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THE I;IVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DE¢JH

REG. n|91.3]8 ¥

BB IMARY REG. DIST. NO.

FILED JAN 26 1959

State File No,....corsmniisimamoninia

ot D270,

I. PLACE OF DEATH

2. USUAL RESIDENCE (Where decoased lived. If jostitution: residence before

. COUNT . N b dinbselon).
a, COUNTY | a. STATE /9)/ .;550(.1@ b. COUNTY adinimion)
b. CCI’TY (I outslde corpurate Limits, write RURAL and give &rALENGTH OF c CI'IT (I outaide corporate limits, write RURAL and cive townshis)
ToRy St. LOU..iS, Missoupl wrut» Y iln this place ﬂ" cs* Lowrs. 2 3 ﬁ
d. FH&SLP#ANLEO%F {If not in hospital or institation, Kive sirsct address or loeation) ASDrDﬁREss (11 rara!, cive Jocation) &
instiTumion ©t. Louis City Hospital #1 ’ L3I )Y = &‘ (- N-N-F,
38‘EA(:MEESOE§) a. (First) b. (Middle) c. {Last) 4. DATE (Mmm)\ {Day) (Year)
{ Type or Print), GRACE ALLEN . DEATH JAN, 7~ 8 ’ 1952
5. SEX - / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH Mf‘v GE (It years| ¥ UNDER | YEAR | & OMDER o HES.
o~ .~ + WiDOWED. DIVORCED (Spacify] 7 fast, birthday) Mon!-h, Days | Hourm | Min
famace, el Weartve o 190 3| BTEY 1

10a. USUAL OCCUPATION (Giive kind of work

donduﬂm most of working Lifa. even if retired)

105. KIND OF BUSINESS OR iN-
- DUSTRY

'u’. BIRTHPLACE (Stats or torelgn mum{ hd 12, cbﬂzeu OF WHAT
] 7

=7

13a. FATHER™S NAME U f 13b. MOTHER'S MAIDEN NAME 14 mt: OF HUSBAND OR WIFE
m
5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME . ADDRESS
(Yeu. 00, or poknown) | (If yew, give war or dates of servics) NO. I\L‘M . y
18. CAUSE OF DEATH? MEDICAL CERTIFICATION . INTERVAL BETWEEN
: I. DISEASE OR CONDITION .- ) ONSET AND DEATH
- Finter anly onecaumper | L RBCTLY LEADING TO DEATH® () (8l rinvrtomt vt S .

line for (&), (b), and {c)

*This does not mean ANTECEDENT CAUSES

the tode of dyring, such

Morbid conditions, if any, giving DUE TO (b}
rise to the above cause (a} slating

as heart failure, asthenia,
cdst failure, asthenia the underlying cause last.

ele. It means the dis-

ease, injury, or complica- DUE TO (c)

1l. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but 2ot

tion which caused death,

19a. DATE OF OPERA-
TION

>
related to the disease or condilion causing deal W .
“15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?

ves [ wo [3
21a. ACCIDENT (Bpweity) 21b. PLACEOF INJURY (e.5..inorebout | 2Ic, (CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bate, tarm, factory, strest. offics bldg.. eto.}
HOMICIDE . \i\“"'\:.-
21d. TIME \\ {Month) {Day) ' (Year) (Houn) | ale\lNJURY OCCURRED | 2If. HOW DID INJURY OCCUR? :
- o OF . ..% N ' "WHILEAT[] NOT WHILE
INJURY = | work AT WORK ! .

- | hereby cerufy that I attended the deceased from _12=28=-51 i
___, and tha! death oceurred at _9_._'33_Am from the causes and on the date stated above.

aliveon _ =852 ,

18 ,lo 1=2-87 , 18 ythat T Iaat 0w the dlceased

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

2. SIGNATURE (Degres of title) | 23b. ADDRESS 7. DATE SIGNED
ﬂﬁvm 27} 1515 Lafavette Avenue 1-2-52
257 [BURIAL. cnemh-“ 7285, DATE 2%, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, o county) o)
FON ROV ot | " L )
l /qu [-7. VW IR
DATE RECD BY LOCALL! REGISTBAR'S SIGNATU &, TEERA BIRCTON AR FAP RS e rviCePooRtss
v | s
JANlOﬂ@}g-«/M/“@ RO 4104 Manchester Ave,

(rlanud Embalmer's Staternent on Reverse Side)




&
STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or b}-__..' ............... -
- - . . . s . ' Student Embalmer Novu.veo.. FasEseserennna [
working under my personal supervision.

Signed....; ‘ E‘M e

N / 4273
Slgned.e.ecenncnaes s ssrrEassseasenaan .e .

Student Embalmer R . - Llcenaed Embalmer Nn

P, 0. Address ggé" Z >

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

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




