THE DIVISION OF HEALTH OF MISSOURI

5. 300 . [ J Yy
- liED JAN 25 1956 * STANDARD CERTIFICATE OF DEATH stae e ... BIDHB.
' GLRTH NO. REG. DIST. NO. i ; l ! ; PRIMARY REG. DIST. no] 0__.__..03 Regisirar's Noij..ﬁ&l ........
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lved. 1f institutlon: residence before
! a. COUNTY a. STATE b. COUNTY - dintmion).
0 - Missouri St. Louls™
b. CITY (11 outeide corpurats limits, writa RURAL and give ¢c. LENGTH OF c. CITY //mo d. In Residence within limits of
R - - STA OR » cl coTpors wE
a town St. Louis towmbiod| STAY din alplacel) SN / A o =
M d. Fl-tlléls- NTAME OF (If ot in hospiul or institution, mive strect addross or loeationt «- STREET gl raral, givs locatlon)
9 HOSPITAL OR Jawish Hospital ADDRESS 1 0618 Twilight drive
g 36‘IEACIE§SOEFD a. (First) b. (Middle) ¢. {Last) 4. Dg;l.:E (Month) (Day) (Year)
!—1 { Type or Print) DONNA NORDER DEATH 12"29 -55
g 5. SEX ] 6. COLOR OR RACE | 7. MI.})%F\%ED' flglE‘\;'ggchElBRRiED. 8. DATE OF BIRTH 9. AGE’,&L:'O;u b-l; u&m IDfIAI F UNDLR 1 KRS,
(Bpecit; ¥, on aye | H Min.
S female | white sYRgTe i 12-3-1952 I "y 3 =]
z |u:§1§ugu_ OCCUPATION <Gweind of work | 10b. KIND OF BUSINESS OR I, 1 BIRTHPLACE (0, wd State or Foreign Conatry) CF12.SITIZEN OF WHAT
A none Ste. Louls, Mo.
< 13a. FATHER'S NAME K4 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND'OR WIFE
a Donald Norder . | Mabel Lewisg none
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGMATURE OR NAME ADDR
= {Ye.no,or unkoown) | (I yes, xive war or dates of service) HO Ess
3 . none | Donald Norder, St. Louis, Mo.
&| t8. CAUSE OF DEATH . DISEASE OR CONDITION MEDICAL CERTIFICATION Ig:gg:%g%iu
! . ITIO! . .
5 || Foterenlyonacausoper | T pe 7S UEADING TO DEATH® -,
£ line for (a), (b, and {c) {a)
ain gnancy- Epe )
5 *This does not mean ANTECEDENT CAUSES
«  [fthe made of dying, such | Morbid conditions, if any, giving DUE TO {b)
= s Beart fufiure, asthenio, | Tise 10 the above cause (o) slating
=) de. It meens the dis- the underlying cause last.
o ease, injury, or complica- DUE TO ()
b tion which caused dzath, | 11. OTHER SIGNIFICANT CONDITIONS
= Conditions contributing to the death but nof
a | _related to the disease or condition cousing death.
;;‘ 19a, DATE OF OP'FFO‘?\I- 19b, MAJOR FINDINGS OF OPERATION X. AUTOPSY?
E / 7 2 X ves [ wo []
o 21a. ACCIDENT {Bpecify) 216. PLACE OF INJURY (s.g..inorsbogt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY)- (STATE)
h SUICIDE, boma, larm, fastory, street. office bldy.. ete.) . -
& HOMICIDE _
g 2ld, TIME {Month) (Duy} (Year) {(Hour) 210, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT[~] NOT WHILE
| INJURY = | work AT WORK %
ot Pt " -
g 22. I hereby certify that I atiended the deceased from 12-3- IQ:;L-, to -39 183 %" that T last saw the deceaced
'f: aliveon V3=  19XY  and that death occurred ail . m., from the causes and on the date stated above.
g | 2 SIGNATURE HMarshal]l B.Greenman (pegres or title) p-h230. ADDRESS 62 N. Taylor 23c. DATE SIGNED
. m%. ,M. d)_ Guey> AT n-3{'s§
E %4'3Na gER 1AL, CREMA- | 24b. DATE 24, NAME OF CEMETERY OR CREMATORY _ | 24d. LOCATION {City, town, or county) (5tate)
(Bpeaily)
£ romoval 12-30-55 Rolla, Mo.
DATE REC'D BY LOCAL | REGIST 'S SIGNATHRE 25 FUNERAL DIRECTOR'S SIGNATURE ADDRESS
REG. =
j , }}1,9 Null and Son, Holla, Mo,

g ﬂ {Licensed Embalmer’s Ststement on Reverse Side} ~
-




i ———— T ——————
e —— e

- STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
byme, or by «c.vvvriiiiiiiiiee P , Student Embalmer No...........

working under my personal supervision..

S
StUdEnt ..ooenreee e Signed .@fﬁ@ Z .&W

Spaee ol Simv iy Signed L. @ ERAm ORI
Licensed Embalmer No.5< 2 &

P. O. Addresa»cé.‘.!.?é‘.
weloo T T . S e o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:
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,



