I DIVISION OF HEALTH —
FI'ED ¥ DEC 1 4 1980

DOCUMENT

BY AFFIDAVIT OF

318,

RD

1003 e 41759

DEATH

-60-043513

STATE FILE NUMSBER

Ragistration District No. ________________._.__Primary Registrattin District No.
. PLACE OF DEATH - 2. USUAL RESIDENCE (Where decsased lived, If institution: Residence before
a. COUNTY a. SnTn._A‘])E b. COUNTY admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in ib c. CITY . Inside Limits
TOWN TSSVN St. Louis ] Yes [ No O
St. lo Missonri
¢. FULL NAME OF (If NOT in haspital, give location) Inside Limits d. STR (Hf cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS 3)930 Fairfax
INSTITUTION St. I . 5 n Yes [ No [] Yes 0 No
a. (!}IAME OF DEJCEASED First Middle Last 4. Dé\l':l'E Month Day Yeor
Y of pring
Ernest x Diggs: DEATH 12
5 S ?ydon RACE 7. Married'®] Never Married [ [8. DATE OF BIRTH | - AGE (last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
ﬁal e Né% Widowsd [J Divorced [ £ Months | Days Hours Min.
IO fj[h" yanh '
10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. IRTHALACE (Clty and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
A LA W.SA.
13a. FATHER'S NAME FMOTRER'S MAIDEN NAME v 14, ﬂwg Oilj!:ISBAhB OR WIFE
Austin Diggs Martha Scott obella Digs
15. WAS DECEASED EVER IN LL.5. ARMED FORCES? t4. SOCIAL SECURITY NO. 17. I.NFORMANT Address
{Yes, no, or unknown} [{If vas, give war or dstes of service) 7 2‘&’ 9703 Wlfe 3 922 Falrfax

MEDICAL CERTIFICATION

no
18. CAUSE OF DEA'I'H [Enter only one causs per line forl{;)j(ﬂ 1H Dr-'..L) O .l.

PART I. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a) _&m"g

INTERVAL BETWEEN
ONSET AND DEATH

/ #o

»

Conditions, if sny, DUE TO (b}
wbP;ich gave rise(t)o —
asbove causs (a), 8
stating the under- 4 %
lying cause last. DUE TO (¢} S-X
PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I, If deceased was fernale was
divease condition given in PART | (o) there a pregnuyy in last 90 days.
I O Yes l Mn [0 Unknown
19. WAS JUTOPSY 20a. ACCIDENT  SUICIDE  HROMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART () of itemn 18.)
PERFPRMED? a a [m]
YES NO [
20c. TIME OF Hour Manth, Day, Year
INJURY am.
p.m. .
20d. INJURY OQCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK ]
NOT WHILE AT WORK [J

farm, factory, street, office bidg., efc.)

10=22.50

21. | attended the deceased

iﬁ":;z

Death occurred at.

to___ﬁ.-_ltéL__and last saw ::; alive on_lZ-h-.&_

E_m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE

234. BURIAL, CREMATION

24, FUMERAL DIRECTOR

Katherine Williama: p.Home:c I9I4 N. Sai

REMOVAL (Specify)

ADDRESS

| 22b. ADDRESS

1515 Lafayette Ave.

22c. DATE SIGNED

12-)4-60

rv
25. DATE RECD! BY LOCAL REG.

han DEC 7 1960

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

St.oni

{Srate}

26. REGI




o
1
'

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

LY

Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure t
with the abové ‘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. -




