No.300
10.48

MARKE A PERMANENT RECORD

WRITE PLAINLY—USING TINFADING BLACK INE-

FILED AR 7 1955 *  THE DIVISION OF HEALTH OF MISSOURI 6()35

STANDARD CERTIFICATE OF DEATH 54818 File Novvovoomeneossresee oo
'BIRTH NO. REG. DIST. NO. __31_8_ PRIMARY REG. DIST. NO. _1_0_0_3 Regisirar's No.wwn, 16..2..1....
1. PLACE OF DEATH 2 USUAL RESIDEMNCE (Where decoased lived. 1l lostlotion: residencs befare
a. COUNTY a. STATE Hissouﬂ b. COUNTY adinizion),
b. CITY (1 outaid o, . LENGTH OF L CITY . e ence v
{ sutzide corpurate Umits, write RURAL “d'.:::.hip} ng e shis lace) c OR 3 l::ll:;igr ’nmﬂi‘gi:nwumluoi
TOWN St, Louls 5 ours TOWN St. Louis s g Mo []
d. FULL NAME OF (If not in hoepital or institution, give streot address or loeation) STREET (H rural. glve locatiog)
GSPITAL OR . ADDRESS
INSTITUTION_ St, Louis City Hospital > 9‘ 1423 Grattan Street
" NAME OF - (Fi . (Middl L
ENERSE * ™ John B (Middie O D DoGrant, |+ DATE  (Momih)  (Day)  (Yesy)
(Type or Print) John L. De Grant peary  February, 18, 1955
5. SEX 0 6. COLOR OR RACE | 7. MARRIED. nggcngsamzn. B. DATE OF BIRTH 9. AGE e yeuna] i vicca 1 oan | @ ot o
Hy) 1, ¥, on! ays | Ho Mia.
Male White bivorced %|May, 6,1890 [ "
108, USUAL OCCUPATION (Give kind ot work | 10b, KIND OF BUSINESS OR IN- | 17 BIRTHPLACE 0. . ¢ ) , 12. CITIZEN GF WHAT
a Ayring most of working life, sven if reticed) RY ¥ an tate cr Foreign Couwstev COUNTRY?
BoiTermaker 14th St. RoundHous Missouri V2 | U, 5. 4.
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John De Grant Sarah De G
IS, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
Y . koown} N rvi .
Yeg " (fve 'ﬁ:'s'-'ﬁ;"'?#'.' % . “ | Unknown Mrs. Clara De Grant, 2009 Bissell Str.

|| 18. cause oF pEATH _ , — MEDICAL CERTIFICATION IAYERTAL BETWEEN
1. ‘DISEASE OR CONDITION - D DEATH
- Entel only onecaumper | 1,23 PE,ENOT0 DEATH* (5 _&M M.- 4“,@44 i,ar‘g_

line for (a), (b), and (¢)

*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Aorbid conditions, if any, gicing DVE TO (B)
o2 heart failure, asthenia, | Tise to the abore cause (a) stating
ete. It means the dis. | the underlying cauae last.

ease, infury, or complica- DUE TO (c)
tion which caused death, 1 11, OTHER SIGNIFICANT CONDITIONS
. [

Condifiona condributing to the death but not
related to the disease or condition causing deeth.

P

19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION i . 20, AUTOPSY?
TION : . 3 S . :
ves () wo L]
21a, ACCIDENT (Bpecify) 21b. PLACEOF INJURY (s.e..inorabout | 2I¢, (CITY, TOWN. OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bome, farm, taotory, street. office bldg.. sus.)
HOMICIDE .
21d. T(I)ME tMonth) {(Day) (Tear) (Houn 2le. INJURY OCCURRED | 21, HOW DID INJURY OCCUR? '
WHILE AT NOT WHILE
INJURY WORK AT WORK ‘/9" o /
2. T hereby certify that I auended the deceased from Lﬁp , 18 , that I last saw the deceased
aliveon —— . .______, 19____, and thal death occurred wer from the cauzes and on the date slated above.
GNATURE egree or title) 23b. ADDRESS 23¢. DATE SIGNED
:-"j % s L e
URIAL. CREMA- | 24b. DATE 242, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (State)
H REMgYL (Bpweify) . .
V. 2=-23&1955 National Cemetery Jefferson Barracks, Mo,

DATE REC'D BY LOCAL | REF|STRAR'S SIGN uy _ Jﬁ FUNERAL DIRECTOR'S SIGNATURE ADDRESS
FEB 211855° M 2, ath, Hermann & Son, Inc, 2161 E. Fair Ave,

. [y W & (licensed Embalmer’s Statement on Reverse Side)




> v ot e . oemm s omoeemAn oa = ot - - . - . w

STATEMENT 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 et s ereamamann

working under my personal supervision..

Student........ovoiiimii s ceieadeeaeaeaenn
’ Signature of Student Embalmer

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. '

-

»




