Health,

THE DIVISION OF HEALTH OF MISSOURI

o093-002800

 Wolfure STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER .
::M...,;:. istration District Mo, ____.__Aﬁrimy Registrotion District &-_1.0_03__ Re!ism;—:'; No. __3_@_4_._
1. PLACE OF DEATH . 2 USUAL RESIDENCE (Where docoased lived. If institefvon: Residence feh
';;v‘ a. COUNTY o STATEMS ssouri b. COUNTY dn-}-im)
b, CITY (If outside corporcte linits, give TOWNSHIP oniy) Insida Li=ils c. CITY Inside Limits
;ﬁ;’y tom  St. Louis Yo X oL rom_ St. Louis Y [E N ]
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b STREET (If outside, give location) Reside on Form
e m'r{?r'i&RCity Hospital Qog?mm 5927 Msnle Yes[] Mo [R
3. :ITA::E :l:' I::;:EASHJ First Middle Last 4 Da';E Morth Day Yoo
Gus “ Carey peaw January 6, 1959
5. SEX 6. COLOR OR RACE] 7. " 8. DATE OF BIRTH  yours JF UNDER i YEAR] IF UND
Male o White ;::R:::E] RE;EL.::::S Feburary 19 . 18‘;;_ Alcégirﬂ'ﬂuﬂ Months I'h: Hours E[R 2;:.!!&

e USUAL OCCUPATION {Give kind of work done

1.

105 KIND OF BUSINESS OR

BIRTHPLACE (City and stwie or country)

12. CITIZEM OF WHAT COUNTRY?

i

.

4 lif, if reti Y,

; TP e e AP0t Housels Indiana / U.S.

: 13a FATHER'S NAME 135, MOTHER®S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

; unknown unknown unknown

5 w

; 2 | 15> WAS DECEASED EVER IN U. 5. ARMED FORCES? 16 SOCIAL SECURITY HO.| 17. INFORMANT Addrexs Office

5 g (Yos, M,Ndiuum]- ({If yos, give war or dates of service} '+92_ 10- 28 20 Mj. 88 BeaI‘man Mi 3 SOUI‘i welfare -

N 18. CAUSE OF DEATH (Enter only one cause per Lipe for {p). (b), ed (c).) INTERVAL BETWEEN

;o PART I. DEATH WAS CAUSED BY: 2 ‘ z % ‘ ( T D DEATH

: s IMMEDIATE CAUSE (a)

: =

- Comiions, LirnZesre o celdivsces

i itlons, i A

; % v:oll:ll ::v- rl'?‘t:v } DUE TO (b)

i above Covse a),

H z stating the und,

H 8 g I:-Iur:gn':ws. lu:: DUE TO (CL (% Czo ’ 0 l/

, . ] = PART Il. OTHER SIGNIFECANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal dizeass condition given in PART | (=) 19. WAS AUTOPSY

B PERFORMEDY o

i2 &P YES[] NO

i = % 5[ 200 ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natre of injury in PART | or PART Il of item 18)

= == I

I b o 0 =

1S SWOI2c TIMEOF _How /Month, Day, Yea

13 =8 INJURY  a.m.

. & p.m.

'E F 20d. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

— WHILE AT WILE farm, foctory, shreet, office bldg., etc.)

'8 af | work )

f 21. | attended the decsased from e mll mdlustkwt::chnm

2 Decth occurred at B Z 29 Jo oo tho date stated above; and 1o the bast of my knowledge, from the causes stated.

. g 220, SIPHATURE ﬁn or fitlo] 3 Z2b. ADDRESS 22c. PATE SIGNED
-1 -
2 /Fog Elatl L. SP

23a. BURIAL, CREMATION, | 23b. DAT.

BoYy frr' 1/13/19 59

NAME OF CEMETERY OR

Memorial Park Cemetern

CREMATORY

y

23d. LOCATION [City, town, ot county}

(Stare)

S5t. Louis County, Mo.

24. FUNERAL DIRECTOR

ADDRESS

orrell Mortuary 3710 Worth Grand

25. DATE RECD. BY LOCAL REG.

JAN 1959

26- /HEGISTRAR'S SIGRATURE

{Licensed Embalaer's

r3a Side)

7




STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. .......coovmuennes

BY ME, OF DY 1ovvverreeeiiiersinreseeieresscaasianarsanasesaesanass s sy aa st g s st

working under my personal supervision.

S RVTs (=1 11 SOOI PPS PP
Signature of Student Embalmer

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.




