{ealth,
Waltare FILED OCT 14 1989 STANDARD g?l ICATE OF DEATH STATE FILE NUMB§ 123
ublic
ervice Registration District [T, .. A 'Primory Registration Dlﬁrltf No. 1003 ... Rogistrar” s No. Ne. o
. PLACE OF DEATH 2. USUAL RESIDENCE (\ﬂ\ere deceased lived. If institution: Residence baforv/
300 . COUNTY o STATE Migsouri b COUNTY admission)
CE)TRY {If eutside corporate limits, give TOWHSHIP only) Ingide Limits c. C:JTRY Inside Limits
TOWN St.Louis Yes (8 No ] TOWN St.Louis Yos[X Ne[]
. Fg§#|¥ME OF (H NOT in hospital, give location) | Length of stay in 1b %DREET {If outside, give location} Reside on Farm
H AL OR = ESS .
NsuTUTIoN 3990 Junjata yrs. ,,-3(4 oR 3890 Juniata Yes (] No ]
3 NTAME OF DE)CEASED First Middle Last 4. DATE Month Day Yoaar
t s OF
(Type or prin Anna Olive Boswell DEATH Sept. 30, 1957
5. SEX 6. COLOR OR RACE T'MARRIEDDNEVER warriep[] 8. DATE OF BIRTH 9. AGE (In years FUN:ER i YEAR Iz UNDER 24 HRS.
F le Vlhite WIDOWEDD v RCBD 88 Ius birthday) | Menths I Days Burs Min.
; ema ovorcioll| Sepl,e3,1881

All diseases in Part | must ba cousally related.

THE DIYISION OF HEALTH OF MISSOURI

23264

100. USUAL OCCUPATION (Give kind of work dene

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and stats or country}

12. CITIZEN OF WHAT COUNTRY?

7/

‘"""ﬁoﬁ"s‘e";}g? ife, aven If retired} mﬁgé'nﬁome Flora, 113, U.S.
130 FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE | {l
Thomas Boswell Minerva Yathan John Yo
15. WAS DECEASED EVER iN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
(Yes, "N6 unkmwﬂ}l (If yos, give war ar dates of sarvice) None BESGLG B steding 3890 Juniata - Ave .

18. CAUSE OF DEATH (Enter only one cause
PART b. DEATH WaSs CAUSED BY:

IMMEDIATE CAUSE (a)

Conditiens, if any,

line for {a), (b}, and {c).)

Lt

Dgsz!i\

which gove rise 16
above couse {a},
ttoting the under-
lying couse loat.

DUE TO (o)

L AN
DUE TO (L)W

/f/&zz—

420, |

PART'IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO'DEATH but not relared to the.termingl-dlseass condition glven in PART 1 {a)

©19. WAS AUTOPSY

LSE ONLY BLACK [NK OR RIBBON TYPEWRITE IF POSSIBLE

Kemovdr™™ | 9-30-57

St.Stephens Cemetery

F4
g .
e
b PERFORMED?
o YES[] NO
E1{ 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART § er PART H of item 18.) 7
w -
o J O O
5[ 20c. TIMEOF How Month, Day, Year
3 INJURY  cm.
E3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., :ﬁgnboutht;ma. 20f. CITY, TOWN, OR LOCATION COUNTY - |, STATE
WHILE AT~ NOT WHILE farm, officg bldg., etc o e
WORK L) a% woRK yi - '
. | attended the dacen AL" / and last saw hl alive o
Death opayrred a1 T T - m on the date stated above; and to the be my knowledge, from th& cavses stoted
-220. Sh R ¥ iDegrgeor tith o 5 ADDRESS % jGNE'R
i p
230 aunuﬁ., CREMATION, | 23b. DATE Y 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (Sun)v

Flora Illo ) .“

ADDRESS

24. FUNERAL DIRECTOR

Albert |

H.Hoppe, 1700 Washington Biwd.

25. DATE RECD. BY LOCAL REG.

SEP 3057

AR'S S)PNATURE

{Licenssd Embolmer's Siatement on Raverse Side)

> 5.
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STATEMENT BY LICENSED EMBALMER

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

by me, ot by ..ccrveriiiri e, Feeesteemesreresiastssessereriernersettaternriasaaserarne «» Student Embalmer No. ... .....ccooeeuenn

working under my personal supetvision.

Student .eeceeveereeeeiiivrininiennn. e ettreeeeeneanern e nnas
Signature of Student Embalmer

. . ensed Embalmer No‘?.é/&f
. S . P. O. Addressfﬁ{/ O, A

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faxlure
to comply with the, above constltutes grounds for revocation of hcense) s
If embalmed by a{STUDENT he also shall sign‘in his OWN handwntmg - - Ie

If this body is not. emhalmed fact should be so stated above. ’ ‘
~ L . Yo I -.-. H -“-‘ .. I s L:.;.C.I.
t : |



