THE DIVISION OF HEALTH Or MISUURI

22. T hereby certify that 1 attended the decsased from 5=10=53__, 19, to 5-27-53 , 10, that I laat saw the deceased
alive on _H8=27=53 19 , and that dca!h occurred at LA0OR  m., from the causes and on the date stated above.

2. SIGNATU 23b, ADDRESS ﬂc DATE SIGRED |
: E“E 1515 Lafeyette dwenue 5-27-53

249. LOCATION (Oity, town, or county) {Biatc)

-3 .«\;-3 Anatomical Boare St. Louss, Mo. |

5 FUHEBAL DllleOl S BIGNATURE ADDRES ' ‘
, 0 ¢/

MM 'y Sta on Reverse Side)

2a. BURIAL. A- DATE" 24c. M‘ﬁE OF CEMETERY OR CREMATORY
TION, REMOVAL (Soesits) J

.
LD JUL 371 193 STANDARD CERTIFICATE OF DEATH svae Fite o DO ID.
' BIRTH NO. i REG. DIST. NO. _mB_ PRIMARY REG. DIST. MO, _].QQB- Rmmrcvlﬁa.__ﬁﬂ.\m._.
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whese dessased lived. 11 Institation: residesce befous
&. COUNTY N : ' : 8. STATE - b. COUNTY sdmbmion
A Missourl :
b. CITY utuud-muum write RURAL nad give » S‘I‘AL’FNa-Gm.E.E c Cg’g (1f outskis sorporate Ussits, write RURAL and give township
H
a stu LOuiB, Missour£ ToWN  St. Louils g’ i / ?
: d. FULI. MAME OF (If not in howpital or lnatlation, glve strest sddrwm or losation) d. STREET - (11 yursl. give location)
HOSPITAL OR . DDRESS
8 nstrrution  St. Louls City Hosplital ADD
| /
ﬁ 3. NAME onl':‘ & (First) b. (Middie) c. (Last) Ja Dg;g (Momth)  (Day) . (Year)”
= { Type or Print) URIAH GRANT . DEATH 4 ,
5. SEX & 6. COLOR OR RACE | 7. HARRIED NEVER MARRIED 8. DATE OF BIRTH 9. AGE (s yeant| 7 Uncan 1 TEMR | ¥ WOEIN 5 HES.
o ' WIDGWED, DIVORCED (Specity Inat birthday) [Morthe] Duys | Houn | Min.
Male White Unlken own Febrvary 9, 2 a1 - .| |
10a. USUAL OCCUPATION (s kindof work 5. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE  (ci1y sad State or Foraiga c.....,:/ 12, CITIZEN OF WHAT
& None Michigan :
< 138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" Grant 1 Jane 1 S e
%] I5. WAS DECEASED EVER IN U,5.ARMED FORCES? | 16, SOCIAL SECURITY | 12. INFORMANT' S S1GNATURE OR NAME ADDRESS
Yoo o, of unknown) ‘ (I{ yos, pive war or dates of servies) NO. )
ﬁ | nknowm, Hospital Recnrd
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION ' INTERVAL BETWEEN
.||. Bter cnly cnecsussper § 1. DISEASE OR CONDITION _ OISET AND DEATH
Hine for (s), (b), snd () | DIRECTLY LEADING TO DEATH® q) ety
% “This dors mot mean | ANTECEDENT CAUSES m M
the mode of dying, such | Morbid conditions, vm., giving DUE TO (6}
S || arbewrtfoure, asthenia, | _ries to the abose cose (a)
B || atc. 1t tseons the dia. | “the umderiying couae ot
o eare, injry, or complica- DUE TO {c)
= tion which cavsed death. | 1. OTHER S!GNIFICA.NT CONDITIONS
I~ Condittons contributing to the death but not -
2 related 40 the disense or condition conring deoth
[ 15a. DATE OF OPERA- | 195. MAJOR FINDINGS OF, OPERATION , . . ' Lo 20, AUITOPSY?
= . TION
= vis L) wo [
© 21a. ACCIDENT " (Bpmeity) 216. PLACEOF INJURY (a.x.. lncrabaus | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
b SUICIDE bome. farm, fsetory, sirest, oies bldy..e1e) . , :
& HOMICIDE o i : : L : L
@ [ RRED | 2if. HOW DID INJURY OCCUR?
p [ 2 TIME (Mesth) (Day) (Tear) (Hewd | 21s. INJURY OCCU X
1 sy L - vmu.n "grr::ani[ 17/44, X
E

DATE RECD BY LOCAL

JUN 171853




- STATEMENT BY LICENSED EMBALMER

I hereby cértiiy that the body whose name is recorded on the reverse si_de of this certificate was embalmed by me, of by

.............. W I Student Embalmer No.

working under my personal supervision.

STUBRAL Lureoureenaannasearasassassessanas Signed
Studmt Embalmar . SR

. Licensed' Embalmer No

P. 0. Address

_'Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in lm OWN HANDWRITING (leure to comply w
the above constitutes grounds for tevocation of license.)

If this body is not embalmed, fact should be 0, stated above.




