THE DIVISION OF HEALTH OF MISSOURI

_________ 29—=010665

Heolth,
. Welfare STAN DARD CERTIFICA'! OF DEA‘H STATE FILE BE s
e
Service I o illl‘\R 1 ? E_S&mmnon District No. Primary Registration Distrizt Now o Registrar's T, ___T*%7 .2 __6__ _____
I FLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reside _a b;:fore
COUNTY . STATE b. COUNTY a sion
X0 ° Missourl
1-57 CIOTRY (If sutside corporate limits, give TOWNSHEP only) Inside Limits [ C(I)TRY Iiside Limits
03 oW ST, TOUIS, MISSOURL Yes (3 Ne L] tom _ St, Louis Yes X Mol
c. FULL NAME OF (If NOT i p Length of stay in 1b d. STREE {H ourside, give location) Reside on Farm
(= HOSPITAL Ol SﬁrrxL ADDRESS -
19 & ¢ INSTITUTION BARN Eg ﬁfj 2516-A Cora Yes [} NoX]
e 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
{Type or print) OoP
LILLIAN M. ANDERSON peath MARCH 3, 1959
5. SEX 2| 6 COLOR OR RACE 7'ummemn’svsﬂ marrien[] 8. DATE OF BIRTH 9. AGE (In ywars §F UNDER 1 YEAR| IF UNDER 24 HRS.
’ a; irthda Months | Days Hours Min.
| Female Negro wipowep[_] sivorcen ]| Dec, 11, 1905 fast birthder) | Mont | Y o | _

10 USUAL QCCUPATION {Give kind of work done
dyring most of working |ife, even If retired)

School-Teacher

10b. KiND OF BUSINESS OR

Public

¢ School

11. BIRTHPLACE (City and state or country)

Marshall, Missouri

12. CITIZEN OF WHAT COUNTRY?

USA

130. FATHER'S NAME

ROBERT REED

13b. MOTHER'S MAIDEN NAME

DINK LEE MEADE

14. NAME OF HUSBAND OR WIFE

JAMES ANDERSON

15. WAS DECEASED EVER [N L. 5. ARMED FORCES?
(Yol.ﬁ, or unknqwﬂ]l(ll yes, give war or dotes of service)
o)

16. SOCIAL SECURITY NOE 17. RMANT

Unknown

PART 1. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH {Enter only ona couse per line for {(a), {(b), and {c}.}

IMMEDIATE CAUSE (o) EMBOLUS TN THE ABDOMINAL AORTA

Address 2516—A Cora
St. Louis, Missouri

INTERYAL BETWEEN
I ONSET AND DEATH

CENT

Condittons, If any,

pue 7o (v ACUTE MYOQOCARDTAL TNFARCTIONM

which gave risa to
above cauvse (o),
stating the under-

!

g lylng cause last, DUE TO (GL

5 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseoss congition given in PART | (o) 19 WAS ACI.'JF'{TSES;’
H fz . ! Yt o

Y| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART i of item 18.)

w

; (] O O

Ul 2c. TIME OF Hour Month, Doy, Year

3 INJURY  om.

‘¥ p-m.

20d. INJURY OCCURRED

WHILE AT NOT WHILE
WORK O ATEIORK O

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

200. PLACE OF INJ

farm, factor

Y {e.g., inor about home,

troet, office bldg., stc.)

20i. CITY, TOWN, OR LOCATION

COUNTY STATE

21. 1 attendsd the deceased from _SA2rs 124 1959

',oMARC

Dealh occurred o,

/OOOPM

H 3 > 1959 and last iu\v

m on the date stated above; and to the bast of my knowledge, from the cavses stated.

® alive on MARCH 3, 1959

him

220

WPy LETETIEE, VL. MIVSE VA VY WIS TWEIHSNLIWNTEE WL T 19 O aypiadiis Wikl Ud 113184,

All disaases in Part | must be cousally related.

me or Illle)

MMD

S

| ™ *“*BARNES HOSPITAL

22¢. DATE SIGNED

{13/L/59

23a. BURIAL, CREMATION, | 23b. DATE
REMOVAL (Specify)

Removal

23: NAME OF CEMETERY OR CREMATORY

Mtit. Fairview

234. LOCATION (City, town, or county)

(State)

Marshall, MlS sourd

3/6/59

24, FUNERAL DIRECT
"

ity

East

25. DATE RECD. BY LOCAL REG.
Ave,

M?i.ouis 114, WR5 B9

Tt Tt . 117-

d Embolmer's $ on Reverse Side)

N ¢ @




STATEMENT BY LICENSED EMBALMER

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

DY MIE, OF DY tiitviuniereeetieennaren i ecaarirras e mmmaseatbs s i sr e e st ne s e , Student Embalmer No. .........c..coeenn

working under my personal supervision.

SLUAERt e s
Signature of Student Embalmer

P. 0. Address. .,

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 shouid be so stated above.




