THE DIVISION OF HEALTH OF MISSOURI

V.S, Mo.300 . . ;? £
me wne | ALEDDEC 2- 1g57  STANDARD CERTIFICATE OF DEATH = s, i ,\,4118102
'BIRTH NO. REG. DIST. NO. élg_ PRIMARY REG. DIST. uo._l_O_O_S, ReGittrar's N, oo eeoesrsresoseen,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed livad. M lastitgtloa: Tesidence’ before
- a. COUNTY - _—— n. STATE Mo b. COUNTY )dmhhm
b. CITY ¢ ids . U and give . LENGTH OF . CITY
E (I outs torwnu‘umiu rite RURAL '.::vm‘p) g‘l’AY: s placet [ a8 b R % wlml:hdumwt:nu;
Town  St, Iouis o, Pdy®WwN St, louis "0
d. FH{%%P?‘FAT_EOORF (H not in hospitsl or institgtion, give streot address or locatlcn) B REESTS (It rara), give loestion)
AL WNSTITUTION St, Louis Chronic Hospital .4 % FOER 5140 Minerva®
3. NAME OF a. (Flrst) b. (Middi) c. (Lash 4 DATE  (Month) (Day) (Yem)
DECEASED 4
{ Type or Print) Elizabeth Jane Cowper oo November 17, 1957
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, / 8. DATE OF BIRTH 9. AGE (Ia years| IF ONXDCR | YEAR | oF UNDER M WS,
_. {Bpecify on ours | Mia,
female white ORCED (8pecify) Isst birtbday) |Montte| Days | H l
10a. USUAL OCCUPATION (Giivie pind ofwork | 10b. KIND OF BUSINESS OR_IN- | 15. BIRTHPLACE .. e 1z e
:on-durinlmwr.e!-wkiuul-.o:fn'il rul:r:l.'l l N DUSTRY st I.ouié&“l?[.;} State or Foreign Country) o COUN%]E;:‘?FWHAT
nane ‘ s * Usa
132, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND’CR WIFE
?7 Kinnear Lucille Edward Cowper
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SiGNATURE OR NAME ADDRESS
(You. m.ﬁraﬂknown) (Jf yeu, give war ar dates of service) ’none

18, CAUSE OF DEATH
. Enter only onacause per
line for {w), (b}, and (c)

*Thizr does not mean
the mode of dying, such
ar heart faflure, asthenta,
ele. It means the dis-
case, injury, or complica-

1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® (5)

ANTECEDENT CAUSES

v
Aordid uorf:diﬁom, if any, giring DVE TO (B)

Hospital Records

MEDICAL CERTIFICATION | ~—

Dévteloe

INTERVAL BETWEEN
QONSET AND DEATH

_674—

rise to the above cause (a) stating

the underlying cause laat.

DU.E TO (e}

26 oy

tion which caused death.

11. OTHER SIGNIFICANT CONDITIONS

Chnditions contributing to the death dut nof
related to the disease or condition cousing death.

19a. DATE OF OFERA-
TION

19b. MAJOR FiINDINGS OF

OPERATION /

lorcor

)bfw .
2. AUTOPSY? 2~

TESD Nom

21a. ACCIDENT

2ib. PLACEOF INJURY (e.1.. In or about

(Bpeeily) 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homse, Inrm, lactory, street. office bidg..et0.)
HOMICIDE -
21d. TIME (Mogth) (Day) {(Year) (Hour) 21e. INJURY OCCURRED 211. HOW DID INJURY ODCCUR?
WHILE AT NOT WHILE
INJURY = | woRrK AT WORK

alive on

2. [ hereby certify that I atlended the deceased from August 8 1956_, to November 1%o 57, that I last saw the deceased
_November 1¥

57 , and that death occurred at 3.2 30A, m., from the causes and on the dale slated above.

PLAINLY-—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD

\\g’l‘]ﬂ

2a, SIGNATURE

BURI1AL, CREMA-
lON REMOVAL (Bpwcity)

(Degres or titleg)

W

24b. DATE

23b. ADDRESS

24c. NAME OF CEMETERY OR CREMATORY

'rv

#3c. DATE Slg\NED
/) 1&/5T

St Loul

5. YFUMERAL DIRECTOR'S S1GNATURE

H-Prank O'Donnell 5600 rsenal St,

TION (Clty, town, or county)

{Etoto}

ADDRESS




) ¢ - L 2
Y ATTIO N, . .
? M wba
i STATEMENT BY LICENSED EMBALMER

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

by me, or by e e e esseeneebatmnnestseecsetaseess nesanaanasearaseraennrranatasennnenann PR . Studeﬁt Embalmer No,..cocoveaaa.

working under my personal supervision..

NOT EMBAIMED CREMATED BY CITY.

Student ...coieen i Signed .. .ot e ereeeseereneraseansanns
Signature of Student Embalmer

* Pi-O. Address.................l........

Note; The above MUST BE SIGNED BY THE LICENSED. EMBALMER in his OWN HANDWRITING. (Fallu

L

to c.omply w:th the above constitutes grounds for revocation of license).
If embalmed by a STUDENT he also shall sign in his OWN handwrttmg .
¥ this body is not embalmed, fact should be~so stated above. ‘ - : v

Y




