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ALED NOV 25 1949

'BIRTH MO,

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CE%&FICATE OF DEATH

39419
r)qo 1

003 State File No...

REG. DIST. NO. PRIMARY REG. DIST. MO. _______ _. Registrar's No.X
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers desensed lived. If institution: fesidence before
a. COUNTY a. STATE -W b. COUNTY . adunbmion).

b, CCI'TY (If onteide corpurate Uimits, writs RURAL and give ¢. LENGTH OF

W /ﬁ \J (Degres or title)

c. CITY (If oul write RURAL asd give township)
township)[ STAY (in this place) .
TOWN ) . : TOWN ﬂ 'Zﬁ'-u/‘—d/ f?
d. FULL NAME OF {If sot ia housital o¢ insuivutiofy give streat address or location) % REET i (I rural, give location)
WSRTALSR  Homer G Phillips Hospital 2 0o L. !
S'DNE%ME %FE’ a. (First) b. (Middie} ¢ (Last) 4. DSTE (Month) (Dap)” (Yean
{ T¥pe or Print) Leona : Wells pean  Nov, 9 1949
5. SEX 6. COLOR OR RACE | 7. 1.’31"[)%%}%:% ISIE‘\;SR MARRIED, | 8. DATE OF BIRTH o 9.&6&3:-)." o ooen 9 YDA | OF GacEn u HES
N REED (Bpecify)— ] ¥, oo Days | Hours | Min.
Femaleg Colored wid, Seplt /3, /FFol s , |
x ALOCCUPATION ((‘lnkimlulw 10b. KIND OF BUSINSSD?J?TRI‘; 1. BIR'I'}-IPLACE’fBuu or forelgn sountry] 12. CITIZEN OF WHAT
most of working life, evenif . T COUNTRY?
Ay w7 70/6’65/:41 Jew
13a. FATHER'S nms é 13b. MOTHER'S MAIDEN NAME 14, NAME of' HUSBAND OR WIFE
bociis Srawbervy. | ND/ive
15. WAS DECEASED EVER IN U.S. ARMEI/FORCES? l 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. 0o, or unknown! | (If yes, give war or daies of servies) NG. . - ,
eisen’ /F09 Cotus L
18. CAUSE OF DEATH MEDICAL CERTIFICATION ( / INTERVAL BETWEEN
caise 1. DISEASE OR CONDITION : : . . ONSET AND DEATH
 enter only onsomeyet | DIRECTLY LEADING TO DEATHs(,, __._Carcinoma of Ovaries with Metastases | Undet.
P to Iungs and intra abdominal vi
- scera
*This doer not mean ANTECEDENT CAUSES
the mede of dying, such Morbld conditions, if any, giring DUE TO (b}
af heart fatlure, asthenia, | rise to the abov: canze (o) dating -
cte. It means the dis- the underlying couae o, Ascites
case, infury, or complica- DUE TO (c) A .
tion tohich coused death. | If. OTHER SIGNIFICANT CONDITIONS ~
Conditions contridbuling to the death but nol
Sotated to the Givease o condition eneing deatp,  Malnutrition -
19a, DATE OF OPERA- ! 196. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION . K
21a. ACCIDENT (Bpeciiy) 21b. PLACEOF INJURY (ex..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE) -
SUICIDE, bome, ferm, lactory, street, office bldg..ete) | . : L}_ ﬁ ;
HOMICIDE . ‘
214. TIIF!E (Mocth) (Day) (Yesr) (Hour | 2le. INJURY OCCURRED | 217. HOW DID INJURY OCCUR? 4 7 / »X
- WHILE AT MOT WHILE| .. : X
INJURY = | “work AT WORK - ) o S, / R
2. I hereby ceffy I'attended the decaaaed Jrom 8_-21..._, 1 Jdo _11=9 | 1949 , that I last saw the deceased
gliveon 277 _____ IQé_?c, and, fthat death occurred ot 10: m., from the causes and on the date stated above.
IGNATU 3. DATE SIGNED

a/ﬁonaas
©2601 N whittier “St- 111-10-49

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

24a. BILR'EF.!HI(‘)\VLA:LMA 24b. DATE ‘ 24c. NAME CEMETERY OR CREMATORY jﬂo (Olty, town, or county) - (Stata)
) ZW’/@/?/? ??; . "‘ o S Y -
DATWWBIBYM REGIST 'ss|GN 5. FUNERAL OIRECTOR™S TBEGHATURE ‘ADDRESS
8 =D & 23 L 293/ fueay
( F] 3 et _).f “)




e

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 Eabnimer No.

working under my personal supervision.

StUdent ..iceieverscarerrsiossanasraanianas S;@gfbﬁtﬁ&ﬂ‘/ W -

Student Embailmer
’ Licenzed Embalmer No 5/52—0 ﬁ

- P. 0. Address 273/ WM

Note: The above MUST BB SIGNI':'D BY THE LICENSED EMBALMER in lmOWN HANDWR.I’I’ING (Failmto comply wi
the sbove constintes grounds for revocstion of license.)

If this body is not embalmed, fzct should be so stated ahove.




