THE DIVISION OF HEALTH OF MISS0UR|

ealth, —
e STANDARD CERTIFICATE OF DEATH 59-023384
ublic I STATE Fi ¥ 1
ervice JU gistration Dlstrl:r No. .. ...Primary Registration District No, Ragisrrﬁ‘ Nng§a4. .......
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased bived. If institurion: Residence bifiore
a. COUNTY a. STATE Missouri * COUNTY Ud""“ yoot
b. CBTRY (I ouiside corporate limirs, give TOWNSHIP only) Inside Limirs . [ . <. CBTRY s -|rlsnde lel'fs -
— TOWN St,.Louis Yes (RNe[]- TOWN St.louis ] Yes[X No[]
3?‘.3 c. EBL#I'FAE‘%F?F {If NOT in hospital, give location) | Length of stay in Jb. | d. STREET {If outside, give location) | .Reside on Farm
o Lo ehturion Jewish Hospital . ADORESS 21,12 Indiana Ave, Yes [ No (X
; -3 ?Tme OF oe)cnssn First Middle - Last 4. DATE Month Day Year
ype or pring - . . OF 4
Mobeatie Sencibaugh pEats  June 15, 1959
5. SEX 6. COLOR OR RACE | 7., coiepfinevermarrien[ ]| & DATE OF BIRTH 9. AFE {,';}:;:3 JLUNDER g:;EAR l:::DER 24 HRs
. Female / White 4 wiowen[T] ovorcee[]| Nova T, 1888 76 I |
10a. USUAL DCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote or cowniry) 12. CITIZEN OF WHAT COUNTRY?
during me gy of working |jfe, even if retired) INDUSTRY .
Housewite Lesterville,Mo, o U.S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Jami son Mary Robinett John °
15. WAS DECEASED EVER IN U,'S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yeas, or unknawn)] (If yes, give war or dares ef service) 3 . - -
T 187-24=-7532 | LaVern Sencibaugh, 2l12s Indiana

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All disecses in Part | must be'causally related.

IMMEDIATE CAUSE (g}

18. CAUSE OF DEATH (Enter only one cause per line for (o}, (b), and ().}
PART I. DEATH WAS CAUSED BY: éﬁ‘ﬂ/

Arae }W

INTERYAL BETWEEN -
ONSET AND DEATH

[ ey CONS

2

Decth occurred of

M t (/Lé"’g 2 Glars
Conditions, if any, DUE TO (b) - *
which gova rise fo } v
obove couse {a), 7‘
ating the under-
z ying covee lasr. | DUE TO (c) /O r
E PART ll. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor relotgeyto the terminal diseose condition given in PART I (o) 19. \gAg;\gTOé’gY /
3 N VI ERFORMED?
z 8c/vvt/ra‘£4-f Hsni, L el CM,&JM{/J YES L NO [
=1 20a. ACCIDENT SUICIDE RomiCIDE? 20b. DESCRIBE HOW INJURY OCCURRED. (Enter moture of injury in PART | or PART |l of iem 18.)
w -
v O O O
§ 2c. TIME OF Hour Month, Doy, Year
a INJURY a.m.
B3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factory, street, office bldg., etc.)
WORK AT WORK p e £ -
e e
21. | attended the deceosed fzom 3"7" ‘r:3, {ndine ( 'J 7 and last mwh““ alive on é A RanlN | ?

'o}ed obove, and to the ba)j.oi my knowledgs, from the couses stated.

22a. Smﬁ/’ : (Degree or rle}

) M-

222,, ADDRESS /\/

Peanf

22e. DATE SIGKED

b—/6-7"%

DATE

6-18-59

BURIAL, CREMATION,

RS

2130, 23k,

23¢c. NAME OF CEMETERY OR CREMATORY

Masonic Cemetery

23d.

LOCATION (City, tewn, or county)

Lesterville Mo,

{State)

24. FUNERAL DIRECTOR

ADDRESS

Albert H.Hoppe,Inc. 1700 Washington Blvqe

25. DATE RECD. BY LOCAL REG.

JUN 16759

jolend Hvidh . (1.0




STATEMENT BY LICENSED EMBALMER

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

Y Me, OF DY i e e e e e e aas , Student Embalmer No. .............cnive

working under my personal supervision,

el st
z].

Student ooooniii i e
Signature of Student Embalmer

Licensed Embalmer No..}%.n..

P. O. Address“,él....;h—mv
A

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 embalfied by a STUDENT, he also shall sign in his OWN handwriting..
If this body is not embalmed, fact should be so stated above.




