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All diseases in Port | must be causally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURL

STANDARD CERTIFICATE OF DEATH
‘Mu IHLED JUN 4 1gsgcgutrullon District No. _

Primary Registration District No.

. ,59-01961% |
STATE 5m5

............................ Rugl strar’ AT S——

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore dececsed lived. If institution: R.udenc. bafore
o. COUNTY a. STATE MO b. COUNTY admizsion)
')
b. CITY (If ovrside corporate limits, give TOWNSHIP only) Inside Limits c. CITY lhside Limits
Ye No [] OR Yes No []
TOWN St. Louis oo om  St, Louis B r
c. FgLFI’_ NAMER?F (M NOT in hospiral, give location) | Length of stay in 1b d. S'II_'JFE')%EE'gS {If outside, give location) Reside on Farm
HOSPITAL A
/__INSTITUTION | At home 4017 McRee Yes (1 Ne[X
3. NAME OF DECEASED First Middie Last 4. DATE Manth Day Yoor
(Type or print) oF
MATTIE AUGUSTA SEWELL peatn May 29, 1959
5. SEX 6. COLOR OR RACE 7.““,50&"““ warrieo[] 8. DATE OF BiRTH 9. AGE (In yeors BF UNDER 1 YEAR] IF UNDER 24 HRS,
birthdey) [Months I Days Hewrs Win.
F / w / wivoweo [} oivorceo | Sept , 6 R ]_865 93 l
10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (-Cily and stole or cauntry) P 12. CITIZEN OF WHAT COUNTRY?
during moxt of working life, aven if retired) INDUSTRY
fe home St. James, Mo, USA
13« FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Paul_Rreuer Unknown William Sewell
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yas, ng_or ur\kmwn)‘liy-l, give war or datey of swrvics)
A None Mrs. Mattie Gianino, 4017 McRee

PART }. DEATH WAS CAUSED BY:

18. CAUSE OF DEATHAEn!er only ene couse per line for (a), (b}, and {c).)

ﬂ;wwq W/W@-W

INTERVAL BETWEEN
INSE D DEATH

P

IMMEDIATE CAUSE {a)

=g =
Conditians, Hf any, DUE TO (b} (}W\/\-—i‘-""\/ m bQ(-’ﬂ_QM_?/ ) A PA P
which gave rise to } [74
obove couse (&), L
toting the und ( \C¢ W =
é l‘ylngﬂqeuu.u“r;u::: DUE TO (c} MC
= PART 1. OTHER SIGNIFICANT COMDITIONS CONTRIBUTING TO DEATH but not related to the termingl dlsscse condition given In PART | {a) 19. WAS AUTOPSY A
b PERFORMED,
o ‘/‘ﬁ 8/ YES[] WO
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE\HQM' INJURY OCCURRED. (Enter noture of iniury'in PART | or PART H of item 18.)
w
8 o o O
3[ 20c. TIMEOF Hour Month, Doy, Year '
a INJURY  a.m, WV\JK
z P M.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor abous home,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
\’l'HlLE ATD NOT WHILE 1 farm, uctory, street, office bldg., etc.)
AT WORK
21. 1| atrended the deceased from 5{‘/( Lq 5— 9 and last sow 1 aliva on (/3'3 K L4

Death occurred ot

i
/> Lfcy

m on rh. date lhﬂad above; ond to the best of my knowledge, from the cavses l\ulod

2a. SIGNATU;&
21

(Degr:e or title)

T C (Yp00

22b. ADDRESS

ENAZY

¢ep

22¢c. QATE SIGNED

% [34(59

Legpayles

230. BURIAL, CREMYT|DN, 23b. DATE 23¢e. NAME OF CEMETERY OCR CREMATORY 23d. LOCATION (Ciry, lew;!, of county) ‘g!l!l) {
REMOVAL (Spacify)
Removal | 5-27-59 Oak Grove Cemetery St. James, Mo.

24. FUNERAL DIRECTOR ADDRESS

Parker-Aldrich, Webster Groves

25 D“E RECD. BY LOCAL REG.

{Licensed Embalmer’s Stotement on Raverse Side)

BT Bt ulbe (1.0,




STATEMENT BY LICENSED EMBALMER
B
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY M, O DY i e et a e e e i e et s a s b ea , Student Embalmer No..........c.ooeeene .

working under my personal supervision.

Student .ooiiii e e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F‘axlure
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.




