MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

OEFPARTMENT OF PUBLIC HEALTH AND H’EI.FA

Registration District No. __--_-__--.1__8___ :

11384

Registrar’s No. e mmmmme— e

-62-043900

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceasad lived. | im!i!;utiunf Residence befare
VS 300 a 8. COUNTY o state MiSSOUrl . county St. ‘admission)
o
Rev. 4/59 = b. CITY (If outside corporate limits, give TOWNSHIP only) Lengih of stay in Ib c. CITY Inside Limits
= o t. Louis HoA or . Florissant
S TOWN . TOWN orl Yes (1 No [1
1 :i € tt%;?rl“erATEQORF (1f NOT in hospital, give locatien) Inside Limits d. F?I?EEREET {If cutside, give location} Reside on Farm
%/ 3. ? = INSTITUTION De Paul Hospital Yeos K No [J #60 Falcon Dr. Yes [T No O
- [
3 3. NAME OF PECEASED Firsy Middle Last 4. DéﬂgE Month Yaar
(Type or print) FLORENCE MAY ANDERSON peai  November 26 1964
4 5. SEX 6. COLOR OR RACE 7. Marrind (3% Mever Married [] |8. DATE OF BIRTH | 9 AGE (last birthday] | IF UNDER ) YEAR | IF UNDER 24 HR
. ; Female ite Widowed O] Divorced [ - 893 69 Months | Days Hours | Min.
10a. USU‘AL OCCUPATION (Glve kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY é.wBl PLACE %IW 1111 tate of country) 'Iea OF WHAT COUNTRY
6 w during t of working life, even if retired) Tio .
2 ousewife Canada Alien #595183
7 .)_- 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3 Herbert Bogart /1 ry Martha Jane Creaser Roy
8 / v 15. WAS DECEASED E R IN U, wRMED FORCES? e ) 17. INFORMANT Address
< (Ye:Ng, or unkngwnyflF yey. ofive war or dates of servic Mrs. Ruth Ehrbﬂ, .260 Falc% Dr.
9 w % & orissant .
—— g = . BEATH {Entdg only ane cause per ling rorurr oy oo tor i INTERVAL BETWEEN
10 E { RT 1. A WAS CAUSED BY: R COINSET AND DEATH
o 6 g ‘ ) Y \f IMMEDIATE CAUSE (o} ___ 3 A\ qowuﬁu._. é/\‘\-ﬂbwu cw.::l Ql_uf
. - 4
n BB B[O \ oW TIF /
12 o | o Conditions, if any,]  DUE TO (6) (vaJc.. l by [rlapass
(/:2 - w t'_) N wl;hich gave rin‘t;: ,_2
212 shors e ) d SR 5N
13 = [\ I‘yi.nlg ¥ cause last, DUE TO (c)
g z PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Itl. {f deceased was female was
g disease condition given in PART | (a) thers a pregnancy in last 90 days.
/ § § l O Yes | Wl O Unknown
g E 19. WAS AUTOPSY 20a. ACCBENT SUI%DE HOMEIC1DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
PERFORMED?
2 g YESQONOC O :
e} &‘
20c. TIME OF Hour Manth, Day, Year
Z |2 - INJURY  am.
b g g p-Im.
Z a 20d. INJURY QCCURRED e, PLACE OF INJURY {o.4., in or about home, | 20F. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK O farm, factory, street, office bidg., etc.)
5 NCT WHILE AT WORK ] R
- 3 o -
S o 'U_-l é 21. 1 attended the deceased from. & -1 -ia L- to. i{ - 2 '5"6 L- and last Saw‘ﬁezzlive on JO -1 -6 )
@ ; o Death occurred at. 3 A Wt I m on the date stated sbove, and to the best of my knowledge, from the causes stated.
i = .
g E 8 '5 2. SIGNATYRE {Degrea or title 22b, ADDRESS /{_22:. DATE SIGNED
T ! . - -
g I S ().& ). Lcue,u Ry loro A~ LAFA Lo 2746
2 | s BURIAL, CREMATION, | 23b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOLATION (City Kown, or county) {State}
y [} EMOVAL (Specify) .
g T emova 11-27-1962 Roseland Park Roya
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY l._OCAL REG. ”
w > . N . .
& %} The Florissant Mortuary, Florissant, Mo.| NQV 27 1962 -2 ~




STATEMENT. BY LICENSED EMBALMER

| hereby cerfify 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. \ZAT
Student Signed / /)& @4’—"’9"—/

Signature of Student Embalmer
Licensed Embalmer No 5" ¢ & &

P.0. Address [ e, 55 pn/7,, Jlts

MNoie: 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 handwriting.

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




