. No, 200 . .
| FILED APR 27 1951 STANDARD CERTIFICATE OF DEATH Store File Nowmsoeme
| mimTH mo. REG. DisT. MO, m_g_nlmv REG. DIST. Registrors Nom. g 2.
1. PLACE OF DEATH : v ¥ z. USUAL RESIDE S_decensed lived. Uf lnstitutlon: residance bafors
0 a. COUNTY ) a. STATE Mo b, COUNTY sduniselan).
b. CITY [ ontaide wm}anu limits, write RURAL and give ¢. LENGTH OF ¢c. CITY (u W-Hl varporate limits, write RURAL and give lcvuuy)
R . townabip) | STAY (in this plare) OR /
TOWN 8¢, Louils | L_TOWN  st, Louls 2/ 7
d. FULL NAME OF (If not in houpital or lastiaticn. give streat add or location) d. STREET (If rars), give location) ﬂ *
HOSPITAL OR "?Rm' .
INSTTUTION. Deoconegs Hospltal / 4117 Botanical Ave,
3. ':?IE%ME or-'D a. {First) b, (Middle) ) _’_ ¢. (Last) 4, DSF (Montk) (Day) (Year)
(Typeor Print). M ARV ' PILLOW DEATH  Apr, 13 1951
5. SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8 DATE OF BIRTH 9. AGE (Ia years| & moum ¢ YEAl | o Cwoct M s
- . WIDOWED, DIVORCED (Specify) * : last birthdsy) |Moctha| Days | Hours | Mi
_DPemale | White Married 7. | Qct.17,1887 63, |
10a. USUAL OCCUPATION (Giwekindof work' | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelsn country) d 12, CITIZEN OF WHAT
dons during most of working lits, sven if retired) DUSTRY ‘- COUNTRY?
housework Union, Mo.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Adam Hamm . ] TYouisa Sc cher W1lliam H. Piilow
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes, 0o, ot tnknown) | (If yes, sive war or dates of service) NO

No - ' tWilliom H. Pillow 4117 Botanical Av

18. CAUSE OF DEATH .  MEDICAL CERTIFICATION INTERVAL BETWEEN
. Entes only onscensaper | I DISEASE OR OONDITION . . . cmsz'rmu DEATH
lie for (a), (b), ead (¢) DIRECTLY LEADING TO DEATH® () /7
ANTECEDENT CAUSES .

*This does not mean .
1he mode of dging, such | Morbid conditions, if any, gising DUE TO (b) et ‘/’f.w 4’ %
“eb heart faflure, asthenia, | ride to the aboce cavse (o) stating . - - ‘,/’ I / ERE " 3 .
de. It means the dis- the underlying cause lost. i
¢are, tnjurp, or complica- DUE TO {¢) . - -

tiom wohich ecused demth, | 11 OTHER SIGNIFICANT CONDITIONS
Conditions contriduling to the death but not
causing death

WRITE PLAINLY-—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

" related to the disease or condition
192. DATE OF OPERA. | 19b. MAJOR FINDINGS OF CPERATION ' 20. AUTOPSY
TION
. * - YES NO D
21a. ACCIDENT {Bpecity) 215. PLACEOF INJURY (o5 inoraboas | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) . (STATE)
SUICIDE home, farm, fastory, strest, offics bidy., ste.)
HOMICIDE .
21d. TIME (Moath}) (Day} (Yeur) (Hou | 2ie. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR? ] / 7 ';X
s WHILEAT KOT WHILE|
INJURY = | “work AT WORK .
2. I hereby cegtify that I attended the deceased from Ll 195D 1 % 1947/ that I last saio the deceased
alive on 2-19 57, and that death occurred at 72458 m ., from th€ causes and on the date stated above.
‘Ba. 81 £ K orfitle) | 23b. ADDRESS - 2., DATE SIGNED
ol Ky T 55,5/ £ 7y
24z, BURIAL. CREMA- | 24b, DATE Zdc, NAME OF CEMETERY OR CREMATORY | 24d. (Olty; toyh, or county) (5tate)
TION, REHCWALM | .
Bur} al Apr,16,1981] Sunset Burial . Park . Qt Tnuis o, Mo, -
DATE REGISIRAR'S NA 2. FUNERAL DI RECTOR"S S| GNATURE . ADDIESS
“ Pl J. f Kriegshauser 4228 s, Kingshighway Bl.

" (Licensed Embelimer's Scatement on Reversa Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose namc‘ is recorded on the reverse side of this certificate was embalmed by me, or byl.._...__.__.__._...

. feerenmrame s —r e et e s paretameeeeen e me et am e eme st et \ Student Embalamer No.
1

working under my personal supervision.

Signed.....

' oo
Signed......... S-;“d.o.r:.tuf-n;;-a.l-u;;.r-: ........... Licenzed Embalmer No % o 7
u d

A~

. " P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.}

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




