THE DIVISION OF HEALTH

o OF MISSOURI 58_042416
*oith, v smanimAam® FEDTIFIFATE AP RTAYH 0000 .

it oy SN SR STANDARD CERTIFICATE OF DEATH ST
?ublti bj—a
Stnl:o ILED N OV 2 0 1gsggls|rahon District Mo. oo, 318—-“--&""10')' R'G""‘"“" D""'cil_“s"""‘""""'-"‘ Registrar* e ﬁ‘ g'g """"

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where doceased lived. If institution: Residence, S'efnn
200 . COUNTY a. STATE b. COUNTY admi 7'4n)
57 b. CITY (If outside corperate limits, give TOWNSHIP only} Inside Limits c. CITY Inside Limits
l TOWN ST. mms m Yes [] Ne [:] ngN ST.LOUIS MO. Yes[] No[]
, ¢. FULL NAME OF (If NOT inhospital, give location) | Length of stay in 1b d. STR i outside, give location) Reside on Farm
1 HOSPITAL OR L ADDRESS 188 PA Qﬁ; v
| | msTitution ST ,LOULS CITY HOSPL #1, 45? Yes (] No [
| 3 ('5,“‘5 OF DE;;EASED First Middle Eon 4. DATE Month Day Yeor

ype or print . - OF
BABY GIKEL WELLINGTON DEATH OCT. 29, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED& 8. DATE OF BIRTH | 9. AGE (In yeors JFUNDER | YEAR| IF UNDER 24 HRS.
FEMALE z |NEGRO wooweo[] ¢ oivorceo[]| 10/29/58 fost irhdey) plomh | oo | 7 T 35

All dizeases in Port | must be causally related.

10a. USUAL OCCUPATION (Give kind of work dons
during most of wuﬁg life, sven if retired)

10b. KIND OF BUSINESS OR

"HoAE

11. BIRTHPLACE (City and stare or country]

ST.LOUIS,MO. o

12. CITIZEN OF WHAT COUNTRY?

U,5.A

13a. FATHER'S NAME

UNKNOWN

13b. MOTHER'S MAIDEN NAME

MARTH: WELLINGTON ]

I 1. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. S, ARMED FORCES?
(Yo, @ unknawn}| (If yes, give war or f1Gp of sarvice)

17. INFORMAN

ST. LDUIS CITY HOSP #1.

16. SOCIAL SECURITY NO. Address

no

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and (¢).)

/A'f?/ec‘/q.(/lf

0/"48#’(?‘-&

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,

I/?r/md ’{ar‘./ ’(6/’

DUE TO (b)

obove ecouse {a),
stating tha under-
lying cause last.

which gove rise to }

DUE TO (c)

7R 5~

PART ). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal diseass condition glven in PART | (a)

19. WAS AUTOPSY

200, ACCIDENT SUICIDE HOMICIDE
G a ad

20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART ) or PART Il of item i8.}

2. ;ﬁME OF  Howur  Month, Day, Year

URY  om
p.m.

MEDICAL CERTIFICATION

INJURY OCCURRED
NOT WHILE
AT WORK

Nd.
WHILE ATD

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

O

20e. PLACE OF INJURY (e.g., inor about home,
farm, .ctory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21. | attended the deceased from

10/29/58

2

, to and last saw t“ alive on

10/29/58

Death occurred at

m on the dote staud above; and to the bast of my knowledge, flom the causes stated.

SRS
22. sacmW %ﬂl&f/ﬂ 0

22b. ADDRESS

L

22¢c. DATE SIGNED

{Licensed Embolmer's Stotement on Reverse Side)

1515 LAFAYETTE AVE 10/29/38
T aunm_yﬁnlon, 3b. DATE 23c. NAME OF CEMETERY OR CREMATOR'& 234, Locnlgt(cm, town, o1 county) (State)
REMOV AL Spacilfy) >
/g TIF Anatomical Board - Louis, Mo,
25. DATE RECD. 8Y LOCAL REG. EGI RAR'S SIGNATURE - /
Nﬂu b m L"./ - -/ ."J.JL- - - /1 _’



"~
.

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, OF BY oo e , Student Embalmer No. .........cceeeines
working under my personal supervision.
SEUAENL -reiriiriniierrrr s e SEENEA ... ooiieseeeeseereseeeresrmtassraeeeeemmiaraa s araa e e neane e
Signature of Student Embalmer
. Licensed Embalmer No.........ccocvncns
P.O. Address .......ooociiiiiiviiiineeae

Note: The above MUST BE SfGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for révocation of license).

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

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




