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WRCIUE, cuioliat, gic. Bel vae only sianaord nemenclarvre 10 1tem {O. No $ymploms will De listad.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally refated.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

L alny
o3

FILED MAY 8 8

Registrotion District No. oo,

58-015'769

STATE FILE
8...Ptimury Registration District No.

31

NUMBER

ey to AGALL

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Reslr_fancegbeiore
a. COUNTY o. STATE b. COUNTY ndml/wl n
b. CBTRY (I outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
Town  St, Louis Yes [ Ne ] rome ST LOULS MO, Yes[ 1 No[[]
<. Fglgé_”l:lAt‘lléOF {If NOT in hospital, give location} | Length of stay in 1b d. STREET (If outside, give location} Reside on Farm
Al ESS
| ChstiuTionS b, Louis City Hospl #1 22 LOFE 615 WALNUT Yes [ 1o []
3. NAME OF DECEASED First Middle tusf 4. DATE HMonth Doy Yeor
{Type or print) OF
Robert Fields DEATH Mar 11 1958
5. SEX & COLOR OR RACE| 7. 8. DATE OF BIRTH/ 4] 9. A IF UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIED ER MARRIED[ ] ‘ - {In years
Menth. Da Haur in.
MALE 0 | WHITE woores ! Bromnees| JULY 20, &?M o [0 [ |
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF.BUSINQSS DR 11. BIRTHPLACE (City and state or country) e 12. CITIZEN OF WHAT COUNTRY?
during mast of wntkirnﬂne.n if retired) Y MBSOURI u S A
13a. FATHER'S NAM 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUsBAND QR WIFE
DAVID -

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yus, no, or unknown]| (If yas, give war or dotes of service)

16. ﬁﬁlm}s‘s%ﬁ\’ ND,

stEBE cITY HOSP. #1*‘“’“’

18. m& OF DEATH (Enter on!y ona cause per line for (a) (%), and (c).) INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY H _g_,q._‘r i !'. - ONSET AND DEATH
IMMEDIATE CAUSE (a)
Conditions, if any, DUE TO (b}
which gave rise to } @ O
agbove covse (a), 2 8
toting th dar-
g l'yingng:au.nw;u::. DUE TO (¢} L+ *
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the 1ermingl diswass condltion given in PART 1 (a} 19 gAS AOUTOPSY d’b
P v ERFORMED?,
E S m W YES[ ] NO gﬂ
=1 200 acciBE SUICIDE HOMICIDE 20b. DESCRIBE HOW INJRRY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
o | O O
Q Me. TIME OF  Hour  Month, Day, Year
a INJURY  am,
x p.m.
20d. INJURY OLCCURRED e, PLACE OF INJURY {e.g., inor chout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.)
WORK AT WORK
21. | attended the & d from 3“9"58 , to 3"-11-58 and last saw hi iém alive on 3-11-58
Death occurred ot 22 20 P.M. m on the date stoted gbove; and 1o the best of my knowledge, from the cavses stated.
220. SIGNATURE {Degree or title) O 22b. ADDRESS 22<. DATE SIGKED
e DL B T MDD 1515 Lafayette 3-12-58
234. BURIAL, CREMATION, | 238, DATE 23:. NAME OF CEMETERY OR CREMATORY 4. LDCATIDN (City, town, or county) (State)
REMOVAL (Specify) .
A Py 4 Anatomical Board St, Lowis, Mo.
24. NE < ADDRESS 25. DATE RECD. BY LOCAL REG. EGISTRAR'S SIGNATURE
RéWTand“Aker Mortuary Service APR 3 0758 U(«’i M
4164
TIO M’m fL d Embolmer’s § on Raverss Sida)

___ St Louis 10, Mo,

A ‘7-’[_)6_
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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 ... ettt era s .» Student Embalmer No. ..........ocveeees

working under my personal supervision.

Student oo e s e eas Signed ... ..ccciciiiiiiiiriii i e et s rse e rara s naanrae
Signature of Student Embalmer
EaE R T - -~ = Licensed Embalmer No......c.....ceeuse.

) P. O Address ..................................

.=- =~ . 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 license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




