Health,

, Welfare

Public

arvice

300
-57

/

All diseases in Part | must be cousally related. .

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

58-042403

STATE FILE NUMBER

roore 4 OG04

PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE {Where deceased lived. If institution: Resdidqncyg
a. STATE b. COUNTY admissio
Missouri

b. CITY (lf outside corporate limits, give TOWNSHIP only} Inside Limits c. Cg‘l’ Inside Limits
. R N
tow_ St, Louis Ye: QMo Towwn  St, Louis Yesfgl No [
€. ﬁng-Fl’-l#Al{A%gF {If NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
A » ADDRESS - -
INSTITUTION 68 Pershing Av.. grg /AT 5568 Pershingdve| Y[ N
3. :lTAME OF DE::EASED First Middle Lusr 4. DATE Manth Doy Year
yPe or print o . - oF
Marguerite Warrenh Watson veath Nov. 3,1958
5. SEX 6. COLOR OR RACE{ 7. MARRIEKJNEVER MAERIEDD 8. DATE OF BIRTH 9. AGE {tn ywars JF UNDER i YEAR| IF UNDER 24 HRS,
) 1 jrihdoy) [ Months | D H: Min,
Female / White wioowep[ ] Imvoncsnlj Nov. 29 y 1889 6'8 theey) om e ours I "
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and sfate or country) 12. CITIZEN OF WHAT COUNTRY?
duting mast of working life, wven if retired) INDUSTRY
fe Home St. Louis, Mo, 9 |U,S.A,
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Bdward A, Warren Jane Grant R. Gordon Watson
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. IKFORMANT Addrass
{Yes, no n}:nknqwn) {Il yas, give war or dates of service} R Gordon Vfatson 5 568 Pershing Ave
18. CAUSE OF DEATH (Enter onl line for {a), {b), and {c}. ) INTERVAL BETWEEN
PART I DEATH WAS CAUSED BY: & e { bronchopneumonia ONSET AND DEATH
IMMEDIATE CAUSE (g} U-Lf'lﬂ-d Ao~ 4?”"?-“‘1%—0“""\. N d"‘-ﬂ;}a
Conditlons, if any, DUE TO (b)
wﬂch gave riss to0 }
cbove couazs (a),
ing th dars
ying couee tesr. } DUE TO {c) ‘7‘ 9 / »

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the termingl disssse conditien glven in PART | {a)

19. WAS AUTCPSY

MEDICAL CERTIFICATION

N . v PERFORMED?
Parkinson's Dis., < Aacnaag YES[] NOj
200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART 1l of item 18.)
O O O
Zc. TIME OF .Hour  Month, Day, Year
INJURY  am.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bidg,, etc.) .
WORK AT WORK :
21. | attended the deceosed from @C’V i 2—7 , o M 3‘ /7—5‘-7- and last (suwﬂ:; alive on 7"-0‘0' 3 ; 174 r

Death occurred at

730 Pm on the date stated above; and to the best of my knowledge, from the cousas stated.

22a. SIGNATUREQwAin &.Heiner@egree or title) ¢ | 22 APDRESSAA51-Enri 22¢. DATE SIGNED
g’/&(rm\ "y i tianayn 17{»8, G & v/ e, ///7’/._{‘(?
230. BURIAL, CREMATION,| 23b. DATE 23c. MAME OF CEMETERY OR CREMATORY 234 LOC‘:\TlON (City, town, or county) {5tate)
MOVAL (Specify)
Removal 11-6-58 Oak Hill Cemetery Kirkwood, Mo.

24.

FUNERAL DIRECTOR ADDRESS

Mittelberg Funeral ﬂliome ,1ac,

25 DATE RECD. BY LOCAL REG.

NOV 5 58

2. REGISTRAR'S SIG! TURE

) Bonl Lt

g S S

" {Licensed Embolmer's Statecsent on Revarss Sidej-

v

7;.3.6.




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY oiiiiiiiiiiiiiiieiiiees s reereasarinssrrrrranorrerasesanssnnssmsinstsanisenrareeratnn , Studént Embalmet No......ccoovevveianns

working under my personal supervision.

StUdent «vevvviiiiiieiiiiiie i e eraeas
Signature of Student Embalmer

Licensed Embalme No..éj.‘ {74
[-4
P.O. A,ddress.f%‘.........

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 embaimed, _fact should be so stated above,




