THE DIVISION OF HEALTH OF MISSOURI 22092

. Mo, 300
FILED JUN 29 1956 STANDARD C§RT.IFICATE OF DEATH State Fie No. oo .
BIRTH NO. REG. DIST. NO. ...._._..__._!_BPRWNW REG. DIST. W-LO__.O__B-REQ!':MGHJ No 59,,24
_IPLACE OF DEATH 2, USUAL RESIDENCE (Wbere decomsed llved. 1 institution: residence befors
a. COUNTY ' N - a, STATE b. COUNTY rdinimelont.
Missouri
O b. %Er {1f outride corpurate limits, write RURAL lndt:‘-‘a‘lhipl & ALYEI:tf"I:‘: ,E,F. 1= cg;{ . 1 Reutonce witin timis of
TOWN St. Louis “TowN  -8¢, Louls | =
a d. FULL NAME OF (If ot in hospital or Institution. give strect address or loeation) «. STREET (If ruzal, give loestion) 21/ ‘f
o HOSPITAL QR DDRESS
o istituTioyn Homer G. Phillips Hospital // 2718 A. Whittier o
g 3.3‘5%"&%5%% a. (First) b. (Middle) c. (Last) 4, DSF {Month) {Day) (Year)
H { Type or Print} Ollie Mae Rose DEATH é 21 56
é 5. SEX 3 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yesra| IF UNDER 1 YEAR | o uNDER u WS,
(> WIDOWED, DIVORCED (8pucity. . tast birthday)} Month-’ Dléa Houns l Mig,
; 10a. USUAL OCCUPATION (e kind ot wors. | 105. KIND OF BUSINESS OR_IN. | IV am"FHPLAéE . enesy /112, CITIZENOF W
s done during mutoﬂ-urkinxl!lu.':-nnlf :‘u;‘;) : DUSTRY w(&tﬁild ;l.itc ;rii’oru;n Coustry} / cogNTARY? HAT
Y _H&.‘!_d m Om 8 -] ) ppi s sala
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
§ K]
g M - - -
. - Yimmer L
% 15, WAS DECEASED EVER IN U.5. ARMLD FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT' S SiIGNATURE OR NAME ADDRESS
< (Yea, o, or ynknown) l (11 you, Eive war or dates ol service). NG,
] -
= No. e _Nina Maddax
I 18, CAUSE OF DEATH MEDICAL CERTIFICATION lNTEg:'AI;‘B%EHN
b o 1. DISEASE QR CONDITION
7, | on T oecaue b | "DIRECTLY LEADING T DEATH, _ Metastatic Carcinoma Tndet .
Yt » ’ .
E *This does not mean | ANTECEDENT CAUSES b p ' LI
2 || the mode of dying, such | Afordid eonditions, if any, giring DUE TO (8)
- as heard fatlure, asthenia, | rise to the above couse (o) stating &,
=) ztE_._’th means the dis- the underlying cause last. P v
o ease, infury, or complica- DUE TO ()
P tign whick caused death, | 1. OTHER SIGNIFICANT CONDITIONS
= LI ") Conditions contributing to the death bitt mot” -~
e ) i ) rdarr:! to the diseare ur’mndiﬂaﬂ cotsing death, carCInm Of the Breaat
[;: 19a. DATE OF OP_FlFEAN- 190, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
E o /7 0 x YES D NO
o 21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY, (e.x.. Inorabent | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) .- (STATE}
P4 EI%IL(I:{‘CJIEDE ' homa, farm, fastory etrest, office bldg..ete.} ot
& * .
g 21d.! TIME (Month)  (Day) (Yean) (Houd | 2le. INJURY, OCCURRED | 21f. HOW ©ID INJURY OCCUR? Py
l ;NJURY - WHILE AT Notwnl:.‘s
- | woRrk AT WOR
b
ﬁ 22. I hereby certify that I atlended the deceased from 6-20~ 19_5_6.., lo .._._6;2_1_, 19_5.6l, that I last sow the deceased
i « alive on __&L‘ -, 195§_, and that death occurred at 93 0a m., from the causes and on the dale stated above.
Ei 23a. SIGNATURE . . {Degree or mlc)d 23b. ADDRESS . ’ . 2. DATE SIGNED
- B Helligy  sMD. 2601 North Whittier 6-21-56
E %B.Nﬂggﬂml g‘;xLCR A- ? DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county) (Etate)
> . {Bpwdily} — _ .
> |i_Removal 2 3-541 . . -
DATE REC'D BY L%%AGL " RAR'S SIGNATU - ﬁ_‘fungkAL ECTOR'S SIGMATURE A ?ne /r
) hé’ <_/-/@: 677/ a2 2! N, ,

— (Licensed Embalmer’s Statement on Reverse Side)
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DI M T L PR
STATEMENT BY LICENSED EMBALMER

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

by me, or by .. coiiiinean e eeeeaameegesgesessseasioasreasiosesinezesesiiassisoersitres

working under my personal supervision..
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- - -

i - _;p. O. égd:ess/p%lm o gt

... _Note: The above MUST BE SIGNED BY-THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu

to comply with the above constitutes grounds for revocation®of license}.
iIf embalmed by a STUDENT, he also shall sign in his OWN handwriting.

¥ this boayfitfnot emBaRMed, fact should be so stated above. LavomeFi
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