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THE D1VISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

STATE FJ

D 2694

59011354

_U _APR 6 ‘Iggguiwmion District No.

,l;. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. If institution: Residance before
a. COUNTY STATE  Missouri:® COUNTY Bt T
b. CIOTY (I outside corparate limits, give TOWNSHIP only) | Inside Limits <. chY L/_a’ ) 0 Inside Limits ;
TOWN 8t, Louls Yes [ No [J toon Mehlville (29) Yes[x No[]
c. Fl(.)lLL NAME OF (If NOT in hospital, give [ocation) | Length of stay in 1b d. STREET {H outside, give location) Reside on Farm
- HOSPI
13 HOSPLTALOR 8¢, Anthony Hosp, «O.A, ADDRESDO2 Forder RA Yes [J Ne X
3. NAME OF DECEASED First Middle Lost 4. DATE Manth Day Y ear
{Type er print) . OF
LILLIAN M SANGUINETTE peati Mar, 14,1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE {In ysars IF UNDER | YEAR| IF UNDER 24 HRS.
| MARRIED[_JNEVER MARRIED] ] n i -
F w mDowEDgl DWDRCEDD Har. 28 . 1895 6 birthdoy) [ Months | Days Hours l Min.
10a. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
wBeTL YOy éa" INDUSTRY New Jerssy USA
13a. FATHER'S NAME 136, MOTHER’S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
? Haokett unknown Deceased (Auguat) .
15. WAS DECEASED EVER [N U. 5. ARMED FORCES? 16 SDCIA SECURITY No.| 17. INFORMANT Address “3 )
(Yos. ror Fp@pevnl| (1 yes FYOPYQP! dates of servico) 0 0780 Robert Sanguinette 6629 Hurstgreen

18, CAUSE OF DEATH (Enter only one cause per |
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

mmmmwm
Coronary occclusion,

INTERVAL BETWEEN
ONSET AND DEATH

23a. 23b. DATE

5 yrs
Conditians, if any, DUE TO (b) art erios Gl erosis y N
which gove riss 1o }
above cause (o), X
tating the und i Q CD 1. 0 ne
3 Tying - canse lasn 1 DUE 1O (<) diabetis mellitus tc 0 .
B PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART I (a) 19. WAS AUTOPSY
S5 PERFORMED?
C YES[] NO g oL
% | 20a. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
[IT)
g D o O
;) 20¢. TIME OF Hour Month, Day, Year
Er INJURY a.m.
b3 p.m.
20d. INJURY OCCURRED Xe. PLACE OF INJURY (e.q., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK e N . 1 b 1 OC0
55 - PR [y rped 4L gLl L JJ o
21. | attended the deceaudiom 'LB 7 " ae and last suwlg alive on
Deulh@tred “’,4L IEE Ii / a 3 m on the date stated above; and to the best of my kno;'-dcc, from the causes stated.
De oo orgitl 225;?R?
A A

23c. NAME OF CEMETERY OR CREMATORY

Calvary Cem, 8t.

23d. LOCATION (City, ¢

Louid Mo,

3/18/59
24. FUNERAL DIRECTOR ADDRESS
Fendler Und. Co, 7420

25. DATE RECD. BY LOCAL REG.

Michigan MAR 17 '59

T i 11 0.

{Licansed Embalmer's Statament on Reverss Sids)

R k<




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 ittt itrt e e eisriastsasbsa s ssrsnrasranasan s trenaastrasanans .+ Student Embalmer No. ...................

working under my personal supervision.

Signature of Student Embalmer
Licensed Embalmer No........ovinnnis

P. O. Address. ?(‘20 .................

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 lxcense) . L
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,




