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USE OMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must use only standard nomenciature in item 18. No symptoms will be listed.

All diseases in Part | must be cousolly related. ~

FILED NOV 15 1957

THE DIVISLON QF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

S'TAH-T)

Registration District No. . 31_8_-_-_-Primmy Rn_gisf_mtion Dislricl No.... 1003 I chlsrrur ______________________
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before
a, COUNTY o. STATE b, COUNTY admi ssia)
Mo.
b. CloTY {If cutside corporate limits, give TOUWNSHIP only) tnside Limits c. CgRY lnside Limits
R
Ton St, Louls Yos [J Ne[] town St. Louis Yes[T Ne [
Tp FgLL NAM%OF {1 NOT in hospital, give location) | Length of stay in 1b d. fTRDEREET (IF outside, give location) Reside on Farm
HOSPITAL OR
] @ institution Mo. Baptist Hospe. : ‘23 $l60 Gibson Ave, Yes [} Mo
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) OF
STELLA E. ALBRIGHT DEATH Nov. 5 1957
5. SEX [ 6. COLOR OR RACE| 7. MARR!EDDNEVER MARRIED ] B. DATE OF BIRTH 9. AIGE (;‘n'z;:;; ;ﬂl:‘r:'?-ER;LfAR l:oL::DER Z:M:RS.
Female White wooffrolyl  oivorceo[])| May 21, 389X =3

10b. KIND OF BUSINESS OR
INDUSTRY

100. USUAL OCCUPATION (Give kind of work done
during most of warking life, even il retired)

Housework

11

Rosebud,

BIRTHPLACE (City ond stv# or country)

Mo,

&2, CITIZEN OF WHAT COUNTRY?

U.S.A.

13c. FATHER'S NAME

Chrlistopher Columbus

13b. MOTHER'S MAIDEN NAME

Naney L. Melton

14. NAME OF HUSBAND OR WIFE

Late Archie W. Albright

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?

(Yes, nﬁbﬂnhmwnjvlf yos, givcﬁaﬂdgos of service}

16. SOCEAL SECURITY NO.

None

17.

Mrs. George Krafft Li)32 G

INFORMANT Address

1bson Ave,

18. CAUSE OF DEATH (Enter only one cause g
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

!

line for {a), (b

Conditions, if any,
which gave rise to
- above cauvss (o),
stating the under-

DUE TO (b).

INTERVAL BETWEEN
ONSET AND DEARH

s

KR

Z3a. BURIAL, CREMATION,

26 0aTE
REMOVAL {Sgpcify)
emova

23c. NAME OF CEMETERY OR CREMATORY ~

Memorial. Park Cem.

z lylng couse last. DUE TO (c)
= PART I) DTHER SIGNIFICANT CORDITI cou'rmaur G TO QEATH but not related to 1h. tarmlng ndition given in PART | {a) 19. WAS AUTOPSY
s @u é a_’ PERFORMED?—2
T & 260 YES[]] NO
5| 20a. ACCIDENT SUICIDE HOMICIDE - |- 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [1 of item 18.)
w - -
g a o O
lj 20c. TIME OF Hour Month, Day, Year
‘a INJURY  o.m.
k3 p.m. B
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE I:] **  {orm, factory, street, office bidg., e1c.) -
WORK AT WORK - o 7
21. | attended the deceased from ﬂu/ . M and last saw ! ullv. on ﬁ & ,s ’? f
Death oceurred ot : . m on the date stat®d above; ond to the best o' my knowledge, from the caused stoted:
agres or title) 22b. ADDRE 22¢c. DATE SIGNED

3d LOCATION| {State) : ;

St. Louls Co. Mo.

ity, town, or coynty)

Nov.9,1957'
24. FUNERAL DIRECTOR
Kriegshauser }228 S.Kingshighway

25, DATE RECD. BY LOCAL REG,

NV B 57 ')

26. REGISTRAR'S SIGNATARE

{Licensed Embalme:"s Statement on Reverse Side)
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= B . - ) .-~ 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, or by oo it tate ettt erererraeaes ereeens Student Embalmer No. ...

- working under-my personal supervision.

1)

SNt coeeciiie e e e
Signature of Student Embalmer

T .

Note: The above MUST BE SIGNED BY. THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure
to comply with the above constitutes grounds for revocation of license).
. . < If embalmed’ by a STUDENT, he als6 shall sign in his‘OWN-handwriting.~ ¢ 7+ 7+ - RN
If thls body is not embalmed, fact should be so stated abo‘ve e )
AR A S W D Y PICIL TS S R S T A A

LY he e




