‘ THE DIVISION OF HEALTH OF MISSOURI
- .::::AI_EE? MAY 19 1955 STANDARD CERTIFICATE OF DEATH guv v, 12690
'BIRTH R REG. DIST. . 3 li; I . 187. .j episirar’s n*m.‘
d ':. ;LA.::E OF DEATH § = o ':, u‘::_l:::.‘ RDES:DE':CE (w:uu'ﬁ:-ii l:ad."HNh.duﬂn: residance before
a, COUNTY a. STATE M:’LSS our i b. COUNTY aduimicnl.

b. CITY (I outside sorpurate [mits, write RURAL and give €. CITY (U outside sorporsts limits, write RURAL and ghve towmahin)

¢, LENGTH OF
STAY (in thie place)

' TOWN SteLouis tommbie) _ Staliouis 205 ¢ é
d. FH!.-SLP#A{E OF (11 not is hoepltal or institaticn, give street addrem or lomilon) d.A%I'DR%I'SS . (1 rural, ghve location)
ieruTion Miss ourl Baptist Hospltal 5366 Cabanne Ave,.

3. NAME OF - (Firsh) b, (Middie) <. (Last) 2. DATE (mmm "
DECEASED
(tyweor Py, Bffle Allen oam  May 5, 1952

5. SEX / [ °- COLOR OR RAGE | 7. WARRIED. NEVER MARRIED. | & GATE OF BIRTH ]| 9. AGE Un yatn] v iocx 1 vun | % oen & wms
Female | White it ST | About 1863 g8%” || | =

102, ﬁung&;m\;ﬁ (ke kiod ot work | 105, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE  (cit; uad Stut o1 Foreiga Connt 7 |

Hougewife At Home ust Ohio

12, CITIZEN OF WHAT
[ RY?

- -
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Kaiser McAliister Fanny Francis Charles B
IS. WAS DECEASED EVER IN U, S, ARMED FORCES? , 16. SOCIAL sscunﬁar 17, INFORMANT'S 51GNATURE OR NAME ADDRESS

(Yu.alqm\mkmwn) | (I you, wive war or datos of sarvice)
(o]

None "|Dr.l..R.Allen,51 Cheyonne Ct,

19, CAUSE OF DEATH MEDICAL CERTIFICATION ;lendale, MO, INTERVAL BETWEEN
 Enter only onscsumper | 1. DISEASE OR CONDITION M ONSET AND DEATH
Jine for (s), (b}, and (3 | DVRECTLY LEADING TO DEATH* (5) .

-l

. -
+This docs oot meen | ANTECEDENT CAUSES M
tAe mode of dying, such

Morbid conditions, if any, giting DUE TO (b)
a8 Beard fatlure, asthenia, g‘: to the abooe ﬂ“‘faﬁ') dating

e, It means the dis- tnderlping caute

cane, infury, o compli DUE TO (e}
tiom twAlch caused death. | 1. OTHER SIGNIFICANT CONDITIONS m
Conditions contributing to the death but not }
releted to the disease or condition causing death.
192. DATE OF OPERA. | 195 MAJOR FINDINGS OF OPERATION "20, AUTOPSY?
ves L] wo
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (e.¢.. incraboct | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, strest, office bldg.. eto)
HOMICIDE
21d. TIME (Meath) (Day) (Yean (Houw’ | 2le. INJURY OOCURRED { 21f. HOW DID INJURY OCCUR?
OF WHILEAT[] NOT WHILE y-
INJURY - - o | TwoRk 'AT WORK ,
; = 7 ¥
2. I hereby certify that I atlended the deceased from #Zz__ 19-’ , lo 5 /’ , 194 % That 1 last sow the deceased
alice on , 185 72and that death occurred at 22408 m., from the causes and on the date stated above.
Za. SIGNATURE | d (Degres op tjtle) Z!b ADDRESS W f?xsum
E#ZM'&W‘/ M- 5757 2
b. DATE 2. NAME OF CEMETERY oa CREMATORY 44, LOCATION (Otty, town,oreoumy) £ B

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

Valhalla Cemetery Stelouis Co.,Mo.
25. FUMERAL DIRECTOR"S 351 GNATURE ADDRESS
ﬂ lFred M, Williams,4539 wa.sh:mgton

O KM a2 |V 57752




STATEMENT BY LICENSED EMBALMER

[ hereby cértify that the body whose name is recorded on the reverse si_de of this certificate was embalmed by me, or by — i meesiicenn

........ . Studont Embaimer No.
working under my persona! supervision. )

Student vesseseances eessamsstsEaTarRranan Signed. m' Qb' R ‘*‘mn

Student Embalmaer

Licensed EmbalnmrNNo.......Y_&. S

P. 0. Address X “ M,

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 boddy’ is not embalmed, fact should be so. stated above.

- -




