[

THE PIVISION OF HEALTH OF MISSOURI _59_01——5—81‘87_

Health,

L Welfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER o
Servica') i egistration District Neo. ...._.,._........,._..__.....A_.._.........,..‘.Primary Raginruli_on Dls!ncﬂ_h- Rugisr: No. & | 7,““
. -_; 1., PLACE OF DEATH__ 2. USUAL RESIDEMNCE (Where deceosed lived. [f institution: Resj :nc. before

. 00 @ COUNTY o STATE  M{ggourl b COUNTY mi 4 si0n)
1-57 . CIOTRY (I outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY T inside Limits
é TOWN St. Louis Yos Of N [] T8§‘N St.Louls vas X Ne [
| é‘j c. FgL;_I‘FIAC'I%OF (lf.ﬁOT in hospital, give location) | Length of stay in 1b d. STREET {f outsids, give location) Reside on Farm
- HOSPITA R ADDRES! .
o 0 nsuution City Hospital 818 Anggelica Yes ] No [
3. (NTME OF DE)CEASED First Middle Last 4. DATE Month Day Yoor
ype or print OF
LOTTIE WEEBB peaTn  March 28,1959
5. SEX 6. COLOR OR RACE[ 7. \ccicom e it warmieo]| & DATE OF BIRTH 9. AGE (I yeors REUNDER 1 YEAR] IF UNDER 24 HRS.
Female i White wioowepX L pivorcen] 8-25— 1886 720 birthdoy} [ Months [ Doys Hours ] Win.
10a. USITJAL OCCUPATle (.leu Hnd-of \ufnh done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
i Botgawiren o | oM Home Kentucky , | U.S.A,
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Washington Albritton Unknown Asahel

15. WAS DECEASED EYER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY ND.

bl, ne, of unknqwn)l(lf you, give war ot dates of mervice) N 0 N E

17. INFORMANT

Addrass
May Helms -1212 Wright Street

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally reloted.

23a. BURIAL, CREMATION,

Condltions, if any,
which gove rlse to
above cau {a),
stoting the under-

IMMEDIATE CAUSE (o)

DUE TO (b}

ART I. DEATH WAS CAUSED BY:

18. CAgSE OF DEATH (Enter anly one couse 2{ line for {a}, (b), and {c).} *

. INTERVAL BETWEEN
ONSET AND DEATH

CnZireo aadiwsdie Aearkh '

g Iying caouse loat. DUE TQ (e

[~ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the termingl dissass condition glven in PART | {a) 19. WAS AUTOPS
s / PERFORMED] £
r . YES[] NO
= /200- ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ! or PART Il of item 18.)

w

u O 0 t

-«

9| 0c. TIME OF Howr Month, Day, Year

a INJURY a.m.

z p.m.

20d. INJURY OCCURRED
WHILE ATD NOT WHILE 0
WORK AT WORK

20e. PLACE OF INJURY (e.g., inorabout homs,
farm, wctory, street, office bldg., eic.)

204 CITY, TOWN, OR LOCATION COUNTY STATE

21, | attended the deceased from
ath occurred ot

and latt saw :;’n alive on

6’ m on the date stated above; ond 1o the best of my knowledge, from lh-?uus stated.

; o=

3 b. 22c. GATE SIGNED
aincir) SF00 Clarl 5°35Es.

23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {Srate)

Rénsva1” 233%19‘54 Mt. Hope Ce

metery St.Louis County, Mo.

T T wakier, Coroner, efc. must use only stondard nomencloturs in item TH, No symptoms will be listed,

24. FUNERAL DIRECTOR

McLAUGHLIN'S, 2301 Lafayette Avé.

{Licensed Embalmer’'s Statement on Reverse Side)

T WR30Ee " Tosd Dk 110.
"o Y~

J—




STATEMENT BY LICENSED EMBALMER

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

(378 T TT O U PP ., Student Embalmer No. .......c....eeenve

working under my personal supervision.

Licensed Embalmet Noo..oovoiiiiagenes

Student i s e Signed ,,
Signature of Student Embalmer

P. O. Address....«7% 70 LSyt enn .

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.




