THE DIVISION OF HEALTH UF MISOUURE ;

10884

oy ALEDAPR 5 1950 syanparD. CfgiFICATE OF DEAng SuaeEite i
‘ . BIRTH m{yl?o?s'? REG. DIST. NO. _-W_ - =  PRIMARY REG. DIST. MO. Kegistrar's No..... %85.... I
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whare d d Lved. If inati
a. COUNTY b. COUNTY

o STATE por

‘7. z“f!-!anl
I’

¢. LENGTH OF

c. CITY (H outside corporate limits, write RURAL and glve mehlp)
STAY (in this place)

b. CITY {If outeide corpurate limits, writs RURAL and give
townahip)

TOWN Et.Louis,lo,. TowN  St. Louis, -
. FULL NAME OF (if ot in bospital or institution, glve atrect addrems or looation) d ST%ET {If rural, give locaude
}ldr?ss-'ﬁ';&'lﬁgu St.Louis City Hospital #1 25 2707 '3 /R I
3. NAME OF a. (First) b. (Middie) . C. (Ll}t) &, DATE (Month) (Day)
DECEASED ok evmr
{Toms or Prine) ANTONTA Ne sk oSy March 24th,1950
5. SEX I 6. COLOR OR RACE | 7. W %},’ 8. DATE OF BIRTH s, AGE aa yu)-.r- & e .Dumu 7 oNoER u WIS,
(Bpe birthday) on! Hourm | Min
LFEM. | 0. /=S T7=/SLT ?/rﬁ l |

IOn USUAL occhATiou (thh!ndo!wm-k 10b. KIND OF BUS[NET;SD%BST N, 1. BIRTHPLACE (Btate or forfign ooustry) 12. CITIZEN OF WHAT
NTRY7

moat of working 1ifs, yven if retired) ? i
PUSE ! FE q S A2
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME GF HUSBAND OF K&
Uk Dovis . co
:guwfol’)EanE;:'S’E}) E\;’EE’_INﬂg ‘S"fuRersg.?RCES? ‘ 16. SOCIAL SECURH'(;’ 17 INFOR 5 §i GNATUREA(} NAME 7 ADDRESS
E ULSTA /0] <
18. CAUSE OF DEATH et MEDICAL CERTIFICATION INTERVAL
. Enter only onecatse per 1. DISEASE OR CONDITION . - OMSET AND DEATH

Ikne for {a), (b}, and (c)

*This does not mean
the mode of dying, such
as heart fallure, asthenia,

DIRECTLY LEADING TO DEATH* )

ANTECEDENT CAUSES

Morbid conditions, if any, ﬂmﬂﬂ DUE TO (b) _&&w‘. m-ﬂ 3 Eazyl.t@\.o

rize to the above equse (e} stat

de. It meons the dis- tAe underlying cause last,
case, infury, or compli DUE TO [
tion tohich caused death, | ). OTHER SIGNIFICANT CONDITIONS ?
Conditions contributing to the death tut -wt
related Lo the dizease or condition MHM /ﬂ. Mﬂ‘c'q_
19b. MAJOR FINDINGS OF OPERATION T | 20. AUTOPSY?

19a. DATE OF OPERA-
TION

i [ w (]

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD %

21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY te.q..1n orabows | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTT)

SUICIDE Boma. armm, faetory, eitwes, slioe bldg.eta)

HOMICIDE . /74 M
210. TIME  (Mooth)  (Day) (Year) (Hoan) | 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?

mJJ"RY WHILEAT[] KOTWHILE -
L § AT WORK

2. 1 hereby um,fyzfa cndcd the deceased from __2/20/50 oS b0 3/24/50  19_ ., that I last saw the deceased

alive on __, and.ihat death oceurred at _C* _Bi25ay,  Jrom the causes and on the date stated abave.
Zh. SIG \ {Degree or title) | Z3b. ADDRESS Bc. DATE SIGNED

AL B, 1515 Lafayette Ave., 3/24/50

2 ] d\m DATE 7 . NAME OF yﬁanv OR GREMATONY | 24d. LOCATION (City, towr, or county) (Etats)
,93 /“,44_ 3 097 d5| -S£ Ao LS| ST Lovrs o
4 - _FUNERAL OIBECTOR § 81GAATURE




||
|

—_:_————_m_-—--—_'_'“—'"_—-_—-—_____'__——_—-_—__—__

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_-_"..

SIgned..sveeen.. Ceveesrareenranndaaas -
s Student Embalmer

Note: The above MUST BE SIGNED BY THE LICBNSED EMBALMER in his OWN HANDWRITIN
the above constitutes grounds for revocation of hcense.)

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




