE OR CONDITION . ONSET AND DEATH

1ine for (s}, (b9, and (& | DIRECTLY LEADING TO DEATH® (o)

*This does mot mean ANTECEDENT CAUSES 24
the mode of dying, such | Aforbid conditions, if any, givlug DUE TO (b} _@
das heart failure, asthenda, | rise-fo the above cause (a) stating __7;{&‘_ -

de. It means the dis- the underlying cause laat.

eaue, Infury, or compll + DUE TO (&) .
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
related to the disease or condition cousing death, . R
= Il 19a. DATE OF QPERA- | i3b. MAJOR FINDINGS OF OPERATION ‘ - o ’ 20. AUTOPSY?
TION
N - . ves [ wo [
21a, ACCIDENT (Bpecity) 21b. PLACECF INJURY (eg..inorsboot | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) A
SUICIDE home, farm, fastory. strest, offios bidy., «18.} ’ ' . .
HOMICIDE . \_ﬁ '
i 21d. TIME tMoath)  (Day)  (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? B
: ) WHILEAT ] NOT WHILE ; ; / 7J X
INJURY =. | “work AT WORK . .
10 Tast saw the deces
2z. I hereby cerii 1(5 /ml 1 aumded the deceased from __.ﬂim, 19___ ,lo _EZZZAQ__, 19____, that I'last sow the deceased
alive on , and that death occurred ot _9_;3913%., Jrom the causes and on the date stated above.
232, SI ATURE . (Dezne or title) 23b. ADDRESS 2. DATE SIGNED
/77 ﬁ . 1515 Lafayette Ave., . [12/3/49

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

BURIAL CREMA— Z4b. DATE -/ | Z4c. NAME OF CEMEI'ERY OR CREMATORY" 244. LOCATION (Oity, town, or coanty) * - - (State)

TION REMOVAL (Bpecily)
Remdwal 12 /3 /a9 Alton, T1llinois

OATE RECD BY LOES: ‘xm 16 E . FUNERAL DIRLCTOR' 8 S1GNATURE ADDNE 53
|_OPFC 5 wun EM Alber ) - o va

(licensed Embeimer's Staternemt on Reverse Side)




rd

N

; " STATEMENT BY LICENSED EMBALMER

#
Ty
.
—

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

.. _ Student Embsimer No.

working under my personal supervision. @Mj 27

SEUAONE cvurasesrsansrrosnsanansaniantnusas Slg'nerl M
S Student Embaimer é 7}/? /

\ Licensed Embalm P

"
. 13
7

P. O. Address.c - W

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure w oomply w:tb
the above constitutes grounds for revocation of license,)

If this body is not embalmed, fact shox:!d_be so stated above.




