THE DIVISION OF HEALTH OF MISSOURI
3o vo200. FLEDNOV 3 1950 STANDARD CERTIFICATE OF DEATH Stote File 353(’8
' BIR‘TH NO. ’7/‘\/.A /=5 REG. DIST. NO. 318 PRIMARY REG. DIST. NO. 1003 Registrar's No 7//0
I. PLACE OF DEATH 2. USUAL. RESIDENCE (Whers d d lved. If inuti id. before
0 a. COUNTY a. STATE MTSSOURT b. COUNTY adiziseion).

b. CITY (I sutside corpurate Umita, write RURAL snd give ¢. LENGTH OF c. CITY (If outside corpornta limits, write RURAL and give townshis)
OR taweahip)| STAY o this plaes) oR - 4’[
own ST, LOUIS WK 2.0
FH%PII!FAT.EOOF (If net in hospital or institution. give sireot wddres or location) ASJSFFE‘:!\‘S (If rural, dn loeation)
N INSTITUTION ST, TOUIS MATERNITY HOSPITAL ST10 &4 WEST PARK AVE,
3 NAME OF n. (First) . b. (Mjddle) < (L".‘) 4 DATE {Month) (Day) (Year)
( Type or Print) Q et 7 : I TOMARCHIO DEATH QCTOBER 15 50
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| ir UxDER 1 TEAR | ¥ WoER 2 uxs,
WIDOWED, DIVORCED (8pecify) laat birthday) | Mosths ] Days | Hogr | Min
— FRMAIE WHITE V4] 1390 ,

10a. USUAL OCCUPATION (Givakind of work | 10b. KIND OF BUSINESS OR IN- . forslgn otmngry) 12, CITIZEN
done during most of working Life, sven it nd.:d) B DUSTRY < COUNT RYTOF WHAT

“IS.. FATHER'S NAME 13b, MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
S CHIO | JUNE AUDREY SAUER

15, WAS DECEASED EVER IN U.S5. ARMED FORCES? l 6. SOCIAL SECURITY | 17 INFORMANT'S SIGNATURE OR NAME ADDRESS

(Yes. no, ot waknown) | (If yes, linnrwd.u!udo.eq'lu) NO.

18. CAUSE OF DEATH MEDI CERTIFICATION : mﬁ m
Enter only onecouweper ] 1. DISEASE OR CONDITION M

Jine for (a), (b), end () | D!'RECTLY LEADING TO DEATH® (5) //M,(,.a e

ANTECEDENT CAUSES
*Thiz docs not meen —ﬂ@
the mode of dying, such | Aorbid conditions, if any, giving DUE TO (b) ‘ﬁwa-u 'Zfﬁ&

ar heart faflure, asthento, | - 1iee {o the abore cause (a) stating - - N ST -

the underlying cause last. -
ee. Jt mezns the dis- gl .
ease, infurp, or complica- - - . DUETO gc) M @L«
tion twhich caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not *
related to the disease or condition cousing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION * ’ ‘ ' T " | 20. AUTOPSY?
TION
) e I = ves [ wo [
21a. ACCIDENT {Epecity) 21b, PLACE OF INJURY (v.5..laorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) - . (COUNTY). . - (STATE)
SUICIDE homs, farm, fsstory, strest, offios bldg..e0.) s * : !
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hoer) | 2le. INJURY OCCURRED | 2It. HOW DID INJURY occum
OF .. . WHILEAT KOT WHILE EE .
INJURY = | work AT WORK

T l'

2. I hereby certify that I altended the deceased from QCT. 13 | 19 B0 w©w OCT 15 19_5_Q that I laat saw the éccmsd

alive on _QQL_IS_._ ,éaznd that death vceurred at 1220 Am ., from the causes and on the dale staled above.

ﬁa SWZ)/ %: %W‘m ) zj/;;n% <4 o . /:Z;Z

BURIA 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY . | 244, TIONAOity, Jor comty) (5tate)

CREMA-
TSN, REMOV mu.u,{ e ,__7..-;'9 Anatomical B . 4
DATE REC'D BY LDCAL RAR'S SIGNATURE % ERAL DIRECTOR'S 81GNATU . ‘BODRE LS
‘o~ f—)vf}m é—:‘-—ﬁc: J,m —f/ﬂf j;’w:"a‘-

(Li d Embalmer’s 5 on Reverse Side)

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




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, 0f by

Student Embalmer No.

working under my personal supervision. '

SEUGBNT vvvnseneetnsarsorsrannannnnss Signed
Student Enbaln-r

Licensed Embalmer No

P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT[NG (Failm to comply with
the above constitutes grounds for revocation of License.)

If'thubodyunot embalmed, fact should be 30 stated above.




