All disoases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

hmm{ymn 9 1959

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

gistration District No. .. .3 / 7_ weeeePrimary Regls'ranon Dlsln:f Noo . 2 ‘_7......_._.. Reglstrar s No.,

.......... 59=-00'7912

STATE FILE NUMBER
Y78

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence befar
o COUNTY St Louis o STATE Misgouri b COUNB4e GeneliaV
b. C(l]TRY {IF outside corporate limits, give TOWNSHIP only) Inside Limits c. CBTRY 4 b ’ Inside Yimits
TowN Richmond Heights Yos [} N [ tom  Ste.lenevieve 0 | Yes[§ e[
c. FULL NAME OF (If NOT in hospital, give locatien) | Length of stay in 1b d. STREET {}f sutside, give location) Resida on Farm
- HOSPITAL OR ADDRESS
i 0 Nenronion SteMary's Hospital]l 2 oA, 450 Rozier Yes [ No X
3. N_FLME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print} 0P
Ruby E. Adams peath Febpruary 27, 1959
5. 5EX | 5. COLDR OR RACE T‘MARRIEDE rlEVER MARRIED] ] 8. DATE OF BIRTH 9, AGE' {.I:r;;:;«; ;::}.D‘ER;LEAR ll:‘:‘.::t-DER 2:“:Rs.
Female White wicowep[] oworeen[ ]| July 16,1899 gg ] [
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) l 12. CITIZEN OF WHAT COUNTRY?
during gt of warking Life, aven if retired} ND TRY
ousew AL°H Hamilton Ontario,Canada U,.S,

13a. FATHER'S NAME

135. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Robert MacGregor Agnes Morrison George
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yesr, or unknawn)f (3§ yes, giva wor or dates of service)
RG] s e 351-18-9613 | George Adams, St,G u
18. CAUSE QF DEATH {Enter only ane couse per tinedor {a), (b}, and {¢}.} - INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: Cglf DEATH
IMMEDIATE CAUSE (a) / ,/A'_z A

Canditions, if any. v DUE TO (b) A A : MU JM .,

which gave rise 1o
chave couss (a),
stating the wnder-
lying couse iost.

i

) ¢

DUE TO (<}

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO;EATH but not releted te the termin

swose condition glven in PART I (a) 19. WAS AUTQOPSY

—

-

757/ | e

200

ACCIDENT 5SUKLIDE HOMICIDE
a O

20b. DESCRIBE HO% INJURY OCCURRED. {Enter nafure of injury in PART | or PART Il of item 18.)

MEDICAL CERTIFICATION

PLACE OF i Y {e.g., inor abouthome,
farm, factery, street, o dp., ete.)
Z

e N, .

WHILE AT ILE
WORK D AT WO O

2¢c. TIME OF  Hour Month, ., Year
INJURY  am.
p.m.
0d. INJURY D RRE 20e. 20f. CITY, TOWN,

LOCATION

I

COUNTY \\ STATE

| attended the deceased from
Death occurred at

L

— Sl

PAN Q= % SN A%

m on the

)’12-’HL/G i

date s1ated above; and ‘W bast of my knowledge, from the causes :1!1«!

alive on

m% s ' (Degra or title) W 60 P

U b dost B g,

230, BURIAL, CREMATION, | 23b. DATE
MOV AL (Segcity)
emova Je2=59 Local

23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county) l!ch)

Ste.G

24. FUNERAL DIRECTOR ADDRESS

Albert H.Hoppe,L700 Washington Blwvd.

2

25. DATE RECD. BY LOCAL REG.

ISTRAR'S SIGNATURE

24

-ap-59

{Licansed Embalmaer's Statement an Reverre Side)




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY eiiuiieivieirn e etieeera e srarrereasa st arssrsnanaatsanm s s ba s n s T e , Student Embalmer No. _.........c.eeieeee

working under my personal supervision.

T =Y 1| S PP Signed
Signature of Student Embalmer

.Licensed Em

P. 0. Addres

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 SFUDENT, he also shall sign in his OWN handwriting. -t
If this body is not embalmed, fact should be so stated above.




