5. No._300

10. 43

r

THE DIVISION CF HEALTH OF MISSOURI

l FILED SEP 6 ]955 STANDARD CERTIFICATE OF DEATH
BIRTH NO. _ - REG. DIST. no._3_1_8__|=nmmv REG. DIST. m1003 Registrar's No

e 20304

'?394

10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN-
dons during wost of working Lfe, sven if retired) DUSTRY

(City aad State or Foreign (‘aunuy) c

1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Whers 4 d lived. 1If & 3 bafore
a. COUNTY a. STATE Mi ssouri t. COUNTY adinimion).
b. CITY (I cuteids corpurnte Hmits, write RURAL and give ¢. LENGTH OF e. CITY Is Resldenca withiny Iimits of

OR STAY o OR .
TOWN St Loui s townabip) ¢in this place)| TOWN St . Loui S %g lww'p;t;luldnww-n;
d. FH&':)'SLP#ANAEOOF {If not ia hoapital or inatitution, cive streot sddrew or locatlon) ..Asré%REEESI;_, (1f roral, give locatton) L {‘ 7
r } A
WsTITOTIoN. 5T Holly Hills YA 514 Holly Hills #Y' /D
3 BIECEA S%IE a. (Flrst) b. (Middle) .0 (Leat) A ] | 4, DSTE (Month) (Dey) (Year)
{ Twpe or Print) Della Westerman DEATH  Aug, 8 ) 1956
5. SEX 6. COLOR OR RACE | 7. ‘IJ’VMRRIED. NFVEhchEiBRRIED. /| 8. DATE OF BIRTH 9. th‘\.GE Un year ; UNOER | YEAR | & tnbeR 1 mas.
4
F / W %&\@a (Bncdl:y, Jan, IO 1872 W’ mh-l Dags nm.l Min.
11. BIRTHPLACE

12. CITIZEN OF WHAT
COUNTRY1

5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY
{Yoa. 00, 0r unknown) [ (If yes, sive war or dates of servics) NO.
none

no nole

Housewl fe Home St. Louls, Ho. U.s. A,
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥iFE
I Martin Ryan . Julia Walsh John Westerman:: -
17. INFORMANT'S SIGNATURE OR NAME ADDRESS

John Westerman.. 5I4 Holly Hills

A Enmonlyo-nam.umper 1. DISEASE OR COND[T'ON
line for (8, (b}, and (c) DIRECTLY LEADlNG TO DEATH‘(a)

as heard faflure, asthenio, | rise to the abore cause (a) gating
de. It means the dis- the underiying cause last.

ease, infury, or compli DUE TO {c}

I8, CAUSE OF DEATH - " . MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

},Ma

*This dots not mean ANTECEDENT CAUSES aq' * ‘f
the mode of dying, such |  Aforbid conditions, if any, giotng DVE TO (b) —&dﬂ- P c""‘"""

ewnids b

_f;.w

tion whick caused death. | 1. OTHER SIGNIFICANT CONDITIONS

Condilions contributing to the death but not
relafed to the disense or condition cauring death.

19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION - 20. AUTOPSY?
TION 3 3 4 X
vis [1 o (B
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY ts.x..tnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
EI%IBCIE[C)IEDE home, farm, fastory, strest. office hidy..et0) A

2id. TIME (Mouth) (Day) (Year) (Houn) 2le. INJURY OCCURRED

WHILEAT[—] NOTWHILE
INJURY = | “work AT WORK

21{. HOW DID INJURY OCCUR?

1904, that T last saw the deceased

2, I hereby certt'fyl at I atlended the deceased from _Lflm_na:'wﬂ lo _é?u_L, o
alive on =2, 19 ¢°&, and that death occlirred ot 1021 50 Brom the causes and on the dale stated above,

- * l‘)

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD -

BURIAL, CREMA-| 24b, DATE

23. SIGNATURE (Degroe or mle)({'ﬂb ADDRESS

0 olusof %y,

24c. NAME OF CEMETERY OR CREMATORY

"‘ﬁ T Caand 8-11-56 Mt, Olive Cemetery

23, DATE SIGNED

S0/

24d. LOCATION (Olty, town, of county) *  #(Btate)

Lemay 23, Mo

25 FUMERAL DIRECTOR'S S GNA

DATE REC'D BY LOCAL | R RS SIGNATURE
AUG101958 ,gnwé/ PNy

)1" -_e {Ltcensed Embalmet’s Smemem on Reverse Side}

sqaphern Funeral B¢

ADDRESS

og% Louls Mo




STATEMENT BY LICENSED EMBALMER

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

by me, OF by ..o e e haansnas , Student Embalmer NO....ccoonuun.

working under my perscnal supervision..

Student .. i iire s Signe P4 St palinr A% ‘%f/ 7

Signatare of Studemt Embalmer NIy

s
Licer{é Embal
4

P. O. Address.

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

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

1€ this body i not embalmed, fact should be so stated'above. T




