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WRITE FPLAINLY-—USING UNFADING BLACE INE—MAKE A PERMANENT RECORD

M

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

AN 26 195 REG. DIST. NO. 3 I 8 PRIMARY REG. DIST. m._l.gis. Registrar's No.o. ...

2687
0125

State File No.

BIRTH uo
1 PLACE OF DEATH 2. USUAL RESIDENCE (Whers decessed lived. If lnstitation: residencs before
. STK . 3 admision).
a. COUNTY . _ a. STATE Missouri b. COUNTY )
b. CITY (I cotside corm , URAL and . LENGTH OF . CITY g
oai vorpurate limits, weite B give - gTAY gl c oR a ?g&dﬂm within %ﬂl
TOWN . St. Louis Town St. Louis Ta Ca o
. FULL NAME OF (If not in hoapétal or Institution, give strest addross or location) «. STREET (U rural, give location} 2 I/z
HOSPITAL DRESS
iNoriTuTion  Homer G Phillips Hospit / 2609 N Taylor
3. g&ME o% . (First) b. (Middle) c. (Last) 4 né'Il__'E (Month) (Day) (Year)
{ Type or Print) Clarence Crosby DEATH _ Jan. L 19%)
5. SEX ?__ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, #i 8. DATE OF BIRTH 9. AGE (In years|  cxotm 1 YEAR | O eem w0 wrs,
} Wi , DIV RCED:Mbl; lmﬁm Haﬂhl Daye | Hours | Min,
Male eqro f War 2/ ,/f??/ S | ™
\D:;u%g&cg?Tﬂu&mm:dwm- 10b. KIND,:; BUSINESS OR IH- M. BIRTHPLACE (o, od Beats or Foraign Comatry) / lz_ogrnmr:qopwuxr
tr #o //Z:.f/:-f// / 7.

13a. FATHER'S NAME

C/ar exce. ('m

4y

13b. MOTHER™S MAIDEN

Z/Vﬁa Wy

14, NAME OF WUSBAND OR WIFE

’NI'JruJ

zth by certify that I attended
_i_'h_

, and that death occurred al

15. WAS DECEASED EVER IN U/5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR__NME ADD?ES-S
(Yes, 0o, of unknown) | (If yes, dlve war or dates of service) . ] B -
Uvlvow : Yl Mathie Vougdw Foo§ 4 edsor ¢

18. CAUSE OF DEATH © = o © _ MEDICAL CERTIFICATION . _| INTERVAL BETWEEN
| Eater caly cnecauseper | E. DISEASE OR CONDITION Senilit d . ONSET AND DEATH
lime tox (g}, (b), and (¢y | DVRECTLY LEADING TO DEATH® (q) - oen Yy and Artericosclerosis =

_*Thisr doet not men ANTECEDENT CAUSES )

the mode of dying, Fuch | Morbid conditions, {f any, .ﬂ‘,""" DUE TO (t)

ap Beart faflure, asthenia, |  rise Lo the above cause (o) slating

de. It meama the dis- the underlying cause last,

ease, tnjurg, or compii DUE TO {c)

tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

" Conditions coniributing to the death but not
. related to the diseave or condition causing death. Senile Psychosis and Malnutrition
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATICN 2. AUTOPSYT?
TION .
ves [] wo (B
21a. ACCIDENT (Bopecity) 21b. PLACE OF INJURY (s.x.. inorabout | Zlc. (CITY, TOWN, OR TOWNSHIPY {COUNTY) (STATE)
SUICIDE - boms, farm, fagtary, sttwes, offica bldg., et
HOMICIDE o, .
21d. TIME (Month) (Duy} (Tear) (Hour) 21a. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ()
’ : WHILEAT NOT WHILE
INJURY m. WORK AT WORK ‘11-5. 0
he deceased from 12-26 8

_wai,to_].:h_,m_ﬂl,thm I last saw the deceased
$158m., from the causes and on the date stated above.

(Degree or title)

230 ADDRESS

1

23c. DATE SIGNED

H

zaa GNA _ :
/tw—.,,./ M. D. 2601 N Whittier St 1-5-5h

zta BURIAL, cnzm DATE’ 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION of county) , (Btats)

e /- oo ‘;& /7’, /;ro’ | Gheexweed / 637/ 17 'j ’Au;;? S

DATEHE’DBYLOC%L

DIRECTOR' S §1GHATURE ADDRESS




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 -2 GO ppuy g M » Student Embalmer No...........
working under my personal supervision. .
SEUAENt .. eneermnceeenaemaneseaiansazensacnnannanan Signed. /. .l%cg.jeﬂ. XA L 2P
Sighature of Student Embslper
Licensed Embalmer No..%
Rt
o P. ©. Addresaﬁjm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
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 is not embalmed, fact should be so stated above.




