THE DIVISION OF HEALTH OF MISSOURI

nsed Embalmn s Statement on Reverse Side)

~
Mo . 300 et r e .,
e e 00T 2 198 STANDARD CERTIFICATE OF DEATH Stote File No..
/ ‘BIRTH NO. REG. DIST. NO. é | 2 _ PRIMARY REG, DIST. No. </ & jf/é Registrar's Nov.. l.‘fﬂ 3 .
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whare decoased lived. If L Ldvooe bufare
a. COUNTY s. STATE b. COUNTY _ aduaimion).
){ St.louis Migeonr Stl.louis
,-@ b. CITY (M outslde corpurats limits, write RURAL and give ¢. LENGTH OF c. ClTY (If outalds sorporate limltl. write RURAL and give township)
townabip)| STAY (in this phm 3
TOWN Overland L6 yr oW Overland 4§ /)
’ a d. FULL NAME OF (If not in hospital or inatitation, give stewct sddress of Ioentlen) d. STREEF (if rural, give bodation) /
o HOSPI ADDRESS o
O INSTITUTION 9217 Jackland Road 9217=Lackland Road
a 3. NAME OF e (Firsty i b. (Middle} e (Lasp) 4. DATE (Month) (Dey) (Year)
K {Typeor Print -~ Warths Susan Anselm : DEATH  Sent,.23,1982
4] 5. SEX , 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 3. AGE (In yesrs| 7 UNDER 1 TIAR | P (voER 34 33,
E WIDOWED, DIVORCED (Specity} | 7 Iaat birthday) | Monthe l Days | Hours | Min.
Y |femle | wmite | Widowed 77 Qct.9m1A78 : |
10a. USUAL OCCUPATION (Qive kind of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Stata or foreiso y . 12, CI
[+ done during most of working life, even if rotired) | DUSTRY wer ) mwd COU'I;E%'\"?FWH”
) 8 | Housewife Home ' Geldatin,lio. U.S.A,
3 < 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .
§ @ “Enoch Prichard | + Martha MeCl < AT uA
S, B4 || 5. WAS DECEASED EVER IN U.S.ARMED FORCES? | [6. SOCTAL SECURITY |'T7. INFORMANT 'S SIGNATURE OR NAME ADDRESS
(Yeos. 00, orunknown) | (If yes, cive war or dates of service) NO, | - " =
g § No - X000 None John- ngar = =
: i 18. CAUSE OF DEATH MEDJCAL CERTIFICATIQN INTERVAL
™~ M || Entercnlyonecouseper | I. DISEASE OR CONDITION _ HSET AND JEATH
- & |[1meter (a), @), end (¢ | DIRECTLY LEADINGTO DEATH®(q) _-_?_V__
< M This dos mot mean | ANTECEDENT CAUSES
}\’ S || b mode of dping, ruch | Afordi conditions, if any, gising DUE TO (&)
3 an heart faflure, asthenia, | Tise to the above cause (o) slating . ) ] _
B || @ It means the dn. | the underlying cause lost. 331X
o case, injury, or complica- : DUE TQ {8)
|| tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
=~ Conditions contributing to the death bui
a related to the direase or condition a:usimr deuth
& || 19a. DATE OF opg%ﬁﬁ 19b. MAJOR FINDINGS OF OPERATION L . 20. AUTOPSY?
z | _ ves [ o ]
21a. ACCIDENT (Bpucity) 2ib. PLACE OF INJURY (... inorsbous | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
o SUICIDE home, farm, tactory, street, offioe bldg.,ate.) L
] HOMICIDE : :
g 21d. TIME (Month) (Dey) (Yea) (Houw) | 2le. INJURY OCCURRED | 21, HOW DID INJURY QCCUR?
I : . WHILE AT NOT WHILE
U INJURY o. | woRK AT WORK - . . ) -
- 2. I hereby certify that I allended the deceased from _f.ﬁL 1992, to , 18 , that I last saw the deceased
E' alive on -23 , 1992 and that death occurred atl;B_Q_B m., from the causes and on t}w dale stated above,
E || 3a. s T , : () (Degrosor titlo) | 23b. ADDRESS 2. DATE SIGNED
] , WJ _ W FHo-. 7-28-5
E 24n. BURIAL, CREMA- | 24b. DATE Ml 4. NAME OF CEMETERY OR CREMATORY | 24d., LOCATION (ony. town, or county) | (State)
TION, REMOVAL (Specty | -~ . _ . v
g Burial & Q.2 1952, - [ Linn Cametery . wille Mo JMotor -
DATE REC'D BY L%CAL REGISTRAR'S S Nﬁ'URE 25. RAL DIRECTOR &751 : ADDRESS
2 ’& -5 /‘f D £;01|-Wnndqnn Bd- Overland Lli-lo,
T—




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of thigs certificate was embalmed by me, m—by.._%&.-_

Student -Embalmer No.

wotking under my personal supervision, ' W
. Signed OM ?..

Student ....isvevccatcsctaarssssnrsvacannns

Student Embalmer 30 -3 q

Licensed Embalmer No - ;
P. O. Mm_@y_opﬁage,dﬂﬂjﬁ

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.

Teat
il B




