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AILED 0CT 24 1955

THE DIVISSON OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. :; Ia PRIMARY REG. DIST. NO.]DD_& ng;'_rf'rar’;!;'a 8704

35067

“S1ate File Nouurinissisinereses monsensns

%COLOR CR RACE

eyer Marnied Mar 5. 1900 _

-BIRTH NO.

1. PLACE OF DEATH 2 USUAL RESIDENCE (Where Jetoased livad. 1f institution: residence befors
a. COUNTY a. STATE Missouri b. COUNTY adioission).
b. CITY (It outelde corporats limita, write RURAL and give | ¢, LENGTH OF || ¢ CITY I & s Residence withn ot

< i?| STAY tin this place) OR o
TOWN Stn . LO‘lIlS towmakip) (in this TOWN st ! s cny or EncoTpora
d. FULL NAME OF (1t not in hoapital or instliution, give streot addross or loeation) STREET (M mnl, give location)
HOSPITAL OR DDRESS
INSTITUTION Homer G. Phillips Hosp:_tal /7 3945 Delmar
Y L 4

BgE%hEES%IB a. {First) b. (Middle) c. (Last) | 4. DATE (Month) (Doy) (Year)
(Twpe or Print) Samuel Pettis DEATH 10 5 6%

5. S5EX 7. MARRIED, NEVER MARRIED, [J'8. DATE OF BIRTH 9. AGE (In yeurs| IF UnDER | YEAR | IF UNDER 24 Hns.

WiDOWED, PIVORCED (8pecify) last birthday)

Month-l Days nounl Mia.

10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
doméurinlmalr.olworkiulih.d:ennll :et;r:;) DUSTRY . {City wnd State cr Foreign Countey) I 2 CITIZEQOFWAT
None . morﬂ_& ) okB odd o
130, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WwIFE
' Unk Unk o None
5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yos.n0 grunkoown) | (1 yes, sive war or dates of service) NO.
N Mary Leslie
18. CAUSE OF DEATH - . . MEDICAL CERTIFICATION . - lngER_:'AL BETWEEN
. . NSET AND DEATH
- Enter only onecausoper ORECH LY LEAD NG 10 DEATHS « _generalized Arteriosclerosis Undt.
i ‘ Arteriolar Nephrosclerosis
*This does not meen ANTECEDENT CAUS_F.S
the mode of dying, such | Mortid conditions, if any, giving DUE TO (b}
as heart faiiure, asthenia, rize to the above couse (a) clcting
etc. It means the diz the underlying cause lnst. .
ease, injury, or complica- DUE TO (¢)
tion which coused death, | II. OTHER SIGNIFICANT CONDITIONS
Conditions eonfribuling &0 the death buf 0l Chronic hys 3 i
related to the diseare or condition cousing death. Emp ySema; Cachexla
19a. DATE OF OP%I%.?\I- 195, MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
Yot R vis B o O
Zia ACCIDENT " . (Bpeeity) . 21b. PLACEOF INJURY ta.g..lnorsbout | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
ICIDE home, farm, factory, street, office bldx., et8.)
. “‘HOM!CiDE L e ey
21d. TIME (Month) (Day) (Yesr) (Hour) 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
OF WHILE AT[—) NOT WHILE
INJURY WORK AT WORK
21 hereby certi y th I allended the deceased from _2_5, 555_ lo &5_..__ 19_52 that I last saw the deceased
aliveon __~MY=0 19 , and thal deaih occurred at 2242 8w | from the causes and on the date stated above.

PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

(Degroe or title) z

2. SIGNATURE
(,‘Z:JJ ‘ee G’ MD.

23c. DATE SIGNED

Z3b. ADDRESS _
2601 N. Whittier- 10-5-55

BURIAL., CREMA- 24b. DATE
T[ON EMOVAL (Bpecify)
emaval 10-7-55 _ Oskdale
DATE REC'D BY LOCAL | RESISTR. SSI ATU
0T s 95 | 7, g
CcT

24z, hk(‘lF. OF CEMETERY OR CREMATORY

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

— | 3900 Mt ,01ive St Temay MO

25. FUMERAL DIRECTOR™S S| GNATURE ADODRESS

Boyd Bros #06 Finney Ave

L4

icensed Embalmer's Statement on Reverse Side)




R

——— —

) STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
L3 oo TIN5 N + 3 , Student Embalmer No.........

working under my personal supervision..

r »
2320 Ts U=] 1 | 2 Signed [MC«WM)M

Signature of Student Embalmer

Licensed Embalmer No.ll'781

P. O. Address... 1205 Wal

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

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

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




