THE DIVISION OF HEALTH OF MISSOURI

»

2. I hereby :gy tzhat I auended the deceased from _2[2_2_._ 19_51 lo _QLL_ 19_53 that I last saio the deceaaed

alive on 19_53_, and that death occurred af 2..2!2&. m., from the causes and on the date stated above.

M.D, 9/27/53

24a. BURIAL, CREMA- | 24b, DATE J ch I\A“E OF CEMEI'ERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
FERSURY == | 8=80-1953
RES)ST g

DATE REC'D BY LOCAL
REG.

23a, SIGNA% 5 o o . J (Degree or title) [ 23b. ADDRESS BARNES HOSPITAL 23c. DATE SIGNED

, 8t.Louis Co., =~ Mo.
25, FUNERAL DIﬂECTOl 85 SIGNATURE ADDRESS

Y AL .R.Lupton & Sons.?7233 Delmar Blvd

(Licensed Embsimer’s Ststement on Reverse Side)

. No.30O |7t .
s D OCT 15 a%s STANDARD CERTIFICATE OF DEATH Stte File No
'BIRTH NO. REG. DIST. NO. il_a_ PRIMARY REG. DIST. HO.]_O_O_3. Registrar’s No,...... ..._...g..g:?_m
1. PLACE OF DEATH ’ 2. USUAL RESIDENCE (When d d lived. If Loatj = residenos before
0 a. COUNTY a. STATE Missouri * COUNTY -dm;i?u
b. CITY ' . . LENGTH OF . CITY
OR (M1 outslde corpurate [mlta, -duamr.nndwg‘l:‘mm gTAY Mg ¢ OR St L N a, h::,dhuﬂ:huﬂﬂwl:#
a TOWN ST, LOUIS, MISSOURI TOWN - Louls . O
d. FULLPPA;{EOORF (If not in hospital or institution, give strect nddress or location) . sDr[%{EEErSS (If ramal, give location)
9 mstirution  BARNES HOSPITAL }4“ 4402 Mc Pherson
ﬁ 3 SE‘%:“&ES%% 8. (First) b, (Middle) T o (Last) 4. DATE (Month)  (Day) (Yean
OF
[ ( Type or Print) Meta Merie WILKINSON pEaTH  Septe 27, 1953
] ﬁE’( / tq OLOR OR RACE t 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In years| IF UkDER 1 YRAR | ¥ UNDER a1 nis.
£ | Female/ | WREES™™ | " G MR Unty o a5 1007 | Bl || W |4
» )
; 102, USUAL OCCUPATION (Givekind o work | 10b. KIND OF BUSINESS OR IN- | 1T BIRTHPLACE ... .y s . 12, CITIZEN OF WHAT
(] D y and State or Fereiga Country}
2 eeMEEERLPet™ [ at home *™™| Newton, Kansas UERNTRY
: 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Martin Mankowskl. | Helena unk Drame Wilkingon.
a i5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S 51 GNATURE OR NAME ADDRESS
W-.M.mﬁknown) | {If yos, xive war or dates ol sarvice) NO.
3 ] none Drane Wilkinson, 4402 McPherson
I 18..CAUSE OF DEATH MEDICAL CERTIFICATION lmg.:lﬁgﬂgﬂﬂ
" M | Enteranlyoneceuseper | 1. DISEASE OR CONDITION _ L TWEER
Z [ 'metor (), (o), end (o) | DIRECTLY LEADING TO DEATH® () Peripheral vascular collapse _ ﬂ hours
v o Thir does mot mean | ANTECEDENT CAUSES
-G [l 4he mode of dving. such | Asortic conditione, if any, giotng DUE TO (b) Cerebral vascular accldent } days
= ar heart fellure, esthenia, | Tise to the above coude (m) :ta.!ing
=) ete. It meena the dis- the underlying cause laal,
o ease, injury, or complica- DUE TO (c)
. || tiom tokich caveed denth. [ 11 OTHER SIGNIFICANT CONDITIONS Cortical atrophy w/psychosis md ]
. nditi ibuting to the death but not
5 gllatté z!:h%fs?mzo?mﬂdzfio;amuﬁn: deaih. convulsiona 3 years
|| 192 DATE OF OPERA. | 18b. MAJOR FINDINGS OF OPERATION ' 20. AUTOPSY?
& £
= YES No 1A
|| 2ta. ACCIDENT (Bpucity) . 21b. PLACE OF INJURY ta.c..inorabom | 2ic. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . b - | boms, farm, fectory, street, offics bldg., ete.) .
C A . HOMICIDE :
. :g 219. TIME (Menth} (Day} (Year) (Houn | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
: i 1 mgury . m | YHoRK L] arwork 33 | X
3
&
<
2

4




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embals
by me, or by .............. e et teneaeaeeaeieeeeeeeineaeaneaeans

working under my personal supervision..

Student........ eogenacens crereennen resezeesreannans Signed .£«7 . %-

Signature of Student Embaloer

Noéé) é ‘

Licensed Embalme
P. O. Addresseé\! ................

4

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).

1f ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.

T this body is not embalrhed, fact should be so stated above.




