THE DIVISION OF HEALTH OF MISSOURI

zf IGNATURE. (Degreo o title) @ 23b. ADDRESS JW_. #¥Le L 5. DATE SIGNED
A————W" Z \:’C‘Av—/\—-\.— °§ J@ﬁ /35 /«53—'

BURIAL, CREMA- | 24b. DATE 24c. NAME QF CEMETERY OR CREMATORY 24d. I.OCATION (Olty“t.own.orcolmty) ‘ (Btato)
TlON REMOV.AL (indlv) -

\

|

Dec 28 1955| Laurel Hill Garden 7 St.Louis Cty Mo

No. 300 ‘ . _ .
o2 FILED JAN 17 1956  STANDARD CERTIFICATE OF DEATH s 33488
D [lmiath w0 lé ¥ RES. DIST. NO. 3 é PRIMARY REG. DIST. no.é 873 | Registrors No 35,7{
g 1. PI.C.SSNETYOF DEATH . 2. USUAL RESIDENCE {(Wbers decsused lived, 1f lnstitution: residence before
a. o., a. STATE s z b. COUNTY- . - 5 stnkeiond.
0 4 ps SteFrancois : Missouri “BollYirger:
b. CITY It outeld ta Umits, write RURAL and gl ¢. LENGTH OF ¢. CITY . ’
Tg&ﬂ :IS "_”Fr;" . . oms. e ,w-':.m) STAY ﬂnghhnllué OR §a.nk ~ * :_-gg«m mu"";?'&rﬁ
g taFrancois Twpe, 22Y ;0M ;] Sl agTowN == L Y- WL
d. FULL NAME OF not in b pital or [nstitution. give street add ot losmtion) o STREET {If rara), give location) 2
HOSPITA
8 INSTITOTION. State Hospital #k ADDRESS  Unknown- CREr e Q@‘f / -
ﬂ 3. NAME OF . (First) b. (Middle) N e, (Last) 4. DATE (Month)  (Day) (Year)
e ( Type o Print) AVERY 7L PICKETT DEATH Dec 26 41955 |
g 5, SEX () 6- COLOR OR RACE | 7. MARRIED, Bls‘yagcrgsnmzn}/ 8. DATE OF BIRTH 9. AGE (Lo yun| v oiocn ¢ n'.u ¥ RO 4 s
. X (Bpacl onths i Min
5 Male White arrie Feb 20,1888 i o om i e |
i0a. USUAL OCCUPATION (QWekindofwork | 10b, KIND OF BUSINESS OR IN- | IL BIRTHPLACE . L
& dnmduﬂngmmoumhuu(ﬂ..vzuuur:u Ny v DUSTRY (City and State or Foraign Comntry) 12, cm%':f?!:mf”
E Maintenance - Highway Dept Bollinger County MO |~Us4& |,
4 13a. FATHER'S NAME 13b.. MOTHER"S MAIDEN NAME T4. NAME OF HUSBAND'OR ¥IFE
John Pickett Adeline Master .Flora Hahn Pickett _
E i5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 GIGNATURE OR NAME ADDRESS
- Yew, B0, 7n.n.i.nmln) (llm nive war or dates of service} RO. . . '
= none : none Flora Pickett 2906 ‘Park St.Louis Mo
{. I['1s. cAusE OF DEATH - A ~- . . MEDICAL CERTIFICATION - . - INTERVAL BETWEER
[\ ooy o | TS ORSOMOOL, L Goronary occlusion - - - -instantapdBHEIHTT
[==} ' ’ . ' . ‘ — T - —
& i ANTECEDENT CAUSES . . . .
3] m'”“' d;'a;:,?;: Aorbid conditions, if any, giving DUE TO (0 Arteriosclerotic cardiovascular disease-Unk.
3 ] a# heart falltire, asthenio, rise to the above cause { a)'staﬂna ) . . ) .
B ete. [t means the dis- | he underlying couse lant: - PRI e e !
o) ease, infury, or complica- DUE TO (¢}
= .. || tion which caused death. | 11. OTHER-SIGNIFICANT CONDITIONS _ . ]
= " Conditions contributing to the death but not ' ) ]
3 reloted to the disease 'onrﬂcondtfm cotring death. 4 QC I
E 19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION L. . - . {20 AUTOPSYT . .
=t YES D NO B’
» || 218 ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.g.fnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE boma, farm, factory.strect. offioe bldy., e%0.)
2] HOMICIDE * P i . - .
B g TIME (Momthy (Day) (Year) (Hour | 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
=]
| INﬁ'l:RY WHILE AT[—] NOT WHILE
b 2. m. WORX AT WORK
E 21 here certify that I attended the decegsed from July 10, 19 330 M 19_55_ that I last saw the deceased
= _Dec_._26.,_ , and that death occurred at 3200 Dan., from the causes and on the date stated above.
|
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DATE REC'D BY LOCAL | REGJSTRAR'S SIGHAT 25 FUMERAL DIRECTOR' S SIGMATURE ADDRESS
REG.- eN=, - )
Mee 98/45°S Mfﬁ E.J.Schnur 3125 Lafayette St LouisMo
. {Licensed s Ststement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

'I\

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
Student Embalmer No.

.................................................................................

P. O. Address

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

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




