THE DIVISION OF HEALTH OF MISSOURI

Nao ., 300 X 1 o -
| REBDEC 12 1952  STANDARD CERTIFICATE OF DEATH state i o X1 3G
/ ' BIRTH NO. REG. DIST. WO. 2( E PRIMARY REG. DIST. N0. D9 O Reistror's No 2/4%
/ T. PLACE OF DEATH ' Z USUAL RESIDENCE (Whare decsssed lived, 1f tmul idencs befors
a. COUNTY . STATE b ad:oimlon)..
0 St Louis : M4 asouri s, Tiouia ’
0 b. CITY (1f cutalde corparate limits, writa nmnma‘:ﬂ X &&”ﬂ’i £F . t'.'l(')l'gr (1t ouwide earporate limita, write RURAL and give townshlp)
tow. D { cal
oW _Elmdale £ g TN Elmdale Lié Jo
d. FULL NAME OF f cot in boapital or Instittion. rire strest sddress @Aceation) || o, STREET ! runl, give loaation) o [
HOSPITAL OR ADDRESS
INSTITUTION 3630 B 3630 Brown R4,
3[;2%5&55%% a. {First) b. (Middle) c. (Last) | 4. DATE (Menth)  (Day)  (Year
(Typeor Prit)  Magodi @ Owsley DEM'HDQO o 7, 1952
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. | 8_DATE OF BIRTH 5. AGE do ymn| v wons s | v woo
. (Bpecify) o oure | Min
Famele\| Wnite |Widow ™"l WA X R i l |
10a. USUAL OCCE‘PATLCI)’!: (Giwekiadof wock | 10b. KIND OF BUSINESS OR IN. |'11. BIRTHPIACE (Btate or torelgn sountry) 12, CITIZEN OF WHAT
one mowt of worl o, ovan if retired. TRY?
AT Housewife uincy Illinoia / WO Gh,
'!‘IS&.‘FATHER S NAME 13b, MOTHER'S MAIDEN NAME _ 14. NAME:OF HUSBAND OR WIFE
' Willjem A, Miller ¢ —  |Jageph Owsalay .
15 WAS DECEASED EVER [N U.S. ARMED FORCES? [ 16. SOCIAL SECURITY | 17. INFORMANT S S| GNATURE ‘OR NAME ADDRESS
. 0O, OF NOWE; [ . #ive war or dates iow, .
Vo | “Hg ° None L1114an Rosberg 3630 Brown R4,
18. CAUSE OF DEATH - MEDICAL CERTIFICATION INTERVAL BETWEEN

: ONSET AND DEATH
. Enter only onecauseper | . DISEASE OR CONDITION %M p%
line for (a), (b}, and (¢) | PIRECTLY LEADINGTODEATH ) __ B prrt an Lty
o This does met mean | ANTECEDENT CAUSES
the mode of dying, ruch | Morbid conditions, if eny, giring DUE TO ()

NLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD. _ <

+ ou g w||-08 heart fallure, asthenin, | .Tisefo the abovecaure fa)tating. . oo e L - PR R
n etc. It means the dis. | the underiying couselast.” = Y ) ' i '
case, injury, or compl DUE TO (c) / %/tzwv—ﬁw 7 O~
tion which enused death. | [1. OTHER SIGNIFICANT CONDITIONS * ' /
Conditions contribuing to the deaih but ot }g ,
related to the disease or condition eauring death,
~ || 19a. DATE OF OP_ﬁ‘gﬁ 15b. MAJOR FINDINGS OF OPERATION / ! T . 20, AUTOPSY?
L : HAa2a ves [ wo
éia, ACCIDENT (Epedity) 21b. PLACE OF INJURY (a.g..bnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
g ICIDE boms, tarm, (actory, streat, sfftos bldg. . #10) . {’h © .
HOMICIDE : - e
21, TIME - (Month) (Day) (Year) (Hou)- 2le. INJURY OCCURRED | 2tf. HOW DID INJURY OCCUR? . . 2
S R ] _
22: I hereby certify that I atlended the deceased from y 2. 194522 lo M 18472, that I last saw the deceased
5 alive on _u0- 195:2., and that death ofcurred at m., from the causes and on the date stated above.
w23, SIGNATURE: {Degroe ot title) 23b. ADDRESS Z3c. DATE SIGNED
EU 8 g PN Hlrren, B g 0S5 Mooy S N 12)5 55 -
R T Nag £y 3\}' CREMA. | 24b. DATE 24c. WAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, tows, or county) ©  AState)
y)
§9- Cre BR” [12)9) 52 Val 1}3 Crematory [St, Louis County Mo,
DATE RECD BY LOCAL | REGISTRAR'S NATYURE + 25, FUMERAL DIRECTOR'S SIGNATURE ADDRESS
/- —ad | /2 D : %3 3 oy
- ALK 8L
(Licensed Embalmet’s Statement on Reverde Side)
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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

. Student Embalmer No.

+ working under my persona! supervision.

. .)/
.
2 BEUdBRTt Licisenevinisesarraactniacnan Signed..... 25 A

rudent Esalner Licenzed Embaimer No.. 33 i& ..................
' " P. 0. Address., .42 3//'%0

Note: The above MUST BE SIGNED BY THE LI(‘ENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for rewocanon of license,)

If this body is not embalmed. fact shuuld be so stated above. ! S RN




