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PLAINLY—USING UNFADING BLACK

WRITE

FILED MAY

25 1958

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

31 8 I;RIIIARY REG. DIST. NO.

17676

. State File No.

3 Kegistrar's Nc....‘.a.g.ﬂﬁ...._.

! BIRTH NO. REG. DIST. NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed Hved. 1M institation: residepce befors
a. COUNTY -&..STATE b. COUNTY adunimlon?.
! Missourl
b. CITY (1 outsids corpurate Hmits, write RURAL and girve ¢, LENGTH OF c. CITY d. I Residence within limite of
’ tawzahip} Y {in this place) OR " '» clty oF incorporaied townl
oWy 5%, Louis b’ oW St, Louds ok < R=
d. FULL NAME OF (If not in bospizal o § give streot add or locatlon) STREET (If rurul, give location) = l
HOSPITAL OR ADDRESS &
INSTITUTION 1424e Hadley Ste <~ 12ke, Hadley Ste A A 4
3 DNEACIEES%FD a. {First) b. (Middle) c. {Last) 4. DS}'E (Montd)  (Dap (Year)
{ Type or Print) CLARA M. CEASE DEATH April 27, 1956,
5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED,y | 8. DATE OF BIRTH 9. AGE (In yesr| IF UNDER 1 YEAR | O UNDER o Hms.
DOWED DIVORCED (8pecifu last birthday} Monlhn' Days | Hours | Min.
Femnle | White . Widowed | July 29, 1895 | &0 — I
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE " .
done during most of working m.,.:.n?f ::-er:r” - DUSTRY (City aad State or Forsign Country) ¢ 1ZC8LH%E§TOFWHAT
Housewife St. Louie, Mo, U.S. A,
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE

! Charles Zorumskl Mary

Mitmlsle Joge

William Cease

126 deceased from
, and thal death

alive on

occurred al

i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, no,0r unknown} {If yem, giv. war or datea of service) NO.
Ne Unlkn

18, CAUSE OF DEATH . MEDICAL CERTIFICATION - . INTERVAL BETWEEN
Enter only oneciuseper | I DISEASE OR CONDITION C’ Lt s %A) ONSET AND DEATH
line for (a}, {b), snd (¢} DIRECTLY LEADING TO DEATH @)

*This docx mol meon ANTECEDENT CAUSES £ T {W LM—-—7 Cﬂbfa‘-i“/'
the mode of dying. such |  Aerdid conditions, if any, gicing DUE TO (b) _
as heart failure, osthenia, | Tis¢ to the abore cause (o) statiitg / / d)— Lt 7 F*' 7
elc. It-means the dig. | the undeslying couse last. ! Z.I. i
case, injury, or complica- DUE TO (c)
tion which caused death. | 1, OTHER SIGNIFICANT CONDITIONS

- Conditions contributing to the death but nof
related To the disease or condition cousing death.

19a. DATEOF O 'IEI%AN. 19b, M%E FINDINGS OF &ERATION - . 20. AUTOPSY?

3"'3"{. /77’-7\ ves (] NnD
21a, ACCIDENT (Bpecify) 21b. PLACE OF INJURY (s.5..faorsbout | 216. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE | bome, farm. fastory, sireet, office bldg..e10.)
HOMICIDE
2id. TIME (Menth) (Day} (Year) -{Houn 2le, INJURY QCCURRED | 211. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK

22. ] hereby certify that I allended Lnt0 -~ 1048 1o 4-2 6 = 195L , that I last saw the deceazed

m., from the causes and on the dale slated above.

me or :meC

B, Pahoms b SH

Fx DATE SIGNED

425

%4!% BEERN: AVL. CREMA. | 24b. DATE
{Bpecity}
"Burial 43056,

)/

DATE REC'D BY LOCAL | REBIST| AR'S SIGNATURE

"APR 301

24z, NAME OF CEMETERY OR CREMATORY

,Calvary Cemetery St. Louig, Mq.
cﬁ‘fﬁf f'l“ﬁﬁﬁrﬁ ?ﬁi&iﬁl&; HOME .“"iﬁfc”

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

{Stato)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on th

e reverse side of this certificate was emb

--------------------------------------------------------------------------

trearaes . Studeﬁt Embalmer No.
working under my personal supervision.

..........

T LT o T TR LALLRELELD Signed .\ 45 PO APy SRR A A
S gneture of Student Exbalmer

Licensed Embalmer No..é./ i~

Note: The a

L b
bove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW
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 embalrned, fact should be so stated above.

‘
+ I

P. O. Addresn_.%

RITING. (F:




