JIRI DIVISION OF H

NDED

FILEDYS.

DOCUMENT

BY AFFIDAVIT OF

NOY

ation Dmrlcr

23,1960

D e

3_18nmarv Registration Distriet No. ___1-0.03_

UG R

-Registrar's No. _______1__0:;;_04 STATE FiL

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

if institution:

Residence before

a. COUNTY a. STATE Mi ss OulbiCOUNTY admlssion)
b. C“: (If ovtside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. COITRY Inside Limits
owe  St, Louis 1 day owv  St. Loiis Y O NeO
¢, FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET (If outside, give location} Reside on Farm
HOSPIT. A DREQS
INST ou Louks Children's YesO No [ 4 A Anderson Yer O Ne O
2 Q:AME OF DECEASED First Middle Last 4 Dékl':I'E Month Day Year
1 Webl AL
(Type or print) Christine Felicia Wilson - 10 21 00
5. SEX 4. COLOR OR RACE 7. Married [ Mever Married [JR|8. DATE OF BIRTH | 9- AGE (last birthday) |IF U':'hDER 1 YEAR | IF UNDER 24 HR
. ; Meon ] B Min,
Fedmle |Colored | &0  owwdD | 3.29-Gf  7wks. g

10a. USUAL OCCUPATION
durmijnn.Enf workmg Ilfa. even if rchred]

Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

nane

11. BIRTHPLACE (City and state or country}
St. Louis Missoun

12. CITIZEN OF W

i USA

¥HAT COUNTRY

13a. FATHER'S NAME

Wnward

Wilenn

Invee Wrigh

13b. MOTHER'S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE
Single

t5. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, ne, or unknown) | (If yes, give war or dates of service)

N-ne

16, SOCIAL SECURITY NO.

7. INFORMANT

Address

Ann Prvor 500 S. Kingshighwav

MEDICAL CERTIFICATION

18. CAUSE OF DEAFM-{Enter:
PART ).

Conditions, If any,
which gave riss to
above cause
stating the under-
lying cause

PART ().

anty-one:
DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

118

{ast.

DUE TO (b)

DUE TO (c)
OTHER SIGNIFICANT CONDITIONS CONTRIBUT,

-cause per line for [a), (b}, and {c).

_ Londiee arreat—

INTERVAL BETWEEN
QNSET AND DEATH

disease condition given in PART | (a)

57(-0

DEATH but not related to the terminal

PART IlI.

if  decessed was

female  wos

there 8 pregnancy in last 90 deays.

] O Yes , O No , O uUnknown

Death occurred ot.

s

3

19, WAS AUTOPSY 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? O O
YESKK NO O
20c. TIME OF  Hour  Month, Day, Yeer
INJURY a.m.
P
20d. INJURY OCCURRED 208 PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., efc.)
NOT WHILE AT WORK [J
. - - L
21. | attended the deceared frm 0 20 60 [!. H Aonn to. ‘l_O 21 ('0 and last uw,;.h;alivc on 1 0-21 - 0

m an the date stated above, and to the best of my knowledge, from the causes :!aud.{

22s. SIGNATURE

23a. BURIAL, CREMATION,
u

REMOVA% &

24, FUNERAL DIRECTOR

[ 4] o

22h. ADDRESS

St. Loui

Mt

R CR

Vi

EMATORY

Calv RY Gmeter y

hildrent

23d. LOCATION (City, town, or county)

8239 W. Floreant

Ho tal

ADDRESS

2

25. DATE RECD. BY !PCAL REG.

-

‘ £]

y 2 A




i
et ]

s 1

STATEMENT BY- LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed % {{M;M

Signature of Student Embalmer
Licensed Embalmer No._&iﬁﬁi
P.O. Address_w_ﬂl_g

e - .- .
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
- with the above constitutes grounds for revocation of license}., | -
“1If émbalmed by a STUDENT he also shatl"sign in his OWN ha-ndwratlng-'i"
If this body is not embalmed, fact should be so stargd above.

_\



