THE DIYISION OF HEALTH OF MISSOURI 58—042665

ealth

Welfare STANDARD CERTIFICATE OF DEATH G ETATE FILE NUMBER
ublic .
ervice H D NOV 1 7 1958i51ro!j9q Distriet No. Lg / 7 Prjor!_Regisnution District No. ___. \5 __51_4{______,. Reglsnur s No. ____92 E&j:_-_
. [ 4
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institytion: Ru‘;dence bffore
. COUNTY . . STATE . k. COUNTY camigsion
300 ° St. Louis i Missouri St. Louis
~57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
or . Y Ne [] OR lf 743 Y N
/ TowN  Kirkwood es Lo} . TOWN Kirkwoad e eslyd NelJ
c. Fnglﬂ-] NAME OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR . ADDRESS
eTotion 423 Heman Dr. 2 years 423 Heman Dr, Yos [ No [
3 (NTAME OF DE)CEASED Firss Middle Last 4. DATE Month Day Year
ype or print oF
MARTON WHITIEY DEATH Nov. 1, 1958
5. SEX 4. COLOR OR RACE]| 7. MARRIED[ ] NEVER MARRIED] ] 8. DATE OF BIRTH 9, A'GE' {in :;,;; l: Ur'JhDERDiYyEAR I'F"l UNsDER 2:‘_HRS.
14 Q on 1 oFs our. n,
Female ;| White wooweofg] 2 oworceol]| Feba 13, 1900 o [ | |
I T0a. USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
i ng life, even if ratired) INDUSTRY .
HousSITY AT HMHomE St. Louis, Mo, 0 USA
13a. FATHER'S NAME 136, MOTHER"S MAIDEN NAME _14. NAME OF H_U’SBANI? OR WIFE
Sam Johnston Emma Roettger Chas, Whitley, (Deceased)
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
¥ 6, or unknawn)] {I{ yes, give war or dates of service) - .
pils) | —_—— None Mrs, ALF ahrendnrf;b23 Heman, Kirkwood, Mo,

18. CAUSE OF DEATH {Enter only one cause per line for {a), {b), and {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: W ONSET AND DEATH
IMMEDIATE CAUSE (q) AM&-/ ﬁwz |2 ({,ég .
Conditions, If any, DUE TO (b) pﬁw W MW !) P Wy B
which gave rise 1o } 7
_DUE TO {c) 2 B/A

above cause (a),
stating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z- lylng couse last,
- ,.9: PART l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relatgiito the termingl disenss condition glvenin PARTI (a) 19. WAS AUTOPSY
T = - - - PERFORMED? )
< i PR ey YES(] NO[]
- £ [ 200 acciDEgf suicibE HOMpHDE | 20m. HOW INJURY OCCDRRED. (Enter noture of injury in PART | or PART 1] of item 18.)
= w
H ; d ] O
g S| Mc. TIME OF ,Hour «Month, Day, Year
2 8 INJURY  q,m.
';' k3 p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
pul WHILE AT LO ILE farm, factory, street, office bldg., etc.)
EE WORK rl 4 Fi yi / 1
_E' 21. t attended the doceased from f Vi 5 ‘ b} é to ]Z/l / Sﬁ}/ and fast o I‘l?' alive on [/ / i /j_ )/
g Death occurred at !g . m on the date stated obove; and to the best of my knowledge, from the causes stated. _
- 2 GHATUR (Degrae or title) 72b. ADDRESS 22c. QAT SIGNED
o p -
< _s ﬁ . -, W AQ 2 4 { g- w / 1 I‘V

130, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 22d. L TION (City, rown, or county) {State)

BEAQUAL Lrowcity 11/11/5& Valhalla Cemetery St. Louis County, Mo.

AL D1RECTDR ADDRESS 25. DATE RECD. BY LOCAL REG. REGISTRAR'S SIGNATURE
A %@ A
ﬁé}oﬂé 20(, )i~ 5 ]

{Licansed Embalmer’s Statement an Reverse Side)




M)

STATEMENT BY LICENSED EMBALMER ~~—_

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

[V T <] o3 AU UUUIUOROPRPRFPRTSPRPPPRTRRRR TSI AR ., Student Embalmer No. .........ccoceeennne

working under my personal supervision. .
STOAENt crviieiiniiiiiii i e e eaas i &L T M 4@/ ...............
. Signature of Student Embalmer : '
- Lieensed Embalmer Noé(j—yz-/
)
P. O. Address M&M

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). .o ey

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.




