ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :61:’.011838
Er!rhn:r:_mmm No, _______________/ 7_Pmmry Registration District No, __----.‘_éz?emmar ‘s No. __?.Z-_g._ STATE FILE NUMBER

[y ) Hl"hg I AWK T.Y.Y)
-1. .PLACE OF DEATH -~ v IUO“ 2. USUAL RESIDENCE {Where deceased lived. |f institution: Residence before

a. COUNTY St, Louis s STATE Mo, b. cljqur }. V. v I' 5 admission)
b. Cg’?’ {If ourside corporata limirs, give TOWNSHIP only) Length of stay in 1b €. Colll'tY * Inside Limits
TOWN Normandy 7 Days Town  Overland Yer i No

c. FULL NAME OF {If NOT in hospital, give location) Inside Limis d. STREET {If cutside, give location) Reside on Form
HOSPITAL O ADDRESS

INSTTUTION Normandy Osteopathic Yer G No O 10593 Clarendon Yo OO Ne B
3. NAME OF DECEASED First Middle Last 4, DOA';I'E Month Day Yaor

(Type or print)
Baby Boy Anderson | OfAM March 29, 1961
5. SEX 6. COLOR OR RACE 7. Married [T Never Married [} [8. DATE OF BIRTH | 9. AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
] . Widowed (] iyorced [ Months Days HourlT Min.
Mals White chifd 3=22=19611 NB A
102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
] during most of working life, even if retired)

— — Normdndy, Missouri USA

: 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
]
]
» Gene Anderson |  Maddline Beatrice Porter
1 15. WAS DECEASED EVER [N U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addreas

{Yes, nmf unkrown) l(lf yes, givj;’varpor dates of service) N ne Hedical Record .

18, CAUSE OF DEATH [Enter énly one cause per line for {a), (b}, and tc).
PART I. DEATH WAS CAUSED

IMMEDIATE CAUSE (a)

AMENDED J

DATE AMENDED

INTERVAL BETWEEN

QONSET AN: DEATH
Bj_y__(’

ak‘!'o

DOCUMENT

Conditions, if any, DUE TO (k) (-
which gave rise to
above cause (a}
stating the under-

lyin; cause Iu!: DUE TO (<) Q/e ry? d_"a. e 4‘1 ? da‘f‘{

PART 11, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nofl relsted to the terminal PART 1. I decessed was fomale was
dissase condition given in PART | {a) there a pregnancy in last 90 days.

%MI”M%“J HeWﬂW‘ldﬂ'p [ IDYnIDNﬂlDUnknOWn

T 20a. ACCIDENT SUIEI]DE HOM[:!]CIDE 206, DESCRISE HOW INJURY OCCURRED. (Enfer nature of injury in PART | or PART I of item 18.)
. a .

INSTEAD OF

19, WAS AUTOPSY
 PERFORMED
. YESQ NO
20c. TIME OF  Hour.  Month, Day, Year o
INJURY a.m. L i S . ) .
* ) = p M. ) ' ‘! \ " - ' ".‘ L) " v b -‘O " \ -
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 204. CITY, TOWN, OR  LOCATION . COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., ate.) .
. .. NOT WHILE AT WORK [] :

. i n 3-2 2-61 to. 3-29-61 and lost saw :,',:; slive on 3-29-61

21. | artendsd the deceased from
A . . Death occurred at. ll: 35 PG m on the date stated sbove, and to the best of my knowledye, from the causes stated.

MEDICAL CERTIFICATION

#

22, DATE SIGNED

A ondlnd0| 9552 [ ppetlon DI 2204

23¢. NAME OF CEMETERY OR 23d. LOC TION (City, town, or county) {Stnte)

ST 774t SEhAWIS TN,
ADDRESS J‘t‘f: y % BY LOCAL REG.

B Jb 7} 3/30’ 6/ Wu’s sncaAwRE =7, 47”,

/ {Licensed Embalmaer's Statement on Reverse Side) U

SHOULD READ _

'.

/

BY AFFIDAVIT OF

ITEM NO.




oo = R

"STATEMENT. BY LICENSED EMBALMER

P LI

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

or by

workln under my ?WW
Student

Ha:{e of Studem Embatmer. —

_.‘ - - - Licensed Embalmer NM'
) ) P. O. Address ,‘-)f M

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

w:th the above consmutes grounds for revocahon of tlcense) . . - . R
R Y £ embalmeg by a2.STUDENT, he.also shall sngn in his OWN handwrmng N wia L
1 this body"is not embalmed, fact should be so stated above. N -
4 w3 T - e et et
: : - : N AL W N

A
. ' \ -
-



