THE DIVISION OF HEALTH OF MISSOURI - - 3410‘1

S. No.300
"o | s SEp 24 1953 | STANDARD CERTIFICATE OF DEATH Chte File No .
. ' ; 1003 8199
"BIRTH WO.________________________ REG. DISY. NoO. _m. PRIMARY REG. DIST. MO. . Registror's No. e &I oV
1. PLACE OF PEATH i Z USUAL RES|IDENCE (Wbers d d fived. If lnstitotion: resklence befors
3 a. COUNTY a. STATE . . b. COUNTY sdaniln
Migsouri 22/ ;
b. CITY (I outsld, urate limite, write RURAL nid gi ¢. LENGTH OF || ¢ CITY
ouie sorport * ™ sawnabip)| STAY tin this plice OR Loy * ‘.'mg,:';,;?:uh“’w‘::%d
8 TOWN _ St.leuis, Migsouri 2/ TowN St. Louis
d. FULL NAME . j oty o i . STREET )
o HOSPITAL O - ' ghation || o RESS (1 el @ivs locatlon)
0 INSTITUTION # 2 921 N. Leonard Avenue
) g 3 I:;‘E%%ES%'E 5. (Fiﬁt)‘ b. (Middle} ¢ {Last) 4. DS.II;E (Month)  (Day)  (Yean
- { Twpe or Print ) Fraenk .% . Solter . DEATH Aug .21 1953
= 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, [ 8, DATE OF BIRTH - 9. AGE (In years| I¥ UNDER | YEAR | F ONDER 3 43,
g . WIDOWED, DIVORCED (smsgz last birtbday) |Months| Days | Hours | Mis.
g |lale Col Widow March 1 1890 63 l l
102. USUAL OCCUPATION (Give - 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE - o :
k dote dusing mowt of warkiag e, yvas 1 retired) | DUSTRY (City aad State or Forsign Country) | 1% CITIZEN OF WHAT
i unemployed — Crawfordville Ark y U.5.A.
< 13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
9 Joseph Solter { Julia , . L
o I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY 17. INFORMANT"' S S1GNATURE OR NAME ADDRESS
] {Yes, 0o, orunknown) | (If yew, give way or dates of sarvice) .
= yes Wl # 499-03-0862 | Louis Day 2202 Walmt St
) lil .|| 18. cause oF peaTH \ DI.';SEA.SE OR CONDITION ME'::? CERTIFICAT} @on v | ONSEY A D
. Enter only onecauso per | I. vy P e . ,
Z |l 1inefor (a), (&), and (@) | DIRECTLY LEADINGTO DEATH‘(a)
v “This dos mot mean | ANTECEDENT CAUSES
=9 || tbe moce of dving, such | Atorsia conditions, if any, giving DUE TO (b}
3 a# heart follure, asthenia, | rise to the abooe cause (o} stating
= ec. . It means the dis- the underlying cause last. . - \ o
) case, infury, or complica- DUE TO (c} o -
% || tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS = &
= ' ' ' Conditions contributing to the death bul not - e : .
51 related to the disense or condition causing death.
= 19a. DATE OF OPFE#‘- 19b. MAJOR FINDINGS OF OPERATION e o o 20, AUTOPEY?
z . ' :
[ 3 . X NO D
21a. ACCIDENT (Bpecity) .| 216 PLACEOF INJURY te.x..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (S5TATE)
.2 " suicioe home, tarm, factory. sicwst, offioe bids . eva) _
Z || - - HomicibE A i S v
“ g 2)d. TIME (Moot} (Day) (Year) (Houn) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? °
! ., .o WHILEAT[—] NOT WHILE
“ P!‘ INJURY . ) = | WORK AT WORK Ll Cf (034
‘
. &\_E (- hereby certify that I attended the deceased from . _____ 19 , lo 19 , that I last saw the deceased
; . ‘alive on 19 and that death occurred at%., Jrom the causes and on the date staled above.
I {Degroe or t.me) 23b. ADQRESS DATESIGN
a k . ?M@ /lk 3‘ : W ' ? &G&
E %4';. ag ER M[g\h\'LCREMA— 24b. DATE NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) . ({State)
. (Bpeclty) p
§ émoval jAug 53 IT wal . ,Te;g{ Bﬂ(hnb St Louis, Co. MO,

DATE REC'D BY LOCAL | REGIETRAR'S SIGNAT ./'25. FURERAL DIRECTOR'S 81 GNATURE ADDI"EQS -
M‘* E jwag J.H.Randle & Son 3133 Bell Ave

5 (Licensed Embalmrer’s Statement on Reverse Slde)

I Wi




STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embals
by me, Or by ...t i iiiceas e » Student Embalmer No..... g caeeaes

working under my personal supervision,.

L AT 13 4 S Y Signed....
Signature of Student Embslwmer

ensed Embalmer No%.?..}
P, O. Addresalz7 f
{Fail

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

if embalmed by a STUDENT, he also shall sign in his OWN handwriting.

¥* this body i3 not embalmed, fact should be so stated abave.




