N o F
o THE DIVISION OF HEALTH OF MISSOURI : P )
No. 300 F“.Eﬂ JUﬂ 5 ~3093
 ro-20 UNA7 195 STANDARD CERTIFICATE OF DEATH St Fie Mo
g":‘{uwﬂﬁf‘,f’ REG. DIST. NO. é[ Z PRIMARY REG, DIST. Nnﬁj.dd__ Regirirer'a No, _./‘é./éé_.
W ' 2. USUAL RESIDENCE (Whare decoased lived. If Lostitation: residence befors
a. COUNTY S t LOU.iS a. STATE . M:'LS g OuI‘i b. COUNTY adwision’.
b. Cé‘l';‘! (1 outeide corpurate Umits, write RURAL and .h. CS.U« LENSE OF c. Clgg {If outalde corporats limits, write RURAL and give township)
{ place)
% 5 town  Manchester 50" TOWN SteLouis =2 ,;{ 37
d. FULL NAME OF {If not in hoapital or lustituticn, give strest add or location) d. STREET - ¢If rural, give location) /
HOSPITAL O ADDRESS
S Nermorion Manchester Nursing Home. 18252 Soe 7hih Ste
a 3, NAME < oF B (First) . (Mlddle) e, (Last) 4,.-03;5 (Month) .{Day) (Year)
K {Twpe or Print) Belle Crippen pEAM _ June 12, 1952
E 5. SEX 6. COLOR OR RACE | 7. M&%g NEVER | %RR'EE. . 9. DATE OF BIRTH 5 AGE yian ¥ wRCK | TUA | 7 WO 4
- B op H Min,
, Female | White iidow - 4 | Jane3,1875 i |
. % ita. U USUAL 2?.55?;_'0" amestadof work 100. KIND ?1-' BUSINESS OR IN. | 1. "1, BIRTHPLACE (City sad State sr Forsign Coustry) 1zégb'|a%§r?r WHAT
i lougewifie At Home Mangfield,lo. d UgS ¢
< 1[!3.. FATHER® 5 MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
“ Unknown - : Unknown_____ __dJdohn N
t2 || 15. WAS DECEASED EVER IN U.S,ARMED FORCES? | 16, SOCIAL SECURITY |17 INFORMANT' S SIGNATURE OR NAME ADDRESS
' < (Yu.wmnkm-n) l (1f ywn, xive war or dates of service) | . NO.
. T None Joo Weilendich, 1825a So. 7th Sit.
| 18. CAUSE OF DEATH MEDI| CERTIFICATION INTERVAL BETWEEN
18 .|\ Enter cnly onecaussper | 1. DISEASE OR CONDITION ) ONSET AND DEATH
# Il limefor (a, (b, and (¢) | DIRECTLY LEADING TO DEATH® () &q .
g This docs mot mean | ANTECEDENT CAUSES . .
the mode of dving, such | Afortld conditions, i any, giving DUE TO (b) MN__
3 as heart fallure, asthenia, | rise (o fhe abose cause (o) stating | I . . . L.
) e, It means the dis- the underliying cause last. : i } ? e £ M
v ease, infury, or complica- DUE TO (¢)
[t thon swhter caused deass. | 11. OTHER SIGNIFICANT CONDITIONS- R .
I~ Condilions contriduting to the death but not . - .
a velated to the disease or condition cousing deatd.
= i 19a. DATE OF OPERA. | 196, MAJOR FINDINGS OF OPERATION - ‘ . L’ 20. AUTOPSY?
: TION
7 | | I | wDw
o |21 AccipenT (Bpacity) 21b. PLACEOF INJURY ta.x.. ks orabous | Zlc. (CITY, TOWN. OR TOWNSHIP} (COUNTY) . (STATE)
: SUICIDE home, farm, fastory. strest, offies bldg_ ete) JE . ) .
& HOMICIDE , . } . :
g Zia. TIME (Mesth) (Day) (Year) Gdwwn | 2le. INSURY OCCURRED ] 21f. HOW DID INJURY OCCUR?
| INJURY m | AT M e .
Pt
2 ||z T hereby certify that 1 allended the deceased from %_‘(, 18.8%10 _6 =11, 165 Lrihat I lazt saw the deceased
g aliveon _=— {1 _ 19X %¢and that death Yecurred at S 4%FP 1. from the causes and on the dote stated above.
E 23 SIGNATURE (Dm%m 23b. ADD Zic. DATE SIGNED
| . 4 ELQ—a-e__, Q&—a'-vt. 2, Xp| b13-5
E 2Ua, SRE R HIOA“I'. CREMA- | 24b. DATE AME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county) (Btate)
)
3 R ovaL L 6=15-52 _ Mansfiold,Mo,
DATE REC'D BY LOCAL T_G ‘ 25- FURERAL DIRECTOR'S S| GNATURE ADDRESS
—fd T J AMPAlbert H.Hoppne,4700 Washington Blvd



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.

...... , Studeat Embsimer No.

working under my persona! supervision,

STUAOAT soucruerarcnsirarisnstncncennsnonss Signed M W Qd‘d;;:

Student Embalmer Licensed Embalmer No 18‘$

POAddnu_Ser:L@A‘m.n_;_

Note: mmwsrausxmmwmucmsmmmmowmwmc (Failure to comply with
Mabmmmméfmmmdlmm) .

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




