THE DIVISION OF HEALTH OF MISSOUR

M9, 300 : : ‘
sl IS STANDARD CERTIFICATE OF DEATH 1.3 e v 6803
ﬂLLb MAR 4 1954 REC. DIST. NO. 31 8 PRIMARY REG. OIST. MO. Registrer's Na.__..M....ﬁ_.. ‘
1) | PI-ACE OF DEATH 2 USUAL RESIDENCE (Where decssasd lived. If Institution: rewidencs befors
a. COUNTY a. STATE b. COUNTY adalefon),
_ : Missouri
b. CITY (f outside corporate limits, write RURAL and give c. LENGTH OF ¢. CITY . & In Reridenes withtn Hmity of
OR i cownubits| STAY (in this place) OR . .ol Pt
E TownN 3t . Louis, Mo. TowN  St. Louis | REYTRY
d. FULL NAME OF (f not in hospital or institation, give strest addrem or looution) o STREET (2 rexal. give keeation) l
o HOSPITAL OR . ADDRESS Al 7
3] wstrutioNnL,uthe ran Hospital / 7003 Minnegota Y
a 3 NAME OF 2 (Fist) b. (Midaie) © (Last) ] Py Dg;g (Manth) (Day)  (Yesn)
B[ (Tyveer Print Earl B. Shaw vea Feb, 4, 1954
E 5. SEX 6. COLOR OR RACE 7ummmumaum & DATE OF BIRTH 9.:3l~:an.)m -mubﬁ.: ¥ s
birthday’ Monthe Min,
e male white mArTieg o = Jan.8,1877 = |
E mar USUAL OCCUPATION (G ki of work- 10b. KIND OF BUSINESS OR IN- | 1. sfmum (City sad Stata or Farsigs Comntry) {) _12_ cg{'rr}%a{’?rwmr
B2 Machinist . Missouri _
< 138. FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME ' 14. MAME OF HUSBAND ' OR ¥IFE
m (U0kK. Shaw . .. {Unknown —_De.lla_ﬁhaw .
iz || 15. WAS DECEASED EVER IN U.S5.ARMED FORCES? | 16. SOCIAL sacunmf 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Y-.lp.wmho-n) | !-.dnmwdn-d
3 no Ro -20-9343 | Della Sh . a
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION i INTERVAL w
M 1. DISEASE OR CONDITION :
7 'mﬁﬁ;ﬁ‘(’; DIRECTLY LEADING TO DEATH® () C.z_l(.& b et g,.fa.f 5 22:70'
22 || +7az 2ors oof meean | ANTECEDENT CAUSES " ( I P ta.;,,c&.",i ‘
© |l the mote of éring. smeh | Mortia conditions, if eny, gising DUE TO (&) a d /o 'f“‘"‘“'
3 as heart feflure, asthenia, | rise to the abose couse { sating
[ ete. It meana the dis- wing couse lant.
eaze, injury, or complica- DUE 10 ()
g tion whick cansed decth. | 11. OTHER SIGNIFICANT CONDITIONS . . . ~
4 || 19a. DATE OF OPERA- | 195. MAJOR FINDIRGS OF OPERATION " _ 20. AUTOPSY?
= TION |, O =
= | - - - . - . YES NO )
o || 2a. ACCIDENT ~ Gowity), __| 21b. PLACEOF INJURY (s inarabout | 21c. {CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
E . ﬂg&:&& Eal . "7 | bemia, farr, tactory, strest, offios bldg.. ste.)
\, g’ H2td. TIME . (Mouthy (Dwy) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT
J‘ *INJURY ‘ m. | WHILEAT[™] wOToHLLE 331X
B |2 1 herety comigy tha the deceased from 4/~ t > __ 1938 4o ¥ = 1 195" that I last saw the deceased
o alive on - 19 and that death occurred at "1 - ¢ 3 43, from the couses and on the dale stated above.
. S}GNATURE w (Degres a1 23b. ADDRESS l/ . Zk. DATE SIGNED
[N . LY . - ' -
f.)"«—u\,u.;uuj y At LT Mﬁmf“’ boo . VrRGr/Vra /_;V( 2-Y-YY
E u. aum&}. cnnu; 24b, DATE . 24c. KAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olis, town, of comnty).. (Btate)
§ v Removal Mt. Hope Lemay 23, Mo.
REG A zs FUNERAL DIRECIOR'S S| 111 ADDRESS
. ogt.he ™n Fune rﬂ I!{‘ome )




STATEMENT BY LICENSED EMBALMER
]

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
370 TIN5 PP PR , Student Embalmer No...........

working under my personal supervision..

Student.......ovimvimmiieinaci e s creeaneanas
Signeture of Student Embalmer

P. O. Address é‘s“’?&}i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fz
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.




