All diseases in Port | must be cau-wlly related,

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

FILED MAR 27 1958

Ragistration District Now oo

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

5TATE FILE NUMé&
3_18imury Rg_gistruiion District No. ,...._1.0,03 “““““““ Re_gistrar's No ___-_g?_-,____

B8 =011512

V. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Ruldence before
o. COUNTY o STATE Missouri b. COUNTY o "‘:l'“") 6 ?’f
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limit /-t:‘
Yes X Mo [J OR S Y N é
1om  ST. LOUIS, MISSOURI o R t.Louis o) No
c. FULL NAME OE (I i i j iom) y | Length of stay in 1b d. STREET (if outside, give location) Reside on Farm
HOSPITAL OR B A’ﬁNﬁS“ HOESPITAL ADDRESS
4 27 INSTITUTION é 2832 Semple Yes [] No]
a HTAME OF DEFEASED First Middle Last 4. DATE Month Day Yaar
{Type or print OP
GENE (JEAN) WM DALE DEATH MARCH 20, 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years JFUNDER i YEAR| IF UNDER 24 HRS.
MARRIED[JNEVER MARRIED[] . {In ye -
| irthday) [ Manth: D Ho Min,
Male 8] White wivowes) ] g\DlVORCEDD June 16,1889 68’ rivdan) | Temhe T I o l "
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country) 12. CITIZEN QOF WHAT COUNTRY?
durin: 5t o wnrhng life, svan if retired} lNDUTR? .
“Flate roducts Cde St.Louis,Mo. UsSe

13a. FATHER'S NAME

Thomas JJale

13b. MOTHER'S MAIDEN NAME

Sylvia Kahlert

14, NAME OF HUSBAND OR WIFE

Glen

15. WAS DECEASED EVER IN U. $. ARMED FORCES?

{Yes, nreorsunknqvm)lflf yes, mwrr dates of service)

16. SOCIAL SECURITY NO.

1,90-22-.6851

17.

INFORMANT

Thomas ¥.Dale,

Address

#h Angest Circle

18. CAUSE OF DEATH (Enter only one couse per line for (a}, (b), and (<).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: 1 ONSET AND DEATH
IMMEDIATE CAUSE {q) HYPOTENSION 3 DAYS
Conditions, Jf any, , DUE TO (b _CHOTFROYSTTTTS {g_ﬁl’\
which gave rise 1o
nhv:- cause fa), }
z T cone. aw. | DUE TO (¢) _COMMAN DT ARSTRUCTION {(OHOTETITHTASTS) MOTTHS ¢
_.E.’ PART |, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the teminal dissaze condition given in PART | (o) 19. WAS AUTOPSY
< PERFORMED?
£ YESE] wo[]
= | 200. ACCIDENT SUICIDE HOMICIOE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
(')
8 o o ] /
3] 20c. TIME OF .How Month, Doy, Year
a INJURY a.m.
‘X p.m.
204, INJURY OCCURRED 20e. PLACE OF IMJURY (e.g., inor ebout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factery, street, office bldg., etc.)
WORK AT WORK )
21. 1 ottended the deceased from MARCIZ 18, 1 QEB .o MARCH 20, 1 95& last saw ¥ ctiveon _MARCH 20, 1958
Death occurred at - R L) — men the date stoted obove; and to the bast of my knowl.dge, from the cavses stated.
270. 8l E . Dpgree or title) / 22b. ADDRESS _ 22c. DATE SIGNED
¢k S 474 . bl BARNES HOSPITAL 3/21/58
Z36. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {State)
REMOVAL (Spagify)
Tems 3-22-58 Valhalla Crematory St.Louis Co,

24. FUNERAL DIRECTOR ADDRESS

5. DATE RECD. 8Y.LOCAL REG.

WiR 2 1'58

Albert H.Hoppe,L700 Washington Blvd,

 Eohatmar’t &
[ ]

(Li

on Reverss Side)

REGISTRAR'S SIGNATUR




STATEMENT BY LICENSED EMBALMER

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

BY M, OF BY it rier i crie e s e vt s saa e s a e s s a e aar e s i e anren , Student Embalmer No. .........ccvevueee

working under my personal supervision.

Student ..o e e Signed ..., 5—8 l,xl.,/ W
Signature of Studeat Embalmer
Licensed Embalmer No. a? ‘5 75

R TN : ’ P. O. Addres%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of llcense) _
If embdlmed-by'a STUDENT, he alsé shall'sign in his"OWN. handwriting. — . odF s T

If this body is not embalmed, fact should be so stated above.
.- L ormes I T T Ty e e e I




