THE DIVISSON OF HEALTH OF MISSOURI -

woee | VILED MAR 31 1953 STANDARD CERTIFICATE OF. DEATI-_\ 003 Siwericrs 11191“._
!BlRTH RO. REG. DIST. NO, _: 31 8 PRIMARY REG. DIST. NO. Rtmﬂrar:No ..26.2.15 )

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deccased lived. If institution: residence befors

/ a, COUNTY a. STATE Missouri b. COUNTY adinimion}.

¢. LENGTH OF c. CITY 4. Is Residence within Limits of

STAY OR a
(in this Dlace} TOWN S t .L Ouis dui]mmmw&]mr

b. CITY {If outsidy corpurats mits, write RURAL and rive
townabip)
TOWN St.Louls

d. FH&SLP#A{EOOF {If not in hospital or institution, :in streat addres or location) ..A%rggal:'rs (If rural, ghve location) 7 7
INSTITUTION. 4948 Genevieve Ave. —- 4948 Genevieve Ave.
3. NAME OF s (First) b. (Middle) e e 4. DATE (Month}  (Day) (rm)
{Twpe or Print) Kather yn L, Balasg piarn  March 6, 1953
5, SEX 6. COLOR OR RACE | 7. ‘r{'liknﬂlég IgE“;'gR NE'ISRRIED. 8. DATE OF BIRTH o 9, AGE&?&E‘)‘" r: ur | YEAR | o uwoem 2 HEs,
. 2ED (Bgecify} om Duys | Hours | Min
Female | White rlod I | Aug.23,1882 () l |
10:‘.“ USUAL g}:mun (G kind of work 10b. KIND OF BUSINESS bg_r IN 1. BIRTHPLACE (000 i State or Foraign Country) | 12 CITIZEN OF WHAT
Housewife At Home Salem,Mo. 17 eSe
IISa. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
John Ault ) Jane Snow ] Thomas
I5. WAS DECEASED EVER !N U.5 ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, no.or unknown) | (If yes, give war or dates of service) NO.
No - None Thomas J.Bales,4948 Genevlieve Ave.
18. CAUSE OF DEATH C MEDICAL. CERTIFICATION INTERVAL BETWEEN
 Enter only onscauseper | |. DISEASE OR CONDITION URIMIA - 075533‘;5&7"

DIRECTLY LEADING TO DEATH"(5)

line for (»), (b}, and (c)
ANTECEDENT CALSES

*This does not mean ?
the mode of dying, such | Morbid conditions, if any, giring DUE TO (b) _CHRONTIC PARENCHYMATOUS NEPHRIIIS ([ 2

heart rize U0 the above cauxe () stating
o fotlure, asthenia, the underlying cause last.

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

. It means the dia-
poipufbimpadiundont bue 0 (9 CYSTIC PAPTLLOMA 6 months
tion which eansed death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the deoth but nol
reluted to the diseaze or condition causing deadh.
13a. DATE QF QOPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TICN
vis (] o 3
2ia. ACCIDENT (Bpecify) 21b. FLACEOF INJURY (eg..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE : bome, Iarm., factory, street, office bldg,, et0)
HOMICIDE _
21d. ngE (Month) (Day) {(Year) (Hour) 2ie. [NJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
Sl o e e 219X 270,
22, I hereby cerufy tgﬂt galtended deceased from m._2_8‘7738 52 lo March 61 , 19 53 , that I last saw the deceased
ahve gn , and tha] death occurred ot 132V A m., from the causes and on the date stated above.
(Dagme or !h.le) 23b. ADDRESS B¢, DATE SIGNED -
M,D. 1,356 Warne Aveme (7) 3-7-53
ana BURIAL A- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Ofty, town, or county) (State)
R vaf"lb -9-55 | Cedar Grove Salem,Mo.
DATE REC'D BY LOCAL | R : %5. FUNERAL DIRECTOR'S S| GMATURE ADDRESS
s lbert HeHoppe,4700 Washington Blvd.

(Licensed Embalmet's Statement on Revers Side)



STATEMENT BY -LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

by me, or by

’

P. O. Address . *

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

If embalmed by a STUDENT, he also shall sigﬁ in his OWN handwriting, .
¢ this body is not embalmed, fact should be so stated above -
e L]

CL \




