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Dactor, coroner, etc. must use only standard nomenclature in item 18. No symptems will be listed. All
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diseases in Part |. must be casually related. Coroner cannot cartify to a death due to natura!l causes.
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STANDARD CERTIFICATE OF DEATH

FOUIC

STATE FILE NUMBER~

F".E[] NOV 2 7 1gsislrution Distriet Nn_bz./.7 ..... Primary Registration District No, -?:OO ........... Registrar's NoJ?ﬁ

(Type or print}

Kate Dake

1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. If institution: R-siden;n tglf‘ore)
a. STATE b, COUNTY admitaien
- COUNTYJZ PP M4 8souri pd
b, C(l)EY w%wgwﬂwagOWNSHlP enly) | Inside Limits e. CCI’LY . Inside Limits
"t TOWN Af-ﬁt-en-,—ﬂ-ﬂ . Yestl HeD TOWN St . Loui s - ; YesO NoD
c. FULL NAME OF (I NOT inhospital, give location)| Length of stay in 1b } . . . .
HOSPITAL OR STREET outside, give locatien) Reside on Farm
¢37|Nsn'rurmn Miller Nursing Home /., 0080/  oooress 8112 Vulcan YesO NoO
3. NAME OF Firgt Middle Last 4. DATE Monih Day Year
DECEASED

seardlov. 3, 1957

5. SEX

6. COLOR OR RACE  |7. magrizo L] NEVER MARRIED []] 8 DATE OF BIRTH

Is. Ace ('I’t‘hgm,)‘ IF UNDER 1 YEAR by UNDER 24 HRS.
- @ frinday Months | Do Houra | Min.
female white wiooweo K] oworceo [ Jun, 29,1876 l
[ 10a. USUAL OCCUPATION {Gige kind of work done | 100, KIND OF BUSINESS OR INDUSTRY |15, BIRTHPLACE (City and mtafe or-country) £ J12. CITIZEN OF WHAT COUNTRY?
during st of working life, even if retired) <
hone none S , Louis, M, USA
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Thomas Walsh Ann Riley
”:F WAS DEan)::ED EVE;! IN U. S, ARMED FORCES? {6. SOCIAL SECURITY NO.||7. INFORMANT Address
(Vet. no. or u won) | {1f pes. give war or datex of servics)
no none M-  |Anm Walsh 8112 Vulcan

18. CAUSE OF DE.

ATH [Enfer only one cause per line for (a), (b). and (c).]

PART 1. DEATH WAS CAUSED BY:

mmeoiate cause @ __INflvenza.  Type ‘unknown

INTERVAL BETWEEN
ONSET AND DEATH

red ags,

Condiciona, if any. | oy T0 @) Cerebral arteriosclerosis
are -]
"f’o’it couse ufdoe). / /X
etating the under- X
= lying  cquse lagt. ) DYE TO {¢} 74
=] PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED YO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 13 :ﬁf& 6\:;2;?‘(
b : -
3 . ves [J ro ]
lﬁ 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part I or Part 11 of item 18.)
§ - O g O
=1 20c. TIME OF Hour  Month, Doy, Year
ht INJURY g, . .
E p.m.
X 204, INJURY OCCURRED 20¢. PLACE OF INJURY (. g., in or about home, | 20/, CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE Jorm, factory, sireet, office tNdg., ele.)
WORK AT WORK
21. | attended the d'nceuodir ™, 19490 , to 1 /5/57 and fast saw :.:; alive on .l.lZlLL
Death occur SV p'm'

m on the date stated above; and to the best of my knowledge, from the causes stated.

Z2a, SIGNATURE

. 22¢, DATE SIGNED

gree or o 22b. ADDRESS
m ﬁ%/ 7602 So. Broadwa 11/4/57

23a. BuntAL, CREMATION.

bartar

11-6-57 Mt., Olive C_m,

23, DATE 23%¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town. or county) (State)

Lemay 23, Mo,

24. FUNERAL DIRECTOR

ADDRESS 25. DATE RECD, BY LOCAL REG.

{Licensad Embalmer’s Statement on Reverse Side)

EGISTRYR'S SIGNATU

|_>°B%3578 Funeral Homey o v |4/ T 67 .



7@07//9“'4'7 I
ST

A 4 ” i
- 13 - 4. m~
r STATEMENT BY LICENSED/EMBALMER ,\ -
' TR D S AT A\

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

‘by me; or by ....... s Yaaennd R S et Pt e ii o, student Embalmer Nou..........

working under, iny personal supervision.. : . ’ . . s

Student ... i

" Note: The above MUS;I' BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa

to comply with the above constitutes grounds for revocation of hcense_).
’ " i embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body tis not embalmed, fact should be so stated above. - -
. . e
o R T - : . '



