G

No. 300

T

N

10.48

FILED AUG 2 - 1954

THE DIVISION

OF HEALTH OF MISUUN
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 3 IBPRIIAIIY REG. DIST. NO.

003

4534

rransanmenstninsn

6875

Statr File No..........

BIRTH NO. — Registrar's No.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. 1If inwtitation: reskience befors
a. COUNTY a. STATE 1 b, COUNTY - adiidon).
L 1SSDIY) -
b. CITY (If outcide corporsts Limita, write RURAL and give STALENIEE'- £F) c. C!TY a bg:mu. within l.hnlh =t :
. township) [{ ow a
Town ©  St. Louis, Mo, L_EFQ,. TSN -.:‘5"‘ “.n\L‘l‘A L H
FULL NAME OF (If not in hospital or inatistion, glvs strest address or location) DDR (11 rars!, ghve bocatlon} ”r/ /
NSTITOTION DOA  Homer Phillips Hospital 0 :3 gy '] La h2a d } P - J

T

(Y, Wmnown) (H yeu, give war or dates of sarvioe}

—

Dorris Fle.-l'c.he.lf‘ 3987 1

3. NAME CF a. (First) b. (Middie) ¢. (Last) I
DECEASED ¢ . 4. DATE J(Efm ltbnr) (Year)
rvmeer P L AL A N Fletcher | o 2y 157 195
5. SEX 3 & COLOR.:;R RACE | 7. MARRIED, NEVER MARRIED Y | 8. DATE OF BIRTH 5. AGE (In years| I UNWOEX | TEAR | @ GO o ms.
.- = wiT gy o WIDQWED, D ED (BD. . Isat hirthday) Mom-h, Hours | Min,
1 2 14983 "4\ 1 l
10a, USUAL OCCUPATION {Gwekind of work | 105, KIND OF BUSINESS OR. IN- [ 11. BIRTHPLACE 12, CITIZEN
dona duriag moms of working life aven 1f retired) | . DUSTRY (City wad Seate or Foraien Counter () COUNTRYS THAT
RBahy — St Louns, Mo Lo S Fln
“13.. FATHER'S uﬂng 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE .
- . L} PR . !
b 4 d . R
L5, WAS DECEASED EVER IN U.S, ARMED FORCES? | 6. SOCIAL SECURITY |'13. INFORMANT'5 SIGNATURE OR NAME ADDREss
i

18, CAUSE OF DEATH
_ Entet only cnacsise per
line for (8), (b), and (¢)

*This does not mean
the mode of dying, 2uch
ar heart fallure, asthenia,
‘ete. ‘It means the dis-

No:
| DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH (5)

MEDICAL CERTI FICATION

INTERVAL BETWEEN
"~ ONSET AND DEATH

ANTECEDENT CAUSES

Bedano bl ol CDWMJ,,

Morbid conditions, if any, giving DUE TO (0)
rise {0 the above cause (o) :tqu
the maderlyfw couse Iali

u_

DUE TO (c)

case,infury, or complica-
tion which caused death.

Il OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not -
related to the disease or condition cauting deaib.

TE PLAINLY—USING UNFADING BLACK INE—MAEE A FERMANENT RECORD

19a. DATE OF OP'FI%Ahi 196, MAJOR FINDINGS OF OPERATION ‘_\-— 20 AUT
. : ) . YES No

21a. ACCIDENT ' (Bpeelty) 21b, PLACE OF INJURY (s.a.. lnorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE . Vhom..lnnn. tastory, street, omubld: 0.}

HOMICIDE
21d. TIME (Month) (Day) (Year) ({(Hour) Zle. [NJURY OCCURRED | 21f. HOW D!D INJURY OCCUR? )

) N WHILEAT(™] NOTWHILE . : -
INJURY . m. | “work AT WORK - C2 :-X

alive on

22. [ hereby cm—t;fy 'tfmt I auendcd the deceased from

and thal death ocg:r\'ed mz

, lo

, 18

, that I last saw the deceased

., from the causes and on t}w daole atated above. ,

e PR

23b, ADDRESS
Jo.o

Fa

S,

REMOVALCREMA- Z4b. DATE 24c. NAME OF CEMETERY OR CREMA‘FORY ~ | 24d. LOCATION (Oit?. town, or county) { (ﬂwte) Vi
{Bpecity) .
\ I~ 24<5 ¥ reeN wrod (. haiiy OOy M2

DATE REC'D BY LOCAL

JuL 24 195%°

REGISTRAE S SIGNATUR.E f 7

25. FUNERAL DIRECTOR'S SIGNATURK

1T H,

Y5,

ADDRESS

3

__.EI_! '

on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
byme, or by ccverrriiriiiaina e e ey eeeeeadeessatacucesresetinasnntnaranteananes , Student Embalmer No,..coevrnn---

working under my personal supervision..

SUGENE oo oottt aitiaansiieansanie it eaaaaanas S:gneJ ...... /}_ ?M@ ”W"/C ...... Len

Signature of Student Enbalmer

/ / ; e e aiat
i Llcensed mbalmer No.............
P, O. Address?.{.&.&i&%.‘?}:

Note: The above MUST -BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Fai
' to comply with the above constitutes grounds for revocation of licenae).

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

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



