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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
8. COUNTY o. STATE M4 sgour] b COUNTY admission)
b. Cé'l;!\‘ {If cutside corporate Limits, give TOWNSHIP cnly) Length of staygin 1b c. COEEY Inside Limits
TOWN St. Louis 7 fhia- 1own St, Louis Yos [J No [
c. ;lg.épll\lrﬁl\sEogF {If NOT in hospital, give location} thside Limits d. ASI.;EEREETSS (If cutsice, give location) Reside on Farm
INSTITUTION Homer G. Phil lips Yes O No[J 1213 No. Spring Yes [1 No [
3. {_NI_AME OF .DE)CEASED First Middle Last 4, Dc.:x,':I'E Month Day Yoar
Ype or print
Ruth Bonner DEATH 10 29 62
5. ssxF m & CﬁLOR OR RACE 7. Married @ Never Married [ [8. DATE OF BIRTH | 9- AGE (last birthday} |IF UNhDER 1 YEAR | IF UNDER 24 HR
em, egro Widowed [ Divorced [ 3 Montha [ Days | Hours I Min.
9 M7, 1519 73
Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. {City and state or country}

10a. USUAL OC UPATION
during f of workin

g)l;;;e

if retired)

El?’HPLACE

éfm

12, WEKF WHT COUNTRY

132. FATHER'S NAME

135, MOTHER'S MAIDEN NAME

15, WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yes, no, or unknown) 'n(lf ves, give war or dates of service}

6. SOCIAL SECUR

AME OF H

USBAND OR WIFE

/W 3 s

7. INFORMANT

~JAddress

/Z/MM ARosrne~ [2)3 1

i

PART 1.

18. CAUSE OF DEATH (Enter only one cause per line for {a}, (b), and (c).
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Uremia

INTERVAL BETWEEN
ONSET AND DEATH

Undet.

Conditions, if any,
which gave rise to
shove cauze (al,
stating the under-

DUE TO (b)

Chronic Glomerulonephritis

DUE TO {¢) Congestive Fallure

572 y

lying c¢ause last,
z PART ). OFJHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART 11l If deceassd was female  waes
g disease condition given in PART | (a) there a pragnancy in last 90 days.
<
3 Nephrotic Syndrome & Pericarditis [ O Yes | O Mo | g3 Unknowo
= | T19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART I1 of item 18.}
[ PERFORMED' [m} a |
W] YES ] NO
o
& | T20c. TIME OF  Hour  Month, Day, Year
= INJURY 2.m.
w p.m.
=

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK []

20e. PLACE OF INJURY (e.g.,
farm, factory, straet, office bldg., erc.)

in or sbout home,

20f. CITY, TOWN, OR LOCATICON

COUNTY

STATE

21, Yattendedl the deceased from 10-28-52 to. 10-29-62 and last ““m live 010-29"62
Death cfcurred al —~ /3"55 Pl P' m on the date stated sbove, and 1o the best of my knowledge, from the causes stated.
. ]
RE - TUegree or e) 22b. ADDRESS 22¢. DATE SIGNED
j// % 2601 N. Wh ittier 10-31-62
ATION, | 23b. DAT, 23c. NAME OF CEMETERY OR CREMATORY 23d. (Cify, mwn, or county} (State)
ify) s 67 / M
WYL 1Y t2tie dDa / O
= ADDRESS 25 DATE RECO. BY LOCAL REG

24, :%ERAL"DIRECTOR

Al g 4214

a1

NQV

1 1969

MM 7 0.




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

, .
Student Signed %,Jt /%CW

Signature of Student Embalmer

Licensed Embalmer No .ﬂ ? é 2
P. Q. Address é/:’- ) "/ M//W‘/

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 embalmed by a STUDENT, he also shall sign in his OWN handwrmn'

If this body is not embalmed, fact should be so stated above.




