JRI DIVISION OF* HEALTH — STANDARD CERTIFICATE OF DEATH

EILE

ENDED

DOCUMENT

BY AFFIDAVIT OF

p Va3 MA

5 1968

111 rallon Dlarricf NG, e, 3 1 8____Prlmarv Registration District Nn]. 003.-_-_-Raq|strnr s No. -_5_04

4 =

=60=020787

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
8. COUNTY a. STATE Mi 3 Ourli‘ COUNTY admission)
b. C(I)TY {1 outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. COITRY Inside Limits
R > *
TOWN St. Louis TOWN St. Louis Yes [ No D
[ ;lg.épflﬂ‘&t‘lEoOF (If NOT in hospital, give location) Lnside Limits d. :ERD%EETSS {if cutside, give locatien} Reside on Farm
R
msnwtion o541 Wabada Ave, Yee D No[d 5841 Wabada Ave. |vaO mnD
3. (!rlAME OF DE)CEASED First Middle Last 4. DggE Month Day Year
ype or print
Susan . A, Collins peaTi May. 12, 1960
5. SEX 4. COLOR OR RACE 7. Married a Never Married [J |8, DATE OF BIRTH 9. AGE (last birthday} |iF UNDER 1 YEAR | IF UNDER 24-HR
Famale White Widawed [] Divorced O | 7-2C_1875 83 Moghifga Hours I Min.
10a, USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1). BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during rki i ven If retired) - !
Hﬁ'lfk‘@ WiTé Traland U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Leonard .. =3 Unknown John 7,
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
Yes, ki f -H dates of service
(Yes, no, Tr uri nown)l( ye3, give war or dates )] JOhn J. 001111'18 5841 '.Vabada

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c}.
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a} &ﬂﬁ‘d% -

INTERVAL BETWEEN
QNSET AND DEATH

ﬁi/cc4y<,,.éhzn/ B rearsl

Conditions, if any, DUE TO (b}
which gave rise to
above causa [a),
stating the under-
lying ceuse last, DUE TO (c)

L4

PART 11,
disease condition give

OTHER SIGNIFICANT ONPI‘:\IF'{I'II_OI!*:S) CONTRIBUTING TO DEATH but not related to the terminal
n a

PART M. I

decassed  was
there & pregnancy in last 90 days.

female  was

ID

Yes

gmol

O Unknown

PERFORMED?

19. WAS AUTOPSY m..accmsuy SUICIDE  HOMICIDE
0 a a
YES ] NO

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

njury in PART | or PARY 1) of item 18.)

20c. TIME OF Hour Month, Day, Year
{NJURY a.m.
p.m.

20d. INJURY QCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK (]

20e. PLACE OF INJURY (e.g., in or about home,
farm, factory, street, office bldg., etc.}

20f. CITY, TOWN, OR LOCATION

A ra

COUNTY

g

STATE

Pl

774 )/[ ‘55

21, ded the d d from

[

S:

00 P

Death occurred at.

nd last saw Wher live o
m on the date itated above, and io the best of my

L;%%éLge%ZQ_d_____
knowledge, from the causes stated.

{Degree or title)

22bh. ADDRESS

3721

up Lo

HC/TE SIG)

23c. NAME OF CEMETERY OR CREMATORY
Calvary Cemetery

St.

23d. LOCATION (City, to
Louis,

Mo

, or county)

£ (State)

Za. FUNERAL DIRECTOR ADDRESS
Chas. F. Staart 1225 Uniloy,

25. DATE RECD. BY LOCAL REG.

]

E A

i
{Licensed Embalmer's Statement on Reverse Side)

AW




¥
.

STATEMENT BY LICENSED EMBALMER

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

. - T

"or by e : : o ‘Student Embalmer No.

working under my personal supervision. % p
Student Signed_ (' — % ) f) fQ(/‘-H

Signature of Student Embalmer

. - Licensed Embalmer No. o
- "o .2 o RS -
P. O. Address, 43.4 ‘ Sl ey

e Note The above\MUST BE SIGNED BY THE LICENSED EMBALME&\n htSIOWN HANPWRITING (Faliure to co
with the above constifutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN hand\}vrmng
 If this body is not embalmed, fact should be so stated above.



