. 10

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAKE A

O

PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

" 40090 3

a. COUNTY -

St «Louis A

51012 File No. it enmminasrmsssnan . B
LED DEC-10 — 9 — Y
BiIITNFlllO — 1955 REG. DISY. NO. 3 I PRIMARY REG. DIST. MO. Registrar's Mo, aq’)s
1. PLACE OF DEATH 2. USUAL RESIDEMNCE (Where o d lived. 1I ineticosion: resid befors
b: COUNTY sdininelon?,

--e-STAYY ssouri

b. CITY (If outside eorpurate limits, write RURAL and give ¢, LENGTH OF

owv  Richmond Height$™|2 Menthy

:755

VNSt Louils

d. FULL NAME OF (If not in hospital or instisution. gire streat addroess or loeatio

(I ruml, give location)

HOSPITAL OR N ADDR
institurion  St. Mary'S8 Hospital S 671 Cleveland
3. 3‘5?:%55%% a, (First} b, (M!dt.ﬂt') c. {Last) 4. Dé‘r!_"r: (Month)  (Day)  (Yean
(Twpe or Print) Dorothy T.. ~Millep DEATH  Neavw, 23 Qo4
5. SEX 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, { [ 8. DATE OF BIRTH 9. AGE (in years| IF UnokH"} im #’nﬁn u s,
WIDOWED, DIVORCED (Specify) _ last birtbdey) | Bfonths l Days Hounf Mo,
female White Never Married Junei23, 1882 7l

10a. USUAL OCCUPATION (Give kind of work

10b. KIND OF BUSINESS OR IN-
dona during most of working e, sven if rotired) DUSTRY

11. BIRTHPLACE

(City axd State or Foreign Gbutry) 12, CI“Z‘ERP“,?FWHAT

Receptionist Shell Peirnlsnd St. Louis Missouri sie
138, FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14T NAME OF HUSBAND OR WIFE
August F, Miller Mary Meyer . .. | _ Nonpe
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes, no, orunknown} | (If yes, wive war or dates of service) NO. .
_No Ssscssesece pn't Knaow dogserhine Kohlen 36717 Claydand
18. CAUSE OF DEATH MEDICAL CERTIFICATION ~ ] "| INTERVAL BETWEEN
_Eater only onecausaper | |- DISEASE OR CONDITION . ’ . 5 h GNSET AND DEATH
\ine for (), (b), and (cy | PVRECTLY LEADING TO DEATH® (5 tih o rria & J o
; ANTECEDENT CAUSES -
*This does not mean H
the mode of dying, such | Morbid conditions, if any, giving DUE TO (6) Caver V\p__,& Hewma ‘Mr AT'Y %
a3 heard fatlure, asthenia, t’fl‘::::d'ehr‘l ﬁ%’:ﬂfz‘fﬂi ?) Hating N -F- N )
ele. It megna the diy- : L - E f 2 ‘ :
case, infury, or compli DUE TO (c) L2 / b e r “ P “’&4 "{s
tion which caused death, | [1. OTHER SIGNIFICANT CONDITIONS
Cunditions contributing lo the death bul not
related to the diseare or condition cousing death,
i%a. DATE OF OPERAﬁ 19b. MAJOR FINDINGS OF OPERATION . q 20. AUTOPSY?
o 229X | wXwO
2fa. ACCIDENT {Bpeciiy) 21b. PLACEOF INJURY (e inorabout | 2lc. (CITY. TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE - . boma, farts, f-mrv strest, office hldg. ere)
HOMICIDE
21d. TIME {Month) (Day) (Year) {(Houn) 21e. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
OF WHILE AT NOT WHILE
INJURY = | WORK AT wom(

2. I hereby certlfy that I altended the deceased from
alive on 19_.537 and that death occurred b

fo _MAS_ 195k that I last saw the deceased

[from the causes and on the date stafed above.

23b. ADDRESS 23:. DATE SIGNED

4ebo /

Nay, 241 St M

DATE REC'D BY LOCAL

Z3a. SIGNATURE {Degree or title X
) 1 &ce
ua BURIAL CREMA 24b, DA 24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATIQR (Oity, town, or county) (State)
t s St . Louls Mo
25 FUNERAL DIRECTOR'S SIGNATURE ¥ hopress

Weick Bros

-&

og
Al SG:STRAiS SIGNATURE & ! ,
- Licensed Emm%s

Statement on Reverse Side)

2201 S.Grand Blvd,




—— — ‘ - =

/ STATEMENT BY LICENSED EMBALMER

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

By M, OF By ittt irras et e et , Student Embalmer No..............

working under my personal supervision,.

Student.....o.ccceiieriannatanasarraaae o ceaaaaan
Signature of Student Embalmer

Licensed Embalmer No,..

P. O. Address/d»( ﬁ'k—u

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 QWN handwriting,

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




