nomenciafure in 1fem

—

woctor, coroner, etc. must use only standa
diseases in Part ] must be casually related.

Coroner cannot certify to a death due to natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE.

THE DIVISION OF HEALTH OF MISSOUR1

STANDARD CERTIF

318

fILED FEB 4 1957

Registration District No., ...

ICATE OF DEATH y 3 77 Je

STATE FlI_E NUMB

mary Registration District Ne, 1003 ................ F\‘eglshur s o.5

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whers deceased lived,

Jf |nsl]|u!lwr\. Rosldcnco before
* admission}

o. COUNTY ° STATE Mjggourd. .5 -\Q?UN\TY\\\
b. CITY {If cutside corporate limits, give TOWNSHIP oniy) | Inside Limits c. CITY N e 'A * Inside Limits
OR - oR ! .
town  Saint Louis Yesy Now rown . S8int Louis YesaX NeO
e. FULL NAME OF (If NOT inhaspital, glvelucanon) Length of stay in 1b I -
HOSPITAL OR ang d_ STREET {Hf outside, give locotion) Reside on Farm
INSTITUTION 3844 N, o 11 Maa. /0 7 Aaooress 3644 Naturall Bridge Blvde nX
3 :::!l :r First Middle Last 4. DATE Month Day Year
ASED OF
(Type or print) TARL . beatH Jan. 18%th, 1957
5. SEX (" | 6. coLor or RACE 7. MARRIED m NEVER MARR][DD 8 U%IRTH lg, ?G: (l‘!:;hﬂﬂ;r)a IF UNDER 1 YEAR [IF UNDER 24 MRS,
o Jringo Months { Daw Houra | Min.
Male White wivowes [ pivoreed [ Aug. 19th, 1887 gg I
-] 10a. USUAL OCCUPATION (Glive kind of work done | 100, KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atate or country) ¢ |12. CITIZEN OF WHAT COUNTRY?
uriny mogt uf wnrkinn‘ life, ecen if retived) /
Sheet Metal Alabams US4

13. FATHER'S NAME

Marion Bales

14. MOTHER'S MAIDEN NAME

Minnie Batea

15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.
{¥Yra, na, or unknown) (IS yra, give war or dotex of service)

17. INFORMANT Address

No Nons 494-05-0

18. CAUSE OF DEATH [ Enfer only one cause per line for (a), (b) and {(c}.}

PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (e) %M_&

MJ@%

INTERVAL BETWEEN
SET AND DEATH
75¢

Conditions, if any. b

which gavse rise fo DUE TO (B)

above cause ; ,

stating the under- .
= lying  cause lant, DUE TO (¢)
=] PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT MOT RELATED TO THE TERMINAL DISEASE CORIMTION GIVEN IN PART I{nm) 19."WAS AUTOPSY ,{
- / PERFORMED?
b
o B ¢ ves (] no B
'5_ 20a. ACCIDENT SUICIDE HOMICIOE | 205, DESCRIBE HOW INJURY OCCURRED. {Enfer nature of injuryin Part I or Part 17 of item i8.)
g (W O 0
2| e IME OF  Hour  Month, Day, Year
5] INJURY a. n, s . . N |
E pom. ‘
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢., in or ahout home, |20/ CITY. TOWN. OR LOCATION COUNTY STATE

WHILE AT ] NOT WHILE O farm, factory, atreet, office bidg., ete.)
WORK AT WORK

21, I attended the deceared from w" te and [ast saw :::1 f
Death occurred at m an th atq‘lured above; and to the best of my knowledge

alive on

o the causes stated.

SIGNATUIE (Degree or title) (24 F7T) ADDRESS " TE SIG
23a. :UHIAL. C(HEMATQION{ 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or counfy) {State) '
EMOVAL (§pecify . - . :
REMEVa 1/21/57 Valhalla Crematory St. Loui Missouri

BaLSri ”ﬁ“”%%m:% mf?zg ﬁ"aiural Bndgﬁ

FUNERAL HOME ouis,

25. DATE RECD. BY LOCAL REG.

dourd.

AN-18'57

Zwﬂ;éﬂﬂi's SIGN
A "4

{Licansed Embalmer’ s Statement on Revarse Side)
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0 Vet w~=M . -« ‘STATEMENT, BY.LICENSED EMBALMER
,’:;E;‘:" ) R oL R
I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
|
By e, OF DY ..ot ittt i i e , Student Embalmer No........
: working under my personal supervision
oL LTS L0 o Y S1gnedi€a/%/z 4 At
Signature of Student Embalmer

A T ) o o _ Licensed Embalmer No... &
AN e . e L T S RN P. O. Address...gfz"?._.%)....

+

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
. to comply with the ‘above constitutes grounds fot revocation of 11cense) e . .

If ernbalmed by a STUDENT, he also shall sign in his OWN handwntmg

If thlS bodv is not embalmed fact should be so stated.above.

.~




