0. 300 THE DIVISION OF HEALTH OF MISSCUR! . 30382
m:“ STANDARD (‘BERTIFICATE OF DEATH State File No
Nt} AUG 31 1953 18 03 7627

_I_Ef. DI1ST. WO, PRIMARY REG. DISY. WO. L Registrar'a No.wm . msmmmesiession
0 l PLACE OF DEATH Z USUAL RESIDENCE (Whers decossed lived. I institation: residence befors
a. COUNTY a. STATE b. COUNTY sdmbmion).
b. CITY ‘ <24
. (If outaide corpurate limits, write RURAL and give ¢, LENGTH OF c. CITY d. Is Residence within Hmite of
OR w place) OR x
romn St. Louis, Missoupiwer=bw|STAY mws 16wn  St. Louis, Missolu-i AT i
FUOL}S'P“'PANI‘.EOOF {I! not in bospital give strect address or locstion) . sDr[?REEETSS (If reral, give location) '
INSTITUTION < o [01115 City Hospltal #1 /qA 15 So. Taylor
3_NAME OF 5. (Firsh) b. (Mladle) 7 o (Las)) 4 DATE  (Month)
DECEASED - ear)
(Typeor Priny = 1018 : Belle -~ Ross | oeam  August 2,1953
5.?§.EX / 6, COLOR QR RACE | 7. xﬁ&% N:E\\:'ERCEBREEEH) 8. DATE OF BIRTH 9. AGE (I::;;n l: nmg:n 1TEAR | oF uNoER 1 s,
F { - aete A - o Days § Hours | Min.
dmale / hmied Widowsd "% sebti2d,1se1 | "W l |
lOa USUAL OCCUPATION (Give kind of 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE < : i
dnm‘mmffmﬂul:h."mﬂ:s?:d: B DUSTRY (City and Stats or Forsign Country) / % CITN'Z%?FWHAT
HOUBBW At Home St. Petersburg, Florida Sele
l3oc % 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE =
harles 160 . .. Sarah Davidson ad Ro
I15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. lNFORMANT S SIGNATURE OR NAME ADDRESS
(Yve,no, or unknowa} | (If yes, give war or dates of service) NO.,
No Nil : None Jewd1l ‘Underwood, 15 So.Taylor
18. CAUSE OF DEATH MEDICA.L CERTIFICATION INTERVAL BETWEEN
| Enter only onecauseper | I DISEASE OR CONDITION _ c / G , ONSET AND DEATH
Hne for (s), (b), and (o) | PIRECTLYLEADINGTO DEATH?(,) —I Y ek

Tl docs mot musan | ANTECEDENT causES

the mode of dying, sueh |  Mordid conditions, if any, giving DUE TO (b)
a# heart fallure, asthenia, | rise to the cbove cavse (1) MW

etc. It means the dis. | the wnderlying couse lost,

case, injury, or compli 'DUE TO o)
tion which eaused death. I] OTHER SIGNIFICANT CONDlT[ONS

Conditions contriduting to the dcam bt ot
related to the disease or condition causing dr.d-'l

| 192, DAYE OF OPERA- | 190. MAJOR FINDINGS OF.OPERATION T . . ' . 20, AUTOPSY?
TION P iE . ’
D ’ YES D NO D
21a. ACCIDENT - (Bpeeity) 2ib. PLACEOF INJURY {e.s..licrabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE homs, farm; tactory. strest, office bldg..e%.) |.
" HOMICIDE s i - . , /7 /
214. TIME (Moath) {Day) (Year) (Hoon) | 20e. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT ”
. OF - - . " | wHILEAT HOT WHILE
INJURY .+ . m.. | “work AT WORK
2] hereby cerlify that I attended the deceased from 7-18-53 1g o g=2 , 19 SBthat I last saw the deceased

alive on _._8:2'_ 12_5_3_ and that death occurred at _5;2_..0_51» , Jrom the causes and on the date stated above.
2a. S ™ or title} | Z3b, ADDH . Zi;. DATE SIGNED
: o s )’L\ 2 E G - 1515 Lafayette Ave, . = | 8-3-53

%‘"NBE &l&;.. CREMA- | 24b, DATE ST ztc NAME OF CEMETERY OR CREMATQRY 24d. LOCATION (City, town, of county) | . - (State)
. i} R .- B L.
emoval 01d DuQ.uoin . Duguoin,. Illinois.

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

25. FUNERAL DIRECTOR™ S SIGMATURE ADDRESS

trbert H. Hoppe, 4700 Washington Blvd

DATE REC'D BY LOCAL | R

AUG 4 195%




r

STATEMENT BY LIC.E'NSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
by me, OF By .ottt aranaeee e naaas S , Student Embalmer NO....ocavunenn

workmg under my persona.l supervision. .

Student...... o ................................ Signed......... f #OZQ ?}/ 4%-) ......

‘Signature of Student Ezbalmer

_ Licensed Embalj .l{]i
, ' P. O._Address f ..........
.Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply ‘with the above constitutes grounds for revocation of license),

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T¢ this body is not embaimed, fact should be s0 stated above.




