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WRITE PLAINLY—USING UNFADING BLACK INK—MAXKE A PERMANENT RECORD

H )Q THE DIVISION OF HEALTH OF MISSOURI
LEB BEP 29 m STANDARD CERTIFICATE OF DEATH

- BIRTH NO. . REG. DIST. NO. 31 8

1003

PRIMARY REG. DIST. NO.

50666

Hegistrar's No.

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where docensed lived. If !natitution: residence before

10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN-
dons during most of working life, evet if retired) DUSTRY

Clsrk Retired

11. BIRTHPLACE

Baffalo New York

a, COUNTY a. STATE r!j[ gggm - "b. COUNTY sdicimion),
b. CITY (I outside corpurats limits, write RURAL and give c. LENGTH QF c. CITY d— Is Rexidence within limits ;I__
townahip)| STAY fin this place) OR . ¥ elty or rated town?
Town, .SAINT :JOUYS ¢ town Salnt Louls Y= O, %O
d. FULL NAME OF (If aot ia boapital or institution. give atrect address or locstion) . STREET (11 roral, give location) ‘Y i
HOSPITAL OR A 9‘0 D
INSTITUTION  CHRON1C HOSP1TAL ? 5662 Waterman
S.BIEACIEES%% . (Flrst) b. (Middle) c. (Last) ' | 4, DSTE (Mmtm (Day)  (Yean)
{ Type ar Print) Clara w Campbell. oEatH 9 8 1955
5. SEX o 6. COLOR'OR-RACE | 7. MARRIED, NEVER MARRIED, # | 8, DATE OF BIRTH 9, AGE (En years] IF UNDER 1 TEAR | & UNDER o mEs,
WIDOWED, DIVORCED (8pect Laat birthday) Munt!u, Days { Houss | Min.
M ¥ widowed 7-28-1880 w5 |

(City and State cr Foreiga Cnuntrv)/‘ Izﬁéﬁzsw?FWHAT

13a. FATHER'S NAME 13b. Mam\sn's MAIDEN NAME 14. NAME OF HUSBAND OR ‘VIFE
*_John Holchsn Un - | Eidowed .
5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 S1GNATURE OR NAME ADDRESS
(Yes. no. or unknown) | (If yos, elve war or dates of service) NO. R ds
Chronic Hospital Recor 5600 Arsenal
18. CAUSE OF DEATH MEDICAWN'CERTIFICATION ’ INTERVAL BETWEEN
Enter only onacinseper | 1. DISEASE OR CONDITION _ - . A - . S ONSET AND DEATH
Line for (&), (b, and (¢) | D/RECTLY LEADING TO DEATH @ _
- + e d .
«This docs not meen | ANTECEDENT CAUSES - . W
the mode of dying, such | Morbid conditiona, if any, gising PUE TO d ~
as heart foilure, asthenia, | 7ise to the abose cause ( a) stating
ae. It means the dis- P‘M underlying cauae las
eate, infury, or complica- N DUE TO ( y
tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS I
v o | conditions contributing to the death but a0t =
related to the direase or condition causing death.
192. DATE OF OP-'I::E’AH-I 156, MAJOR FINDINGS OF OPERATION = 20, AUTOPSY?
: 200 M ves L] wodd

21a. ACCIDENT - (Bpecifry) 21b. PLACECF INJURY {a.g.. io orabout Zlc.((CITY. TOWN, CR TOWNSHIP) (COUNTY) {STATE)
SUICIDE . homs, farm, fagtory, strest. offios bldz.,ete.)
HOMICIDE . o -
21d. TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCURT-
WHILEAT—] NOT WHILE
INJURY WORK AT WORK
2. I hereby cerlify that I aliended the deceased from , 18 , Lo , 18 , that I last saw the deceased
__alfve on -, 19 and tkal death occurred at 'm., from the causes and on the date stated above.

@Nzﬂ{ne i : /ﬂ : | ggruur m% ’ZBD. ADDF:‘E,SS 500 ZZ f '23’5 :J;E.S‘Igl;):

TION. REMOVAL (Specify)

24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY

DATE REC'D BY LOCAL REISTRAR'S SIGNA RE

SEP9 195§ 2 - [

m.%l

C

24d. LOCATION (City, town, or county)  (Stats)

Burial 9-10-19 New St Marcus Cemetery St Louis,Missouri -
25. FUNERAL DIRECTOR'S 8|GNATURE6‘}6'+ m

a




STATEMENT BY LICENSED EMBALMER

+

rFa

-

e
1 hereby certify that the body whose'name is recorded on the reverse side of this certificate was emb

by me, or by .....oiiiiiiannn ettt T T PR

working under my personal supervision..

Student .. o.ooii e
Signature of Student Embalmer

P. O. Address 7?%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license). ’

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

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




