1 THE DIVISION OF HEALTH OF MISSOURI (5
6.300 F“-EDNOV 2 9 1954 t)9113
u STANDARD CERTIFICATE OF DEATH SH818 File Nooorvoovesemssooosesrene
”
'BIRTH NO. ____ REG. DIST, NO, 31 8 PRIMARY REG. DIST. NO.JQQ3 Kegistrar's No, tﬂ'gg_j;usu.
’ 1. PLCSCNE.'.?F DEATH 2. USUAL RESIDENCE (Where decoased Hyed. If institciion: resldence belore
- . H . A aduni .
| 3 a. COU 2 STATE  wre oo url e b, COUNTY dimiseioa)
, b, CITY (It outslde corpurate limits, write AURAL and rive c. LENGTH OF .Y R - 4 I3 Resldence withln Uity :_
i township)| STAY (in this place’ R A . ity o rated town?
Toan Ste Louis » MO, DéA TowN St. Louls, L= m"_ﬂ P
: d. FH%P?_]&AT-EOORF (If oot in bospital or institution, give strect address or location) E‘ STRRFESS {1 rural, ghve location) d/y/b
! INSTITUTION Enmb_e__c_‘ux Hos Qit al,. i 4166 Washington.
f 3. DNE‘?:"EESOEFD 8. (First) b, {Middle) / ¢ {Last) ‘ 4. Dg}-E {Month) (Day) (Year)
. { Type or Print) Loretta Pitts peatk  Nove 12, 1954
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /| 8. DATE OF BIRTH 9. AGE (In years| ¥ UNDER 1 YEAR | = ONDER 21 7S,
WIDOWED, DIVORCED (Bpacil. h-élgmd-w Munun, Days | Bouss | Min,
Female "|White Marrie 2% ,
Wa. USUAL OCCUPATION of worl . KIN N RIN-| 1. P
| 2. USUAL OCCUPATIO 1&‘:’:5.*::}’ strork | 10b. KIND OF BUSINESS OR IN. n BIRTHPLACE (City ad State o Forsigs Cowsten) ¢ )] 1% CITIZEN OF WHAT
| Housew At Home ‘ Missouri, eSehe
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR ¥IFE
' John King Ad = | Harrison Pittg
I5. WAS DECEASED EVER IN U. 5, ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT' 5 S|GNATURE OR NAME ADDRESS
(Yes. 00, or unknown) | (If yes, pive war or dates of service) NOC.
No. Nil. None Florence Larsen 4166 Washington.
, 1B. CAUSE OF DEATH : "'MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

Hne for ¢a), (b, snd (0) DIRECTLY LEADING TO DEATH‘(a) .

3
z -4
*This does not megn | ANTECEDENT CAUSES ﬁ! >, 3 : ¢ ‘ @—éd‘

the mode of diing, such | Morbid conditions, if any, aidng DUE TO (b)

o8 hearl falluire, asthenia, rise to the above cause (a) stating . o.
de. It fmm the dig- | the underlying cause last. d !

ease, infury, or dica- DUE TO (&)

tion whick caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contribuding to the death but nof
related lo the direase or condition cousing death.

WRITE PLAINLY--USING UNFADING'BLACK INE—MARE A PERMANENT RECORD

19a. DATE OF OPERA- ! 196, MAJOR FINDINGS OF OPERATION o o 20. AUTOPSY?
TION L.
YES D wo ]
21a. ACCIDENT {(Bpacity) 21b. PLACE OF INJURY (o.g.. Inorabout | 2le. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fastory, street, office bldg., ave.)
HOMICIDE . . .
21d. Tgf:_lE (Month} {Day} {(Year) (Hour) 21e. INJURY OCCURR_EQ‘ ,'Zif‘._.‘HO\\L‘DID INJURY OCCUR?
WHILE AT NOT WHILE H
INJURY WORK AT WORK H500
! 2. I hereby certify that I atlended the deceased from _ o, 18 that | last saw the deceased
; alive on . 18 , and thal death occurred mdﬂ from the causes and on the date stated above.
’@. FIG TURE (Degree or title) RESS Z3¢c. DATE SIGNED
|
| ( mw @Wﬁ &M.é . L Sl
I Tlo BURIAL, CREMA- DATE 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (tate)
Sremzfﬁon' 11-17-64 Valhalla Cremator t 0 '
! DATE REC'D BY LOCAL | R , STRAR'S SIGNATURE / 3. FUNERAL OIRECTOR'S $1GNATURE ADDRESS
REG. 5 y )1
I NOV1g @54 X 1-_/‘..44‘.‘4./. ﬁ 813 . HO 4700 Washington




S'I;ATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:

DY Me, OF DY (.t iiirertcieiciieattecnmeaaimceesacseeomsronoamtssasssnnsnnnan PO , Student Embalmer No.....cvce--.

working under my personal supervision..

Student......ccoovrirmemiiieia i iieeeaeeaas
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN !-IANDWRITING. (¥
to comply with the above constitutes grounds for revocation of license). -

If emnbalmed by a STUDENT, he also shall sign in his OWN handwntmg.

L thm body is not embalmed * fact should be .80 stated above.




