o THE DIVISION OF HEALTH OF MISSOURI 59—003554

w;:‘f;. STANDARD CERTIFICATE OF DEATH " "STATE FILE NUMBER o
vblic
ervice I kit Fﬂ FEB 3 1g§gislrnlion District No. . -Ptimary Registration Disrrict No. Mo e e Registrar’ sﬂ.-- ....é 07
I PLACE OF DEATH 2. USUAL _}ZESIDENCE {Where deceased lived. If institution: R"é,‘,’,‘"“ b).lor.
COUNIY . STATE b. COUNTY edmigsian
13°° - : Missouri / :
=37 b. cgv (If sutsids corporate limits, give TOWNSHIP only} | inside Limits c ng Inside Limits
R
’ toww  Saint Louis Yos ] o [ tom  Saint Louis Yos [ No[]
") c- FgLL NAM%EF {If NOT in hospital, give lacation) | Length of stay in 1b on FSBREETSS {lf outside, give location) Raside on Form
HOSPITAL - ADDRE
7 INSTITUTION 6442 McCune 37 yrs 6442 MeCune Yes [J N[
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y war
{Type or print) OF
Louise J Sturgeon DEATH 1 17 1959
5. SEX 6. COLOR OR RACE{ 7. MARRIED[ ] NEVER marrieo[] 8. DAT-E OF BIRTH 9, AIGEr (b;_.'::.,; :our:asngvrs.\k l:ouNDER 2:‘_Hns.
ast birthday n ays e in.
, F J W wioowenf] ). orvorceo]|  June 6= 1877 I l
! 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BLISINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

during most of working life, even if retired) INDUSTRY

ife _owp_home | A | Nat'l
13a. FATHER'S NAME 13b. MOTHER*®S MAIDEN NAME 1. NAME OF HUSBAND OR WIFE
Fanny (Unknown)

John Bateman | Willjam Sturgeon-Deceased

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 15. SOCIAL SECURITY NO.[ 17. INFORMANT Address
(Yes, no, or unknqwn)| (If yes. give wor or dotes of service)

no none Hazel A. Sexton 6442 McCune St Louis,M3ssoury
I%TERVAL[B) WEEN

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), und (e).)
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

. . -
Condltions, #any, . DUE TO (b) QAMM&M_
whieh gave rise to }

above cause {a),
DUE TO (c) 6172(" 0

stating tha under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

}
E % lylng cowse lost,
- =4 PARTII. O SIGNIFICANT CQUDITIGNS CONTRIBUTING TOWQEATH but not ralated to the inal diseass condition given in PART | [a) 19. WAS AUTOPSY
B E Ronol Coleads Aaked. I
< & ) YES[] nO[R
; - %1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE MOW INJURY OCCURRED. (Enter nature of injury in PART | or PART !l of item 18.)
= I
S & O 0O O
'8 S| 20c. TIMEOF Hour Month, Day, Year
- a INJURY a.m,
: ‘.:i' H j XU
' E 20d. INJURY CCCURRED 2e. PLACE OF INJURY (v.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
; Tﬂ- WHILE ATEII NOT WHILE D farm, .ctory, street, office bldg., etc.)
‘o WORK AT WORK oy (V=W o 1 s f\ F’f‘
i f 21. | ottended the deceused from l . to ‘ | ond last sow Hhve on l |
: § Death oceurrad at M. m W tha dote stated cbovc, and to the bast of my knowl.dgc, from (h causes stated.
.%, 229w SIGNATUR {Degreggor title O él; ADDRESS 22¢. E SIGN
: A D, q{%l) absen Trad) |
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY QR CREMATO&Y 23d. LOCATION (City, rown, or county) }
REMOVAL {Specify}
i " 1 1.19-1959 St.Matthews Cemetery St Louis Mo
H ?JiN_I;RAi D'%ECTGRG lonial M ADtDREss 25. DATE RECD. BY LOCAL REG.
(o] elster Loion orLua
X PN Wil ol kA%
[T Mo SRS S1arement on Reverse Sidef




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 i e e e e s e , Student Embalmer No. .................0¢

working under my personal supervision.

Student oo
Signature of Student Embalmer

Licensed Embalmer No,«?@fl
P. 0. Address. iz Kosivia. Mo5.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies 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.




