MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ;63—004423
SPARTMENT OF PUBLIC HEALTI AND wEL F.A; j rimary Registration District No_fﬁ_é —Registrar's No, Zé- S STATE FILE NUMBER

%% "‘g}‘m‘: NDED Registration District No. __

2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. STATE Mo b. COUNTY St.Louis admission)
.

b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CITY Inside Limirs
R

TOWN Hormandy 15. Years TowN Normandy Yol No [

& FULL NAME OF (¥ NOT in hosphtal, give locetion) Inside Limits d. STREET (If cutside, give location) Reaide on Farm
OR - ADDRESS

HOSPITAL
iNSTITUTION 4515 Pariaisle Drive | Y=E NeDD 4515 Pariolale Drive Ye: O NFD
3. NAME OF DECEASED Firgr Middle 4. DATE Month Day Yeasr

T or print F
s orprind Bora Callie Cummins pEATH Jammary 25,1963

5. SEX 4. COLOR OR RACE | 7. Married Never Married [J §8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Female ¥hite Widowed Divarced [J . €0 Mamhsl Days I Hours I Min.

10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 13. BIRTHPLACE (City and state or country) | 12, CITIZEN QF WHAT COUNTRY

rga;gﬂ qﬁrkmg life, avan if retired) Oﬂn Hme Ho ton, U.S.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE
Lucy Eligabeth Todd | George Buryl Cumming
16. SOCIAL SECURITY NO.

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address

V5 300
Rev. 4/59

lya3s
2%03/7,

DATE AMENDED

(Yo, H,our unl:nown)l i yes,ﬂiaeh;ar or dates of terv ) G-eorga B : 4515 l ! ] ° Dﬂw

18. CAUSE DFPDEA'IH (Enter only one cayse per |ine .| INTERVAL BETWEEN

ART 1. DEATH WAS CAUSED BY: g = @ a—éo’h/ ‘| ONSET AND DEATH
IMMEDIATE CAUSE () C,dﬂ/w\"’)”ﬂf % D et <

/

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rite to

‘above cause (a),

.stating the under- ,

lying cavie last. DUE TO {c)

PART 11. OTHER SIGNIFICANT CONDIT]ONS CONTRlBUTING TO DEATH. but not relsted to the terminal PART 1Il, If decessed was famale was.
dluaae condition given in PART | {a)’ there a pregnancy fn lsst 90 days. .

v [D Yo Mo/l O Unknown

19, WAS AUTOPSY )Gi. ACCBENT SUICDIDE HC}MDICIDE 20b. DESCRIBE HOW INJURY QOCCURRED, (Enter nature of}I'n!ury in PART | or FART 11 of ltem 18.)

PERFORMED?
YES O NO

20c. TIME OF  Hou Manth, Day, Year |
INJURY a.m.
p.m,

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in'or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm,- factory, street, office bidg., et.)
NOT WHILE AT WORK O

J i
=
21. | attended the deceased frn;n{ _uﬂ"" S /? Ga to. A "'é A and taat uw.rl:'::rnllve on_JL'~ 7"17’ &3

Ceath ocqurred ot 7 i — ¥+ on the date stated sbove, and to the best of my knowledge, from the causes steted.
22c. DATE SIGN

223. SIGNATURE . {Dagree or title) DDRESS
BB 5 ey boned Y

238. BURIAL, CREMATION, X X MATORY 23d. LDCATIUN (City, town, or counry! . [State)
REMOVAL (Specify) V
ry

P]
24. FUNERAL DIRECTO ADDRESS 25. DATE RECD. BY LOCAL REG. REGISTRAR'S SIGNATURE
Alexander & Sons 6175 Delmar Blwd _ /‘)’J“'é Znb. M

(L d Embalmer’s § it on R Side} U

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBOCN

BY AFFIDAVIT OF

ITEM NO.
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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 vnder my personal supervision. <D ju_\
| s P00 £ A

Student.
Signature of Student Embalimer .
| 503]

Licensed Embalmer No.

P. O. Address {0‘ 7 5%0/'/%
. - .
Note: The above MUST 8E SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (I?MM:IVM

with the above constitutes .grounds for revocation of license). : e
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this bady is not embalmed fact should be so steted above.
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