MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63—00‘3920

DEPARTMENT OF PUBLIC HNEALTH AND WEL FARE
! Registration District No. ? 181

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED

2. UsUAL IESIDENCE [Where decessed lived. If institution: Residence before

a: COUNTY a."STATE ;.7 b. COUNTY ﬂ ok ;..  cdmission)

b. Col':( {If. outside corporate limits, give TOWNSHIP:only) Langth of stay in 1b T e Ci'I’Y / Inside Limits

- OWN ST, LOUIS, MISSOURI 22 a):q_; o Z. Lpas's Yes [RCNo OO

c. FULL NAME OF (i T i ital, 7 InsideLimits d. STREET [1f- cutside, . give location) Reside on Farm
HOSPITAL OR! Hugiﬂ[ Al * on Far
INSTITUTION E&mg T ; ADDRESS L0 7 T / :

Yes[J No[J Yes [ No i}

. NAME OF DECEASED First Middle - Last. 4. DATE Mo Day Year

[Type or print) OF
Fannie NMIN Ficholson DEATH 1 6 63
5. SEX . 6. COLOR OR RACE 7. Mawied B Mover Marsied [] 8. DATE OF BIRTH | 9. AGE {last birthday] | IF UNDER 1 YEAR | IF UNDER 24 HR
- P Widowed ' - Dive " 3 Months | Daya Hao Min.
Eﬂé A/L{fd idowed ] ivorced 1 3 -/_#W SF Vi l 2y urs | \
10a. USUAL OCCUPATION (Give kind' of work dene | 10b. K ? OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City wm or.country) |12 CITIZEN OF WHAT COUNTRY
o (]

during mogt gF working Iifn,:;an etired) sl fc.ﬂo JI F&l’ Le JA

13a. FATHER'S NAME 13b. MOTHER' MAIDEN NAME 14. NAME OF HUSBAND OR-YMIE

R P PV eiad G /;///m VAY/

15. WAS DECEASED EVER (N U.S, ARMED FORCES? 14, SOCIAL SECURITY. NQ.

?mm Add '
Yes, no, Wﬁnown) i (i yes, gj}w-r or dates of sery 55 Z ﬁ ; I'O:.? orr /,;:J’

18. CAUSE OF DEATH (Enter only one uuu per ling INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ’ - QNSET ANO’DEATH

IMMEDIATE CAUSE [a) ANURIA SECONDARY TO INVOLYH\{ENT OF KIDNEY 10 da.

V5 300
Rev. 4/59

DATE AMENDED
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DOCUMENT

Condmonl, if any; DUE-TO (h] SYSTEMIC SCI“ERODEH&A . Years

\:;Iolch gave nn";: -

ve Coutd |(a

stating -ths undér- : 7 /.
lying cavse lest. DUE TO (] /d 0
PART 11, OQTHER SIGNIFICANT CONDITIONS' CONTRIBUTING TO DEATH but not. reimd to the term:nul LPART [Il. If deceased was female was
diseass condition given'in PART | {e) ere a pregnancy in. last 90 days,
o ‘ EEES No | DO Unknown
9. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE -HOMEIICIDE Z0b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury. in PARTI or PART Il of item 18.)
' a a

PERFORMED?
YES [J NOEI

20c; TIME OF Hour Month, Day, Year
INJURY®  am:
p.m ) .
20d. INJURY OCCURRED 90a. PLACE OF INJURY (e.g., in or ebout homa, | 204, CITY, TOWN, OR, LOCATION COUNTY
WHILE AT WORK~ farm, factory, street, office bidg., #ic.) . .
NOT WHILE AT WORK [] / . -

21. 1 attended the deceased fa‘ci!'!/:l-2 /-l h'/62 - :tu“]_ﬁs.xégénd i-si"uw :?'; slive on '1_/6 /6'4

Dmh occurred Bt . m on the dete stated sbove, and to the beu of my knnwlgdg., frem the causes stated.

- [Dogree, o tjile) . 2%b. : 22c. DATE SIGNED
S ﬂ%_ - M.D. BR‘RNES HOSPITAL, 1/6/63

sg;ngA(L:RE;MTf; 1 N, | 23b. DATE 4 P jz:lc NAME OF CEMETERY-QR CREMATORY ,‘/, m t? |Gity, town, or cou CStm)
TG |77 b | S Coarllon o o o
24, FUNERAL DI ) 7Z DRESS' ] _W 25. jﬂ i‘aecn BY LcéC'éLa REG.. X 5
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MEDICAL CERTIFICATION

USE BLACK INK
OR.
TYPEWRITER RIBBON.

SHOULD READ

BY AFFIDAVIT OF

ITEM:NO.




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 : - i Student Embalmer No.

working under my personal supervision.

Signature of Student Embalmer ot , A i—_ -
o Licensed Embalmer No. _:;‘/
G -
— gé 1
P. ©. Address ///Z /J: Z“y

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revogation of license). -

If embalmed by:-a STUDENT, he also shall sign in his OWN. handwrmng

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

Student




