No. 300
10.48

WRITE PLAINLY—USING UNFADING HLACK INE—MAEKE A PERMANENT RECORD

FILED MAY 26 1955

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 318 PRIMARY REG. DIST. N01003

16618

State File No e eoverersasasanssan,

4438

! BIRTH NO. Kegistrar's No.,..
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deteased lived. If Inatitution: residence before
a. COUNTY a. STATE . b. COUNTY wdinizsaion),
Missouri ?
b. CITY (1t outcide corpurata limita, writa RURAL and give c. LENGTH OF c. CITY I ) Is Residence within Usnlts o-;-_
OR whabip) | STAY (in thi ) OR . ’ ot
Town  St. Louis e temessell gown St Louis, Mo. | R R
d. FSEEPPAME OF (If not in hospltal or institution, glve atroot address or location) ASTDRREE‘SI—S 2918(“ rural, give loestion) ?‘g/ /b
institurion. . Homer G. Phillips Heospital [ 2 ) Lucas
3. EI;IEJ::PEE s?a'i-: 8. (Fimst) b. (Mliddie) c. (Last) l ry DA}-E {Month) (Day)  (Year)
(Twme or Print), Ella Fitzpatrick DEATH S 17 55
5. SEX "3 6. COLOR OR RACE | 7. ‘I)JIARR:ED. NEVggchRRIED 8. DAHE(;)_E Bl %O 9. AGE (Iu years| IF UNDER 1 YEAX | UF UNDER M Has,
A . wWr last Yirthday) Day | H Mip,
Female™| Colored OrL/EroRy = About |7k o)

102. USUAL OCCUPATION (Give kind of work

dﬁu Suﬁl%né:koéwérﬁnéliq evan if retired) |

10b. KIND OF BUSINESS OR_IN-
OUSTRY

i1. BIRTHPLACE {City and State c- Foreiga Cnnntrv)/ &‘2‘ CLH.‘Z.ER,?OFWHAT

Ripley Tenn.

13a. FATHER'S NAME

George Halliburton

13b. MOTHER"S MAIDEN

Charlotte

NAME 14. MAME OF HUSBAND OR WIFE

Boyed

i5. WAS DECEASED EVER IN U.5. ARMED FORCEST

(I yos, pive war or dates ol sorvice)

Yeu. nﬂor unkooswn}

16. SOCIAL SECURITY
N NO.

17. INFORMANT'S SIGNATURE OR NAME - DDRESS

Martha Gause 2018 Lucas Ave

18. CAUSE OF GEATH  MEDICAL CERTIFICATION lg;ggl\!'AL BETWEEN
. Bnter only onecsuseper | 1. DISEASE OR CONDITION AND DEATH
Jine tor (5, (1), and (& | DIRECTLY LEADING TO DEATH®(;) Carcinoma of Breast lindt.
“This does nol mean ANTECEDENT CAUSES
the moda of dying, such | Aforbid condilions, if uny, giving DUE TO (b)
ar heart fatlure, asthenia, | Tise to the above couse {a) stating
ete. It means the dis- the underlying cause last. | -
case, infury, or complica- DUE TO ()
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS
* | Conditions contributing to thz death buf a0t Metastases .t
related to the direase or condition causing death. .
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
TION \ cT
YES E] NO @
21a. ACCIDENT (Bpocify) 210, PLACEOF INJURY (o.g..inorabount | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE home, tarm, fastory. streat. office hldg., et}
HOMICIDE .
21d. TCI)P'_QE tMonth} {Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE .
INJURY = | T worK AT WORK : v 1] D%
2. I hereby that I attended the deceased from _5_9.._.—, 19__5_5_, lo _....5_'..}_.?._..._.._, 1955_, that I last sae the deceased

if]
alive onﬂ]_, 1 9_55_

, and thatl death occurred at .

m., from the causes and on lhe date siated above,

23a. SIGNATURE

D,

egroe or title)

/4 M.D.

L £3b. ADDRESS 23c. DATE SIGNED

2601 N, Whlttl.er 5-18-55

a. BURIAL, CREMA- | 24b, DATE * 24z, NAMEAOF CEMETERY OR CREMATORY 24d. LOCATION (City. town, or coumy) 3 (State)
TION, REMOVAL (Bpedty) : . A
Remova Bm23= 55 Washington Park- st Louis, Mo,

DATE REC'D BY LOCAL

MAY 20 1855

25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS

A. L, Beal Und Co. 4303 Delmar

e YR L
74 (Licensed Embalmet’s Statemnent on Reverse Side) R




N

STATEMENT BY LICENSED EMBALMER

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

by IMe, OF DY oo i ettt

working under my personal supervision..

oA L= =3 ¢ T A DTN Signed.....)

Signsture of Student Embalmer

P. O. Address. LI-?Q O*’T)OA

_ I\[Iotg: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
to comply with the above constitutes grounds for revedation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrltmg.
~ I this body is not embalmed, fact should be so stated above. -

-



