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T 58 ~5E

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

__Primary Registration District No.

1003

58—-04554%2

STATE FILE

NUMBER

e 1850...

- 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. If institution: Residence be, Sre
a. COUNTY o STATEMigsouri b couwmSt, Loedse
b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY tnsjde Limits
Tom  St. Louis Yes ] Mo [] tom Florissant o 000 Y.,#E No []
c. FgL[{;] NAIP:\%FC;F (If NOT in hospital, give location) | Length of stay in 1k d. ST%E’EEES ('ﬁou"lde' give Iocnhnn) Reside on Far
H TA .
2 X i&itonios Deaconess Hospitial 2 <200 Dershake ves 03 Mo )
3. NAME OF DECEASED Firs: Middle Last 4. DATE Month Day Year
{Type or print) . OF
Infant Boy Cunningham veati Dee 6 1958
5. SEX 6. COLOR OR RACE} 7. B. DATE OF BIRTH 9. AGE {In yeors JF UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIEC[ I NEVER MARRIED -~ {In y -
I Male 0 white _FiDOWEQD o DWORCED@ Dec 6 1958 lass birthday) [ Me thy | Doys Hours l )«a

19a. USUAL OCCUPATION (Give kind of work dene

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY?

ri t E iy, pvan if retir: » O
FEFRRRTRERE " | R St. Louis Mo. U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME J4. NAME OF HUSBAND CR WIFE
Bill Cunningham Betty Crews Single
15. WAS DECEASED EVER IN L. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(Yes, nNoéunknqwn)’(" y-lNiov- wor or dotes of service)

None

Bill Cunningham 200 Derehake

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE QF DEATH (Enter only one cause per line for (a), (b}, and (c).)

Prematurlty

INTERVAL BETWEEN
ONSET AND DEATH

dte to prolapsed uberus of Mother

Condltions, if any, DUE TO (k)
which gave rise to }
above couse {a),
tating th hder-
z i‘yingﬂg:au.sour;o::. DUE TO (cl 7 G /, b
=]
= FART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dissase condition given in PART | (a} 19. WAS AUTOPSY
= . . . PERFORMED? 22
o YES[{ ] NO
& 200. ACCIDENT SUICIDE HOMICIDE. | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
: ] 1 ]
Ul 20c. TIME OF .Hour :Month, Day, Year
a INJURY a.m.
= _p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
W‘HILE.ATD NOT WHILE D farm, factory, stroet, office bTdg., etc.)
WORK AT WORK
21. 1 atrended the daceased from __7. r—& -7 T /LB J¥  adian s clivecn_/ B =
wDeath gfcyred at £ v ) 6 03, - mon the date statad above; and to the best of my knowledgs, from the causes stated.

22b. ADDRESS

2314 Telegraph Rie

22c. PATE SIGMED

/2 -5 o8

23a. Wﬂ EMATION,
[ ify)
rial

Za/f -P

21c. NAME OF CEMETERY OR CREMATORY

Mt lebanon Cemetery

23d. LOCATION (City, town, or county)

(State)

St. Louis COgaty Mo,

ADDRESS

St.

24. FUNERAL DIRECTOR

Collier Mortud/§,

Ann, MO.

25. DATE RECD. BY LOCAL REG.

250!52“! H] SlG?iTURE i : 2

eC 9

{Li [ on Reverss Sidae)

J  S=g5



STATEMENT BY LICENSED EMBALMER

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

by me, OF BY .iiieiiieiiriiiearmnn s b raa e , Student Embalmer No....................

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fa1lure

to comply with the above gonstitutes "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. . :




