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FILED OCT 141954

THE DIVISION OF HEALTH OF MISSOURI

REG. DIST, N.g.: 2 PRIMARY REG. DISTY MO

' STANDARD CERTIFICATE OF DEATH X State File No.. 52648

oD EXD keyistrar's No EZ:Z.Z <.

B

‘BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Jscoased lived. If inatizetion: ence_pefore
a. COUNTY @ a. STATE b COUNTY sdifhiva).
ct,. Touis gcounty Mo, el L
b. CITY (If outslds corpurate Limits, write RURAL and .m blAI‘fENGTH OF c. ng (If outside corporate Limits, write nmu:. and gt dv %
townabip) {in this place - 3
oW _rargonvilte,, Mo, AvanEpl " carsonville, b.o]f:
. FULL NAME OF (If not in he-piul or tastitution, give streat address or loeaidon) d. STREET (If rgral, dva lc:u;r.lroaj'
HOSPITAL OR ADDRESS
iNSTITUTION T : 4411 Carson Rd.
. NAME OF 8. (First b. (Mlddle] c. (Lasty ;
'DECEASED 8. (Finst) { ) o "u “a?g}’E (Month)  (Day)  (Yean
{ Twpe or Print) TUCY Ccooper oeatn Oct.3rd.1954
5. SEX /1 6. COLOR OR RACE | 7. #&)Fg?IED Eﬂ’gﬂ PéSRRIED. 8. DATE OF BIRTH ‘%.if.GE (In years| ¥ UNDER T VEAR | I WDER 0 RS,
(Hpe - 4 birthday) {Montha| Daye | Hours | Min.
remale white N aove Oct. 1st,1868 | | |

13a

done dgri

of wprjing life. even if retired)

. FATHER' S NWAME

John Davis

sy | cincinnati’

10a. USUAL OCCUPATION (Glekindof work | 10b. KyF BUSINES OR IN- | 11. BIRTHPLACE (3tate or forolgn sountry)

/ 12, CITIZEN OF WHAT

;- Ohio, ™. P AP A

'. . 13b. MOTHER™S MAIDEN NAME

Ann collins

14. NAME OF HUSBA.N OR WIFE

‘Chas. R. Tooper

(Yes.no, or unknown}

15. WAS DECEASED EVER IN U.S, ARMED FORCES?
(Il yea, wive war or dates of service)

16. SOCIAL SECURITY | 17. INFORMANT' S’ SIGNATURE OR NAME . . ADDRESS

: None " IMrs,Helen Sothman 4548 NW.Xingshigh

18.

the

ee.

+

CAUSE OF DEATH

. Enter only one cotse per
line for (»), (b), and (c)

“This does not mean

mode of dying, ruch

a8 heart fallure, asthenia,

It means the dis-

care, injury, or complica-
tion which coused death.

; MEDICAL CERTIFICATION . INTERVAL BETWEEN
1. DISEASE OR CONDITION . - ¢+ | ONSET AND DEATH
DIRECTLY LEADING TO DEATH" () o}

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b} .
rise to the abote couse (o) slating ', 'r}
the underlying cause last: .. - . L e 3

DUE TO (e}

1. OTHER SIGNIFICANT CONDITIONS - , -
Conditions contrituting to the death but ot D o~ "'"‘“""’"e' Z;"’"- e Y pornprily

related to the disease or condition causing death.

{licensed l--' ptemetit on Reverse Side)

19a2. DATE QF OP'FI‘BN 1Gh. MAJOR FINDINGS OF OPERATION - rm AUTOPSY?
_ ‘ ‘/:Ioog wes [ w0 K
2ia. ACCIDENT (Bpecify) 21b. PLACEOF INJURY {e.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) "_‘% (COUNTY} * ! (STATE)
. SUICIDE boms, farm, tstory, strest, office bldg.. e1a} .- L
HOMICIDE ) - : I
24d. TIME  (Menth) (Day) _(?-:r) (Hour} 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? .** ”
. i - WHILEAT[™] NOT WHILE, ) t"
INJURY cn = | woRrx . AT WORK
2. T hereby certify I uended thy deceased from w to @ E/T > 19‘1/ that I last saw the deceased
alive on . and that deatlf occurred at m., from the causes and on the date stated above,
23a. SIGNA’ (chrm or till 23b. ADDRESS - ( | &711 IGNED
8’)- 3/ foA /7 20/4/5¢
T BURIAL, CREMA- | 245, DATE Z4c. NAME OF CEMEI‘ERY OR CREMATORY | 24¢. LOCATION {Olty, town; or county) (State)
Mﬂ . .
8‘} kR is) 10/5/54 Valhalla St. Louls, MO.
DATE REC'D BY LOCA / FSTRARS SiqupmUpE? 25, FUNERAL DIRECTOR' 5 S1GNATURE “%% AbOWESS
- S BPTRIUS <1222/ Y aecer _Funeral nir. 3402 N, ¥ingchio
- — S i L eyl -



L 3

% YSTATEMENT BY LICENSED EMBALMER

I hereby cettify that the body whose name is recorded on the reverse side of this certificate was embalmed bymm—l._

..... . Bt eeneeees, Jtudent Embalmer Mo,

working under my persona! supervision,

Student cuciiecannscaancananansannnnn asees
Student Embairner

P. 0. Address

Note: The abm,e MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply with
the above constltutes gruu.nds for revocauon of license.)

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




