THE DIVISION OF HEALTH OF MISSOURI

No.300 F“_EU OCT 7 = 55
-2 185 STANDARD CERTIFICATE OF DEATH e e 00, 3OO EE
L1
'BIRTH NO. REG. DIST. NO. ...§...1__8.._. PRIMARY REG. DIST. NO-]_QDE_ Registrar's No..... 8809
C 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If Instization: residence before
a. COUNTY a. STATE b. COUNTY adunisaion).
Missouri .
b. CITY (i outeide corporsio Limits, write RURAL .nd;i:;hip) & AI{'EP:?E: DEL c. ng _— 1 m:m “mrj:,mu%t;:s
TOWN  §t, Louis g Yr'S. TOWN 5t. Louis w0
d. FULL NAME OF (If niot in hospltal or {astitution, ive streot address or locatfon) STREET (It ronal, give location) ﬂ}
HOSPITAL OR ADDRESS 2] Ej
INSTITUTION Homer G, Phillips Hospital 2.2, 2215 Chouteau
3DBIE%:'EESOEF6 8. (First) b. (Middle) ¢, {Last) 4. Dé.,l_-E (Month) {Day) (Year)
(Typeor Print) __ Susie Frazier DEATH 9 29 55
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF CNDER 1 YEAR | F UNDER u s,
P Wlpq‘:l DOD VORCED (8pe T 1ast birthday) Monthl, Days | Hours | Min.
Female Negro v —— 1855 I

10:; ml_}gu:_!.L S,"E.‘EE,";‘}I.{,‘.’,E‘ (e kind ot work 106. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (/0 0t Suare ot Foreiga Counrrs) /1| 12, CIgzer\d'opwHAT
Tennessee I DA,

13a. FATHEWEKnOwn I3b.I\r&TtERifrr6% NAME 14. NAME OF HUSBAND OR WIFE
' {.1.;]_,' i1 T\Iotﬁ Known

I5. WAS DECEASED EVER IN U.5.ARMED FORCEV 16. SOCIAL SECURITY | 17. INFQR I TUR
{Yes, 0o. or unknown} I UM you, zide- or dates of service) \Io NO. % l\iTo gr%%rlij Ed\.gig b%oute eSS

18, CAUSE OF DEATH - . : MEDICAL CERTIFICATION Rk Igggﬁgm
i 1. DISEASE OR CONDITION .
Enter only onecmusedet | 1pIRECTLY LEADING TO DEATH®(py __Vesical Calculd. Chronic Cystitis. Undt,.

line tor (a), (b}, and {c)
*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditiona, if any, gising DUE TO (B}
a2 heart foflure, asthenia, | rise to the above cause (o) stating o
ac. It means the dis- the underlying couse last. - . .
care, injury, or complica- DUE TO (¢)

tion which caused death, | |1. OTHER SIGNIFICANT COMDITIONS

Conditions contributing to the death but not )

related to the dizease or condition causing death.  Broncho-Pneumonia

19a. DATE OF OPERA- | i5b. MAJOR FINDINGS OF OPERATION o 2. AUTOPSY1

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

TION .
8-31-55 Bladder Calculi é[ﬂ/ X ves [X wo [
21a. ACCIDENT (Specity) 21b. PLACEQF INJURY (s.c..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) 4 (COUNTY) {STATE)
SUICIDE bomag, farm, factory, sireet, office bidg. e10} )
HOMICIDE - s .
2)d. TIME tMonth) {Day) (Year) (Hour} 21e. INJURY OCCURRED | 2it. HOW DID INJURY OCCUR?
OF . WHILE AT} NOTWHILE
INJURY WORK AT WORK .
22. [ hereby certify that I atlended the deceased Jrom _i'j‘_, 1955_; lo _&2&___, 19_55:, that I last saw the deceased
alive on 1_59_‘_, 19 , and thal death occurred at : m., from the causes and on {he dale stated above.
2. SIGNATURE . . , (Degtoe or tit.le)é‘ 23b. ADDRESS . 23;. DATE SIGNED
vyﬂ' u.D. 2601 N. Whittier Street 10-1-55
TI BUERMIAL CREMA. | 24b. DATE 24:. NAME OF CEMEFERY OR CREMATORY 244, LOCATION (Oity, town, or county) (5tate)
{Bpacfy)
B RENQUL @owit Oct 4 /7.(7"' Oakdale St. Louis County
DATE REC'D BY LOCAL ISTRAR'S SIGNATUR} 25. FUNERAL DIRECTOR'S S1GNATURE AODRESS
00T 3- 1955 ’ Y LA, P 5.0 Wagson 2769 Chouteau




STATEMENT BY LICENSED EMBALMER

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

DY IME, OF DY Lttt et e ibea et , Student Embalmer No,.....-....
working under my personal supervision.. /‘] 4 /7

A g/’/ o
Student....oooevrininaiiieiiaaan e cereaeenarnes Signed....... ‘ ......... ‘:’.... ...... ( ﬂy} .......

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 gréunds for revocation of license),

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

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




