MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-00
DEPARTMENT OF PUBLIC MEALTHM AND WELFARE - _ 8459 -
Registration Dianict No, ... ----—:3-1-8,-”""!"7 Reglistration District No. 1m3 Registrars No. _12_1._!)__ - 4% STATE'FILE NUMBER - -

DO NOT WRITE
ON THIS STUB

T

1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whers decesied lived. If imsfitution: Residence before
a. COUNTY 2 STATE g b. COUNTY 1 -edmisiion)
o 7 ~admisiion)

VS 300
Rev. 4/ 59

b. CITY. (If outside corporate limits, give TOWNSHIP gonly) Length aof stay in 1b c. CITY Tnside Limits

2% St. Louds : 40 Yre oWN  St. Louis Yes X No O

<. FULL NAME OF (If NQT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
ADDRESS -

HOSPITAL Ok
INsTiUTIoN. S, Luke's Hospital Yax MO 5830 Cates Ave Yes O No D
3. NAME OF DECEASED First Middle Last 4. DATE Month Day - Year
(Type of print) OF
VIRGINIA HARRIS CLEMENT DEATH — Pab. 16, 1
5. SEX ) 5. COLOR OR RACE 7. Married Never Married [] [B. DATE OF 8IRTH | % AGE {lest birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
- 4 Montha | D H X
Femald - White dowed oreced D | 2/6/1890 73 i Il el

10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BLISINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

dﬂti)"ﬂé""" gffveorking life, even if retired) H IB.MOII t . HiBS

13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Joseph Henry Kinkead Theresa Jane Harris Mr. Benjamin I, Clement

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. [77. INFORMANT Address

(Yes, nu.:r unkaown) ] (If yes, qi:e war or dates of serv] Mr. Ben;] | Clement 5890 Cates _AVQ (12)

18. CAUSE OF DEATH (Enter-only one cause per line| INTERVAL BETWEEN
PARYT |, DEATH WAS CAUSED 8Y: ONSET AND DEATH

IMMEDIATE CAUSE ‘.ﬁx& o sﬂ& civovistor (TN Q_;_q\',\\ Nye oS —

: N q
Conditions, If any, DUE TO lwﬁa&%@&n@&m =13~
AL M 1
hfing the under.. Poloe cocetord \{bscﬁia Fhowdmoal g, |~ 553

lylng ‘cavse last. DUE TO (<) i
- &@F@“\r 1T Y
PART Il. QTHER SIGNIFICANT CDNDITIONt )CO TRIBUTING TO DEATHW\H ot relsted to the terminel PART 111, If decessed waz femsle was

diseass condition given in PART ) {a . thare & pregnancy in last 9C days.
ugectensive atterioaderdkic Makdtacasge 3 3 A A {D Yes I & No [ O Unkoown
19. WAS AUTOPSY | 20a. ACCIDENT 5U|CDlDf. HOME!CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART ) or PART 1l of item 18.)
. O -

PERFORMED
YES [ NO -

S0cTIME OF  HouF . Month; 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 lSTAfE
T WHILE AT WORK [ farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK []

Lo her . !EE!:! LR\ VS \One3
1 ahended.r;le deceasad from. o244 & tw‘! last 13w pomalive o Lad \
Death occurred .qi\ OO0 AL m on the date stated sbove, and to the best of my knowledge, from the causes stated.
27c. DATE SIGNED

22, SIGNATU [Dpyres or title] - T ST . T G S \ S gRANT A e
WW\M e Sk louis N2 o W 2-\7-63

Tia. BURIAL, CREMATION, | 23b. DATE [ Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county} [State)

AL, TION, .
“Birial | 2/18/63 Osk H111 Cemetry St. Louls Yo

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 25. REGISFRAR'S JGNAT E‘

Alerander & Sans 6175 Delmar Blya | FEB 18 1963 Cond itk . (10

AMENDED

hd

L

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

it

o

DOCUMENT

1

MEDICAL CERTIFICATION

Ry

SHOULD READ

USE BLACK INK
~ OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




864 Hamilton
PA1-2354

STATEMENY BY LICENSED EMBALMER

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

or by Stodent Ernbal r No.

working under my personal supervision. \/ d E ’ {%’_—\
Student Signed W I

Signature of Student Embatmer
Licensed Embalmer No 50 5 J

If embalmed by a STUDENT, he also shall sign in hls OWN handwrltlng
If this body is nof embalmed fact should be so stafed above

o - - e . !.J




