MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~ =63=017964

DEPARTMENT OF PUBL': HE:LTDH "A:: WELF o - Distics lma . N STATE FILE NUMBER
egistration Distri Q) mmmne rimary Registration Distri e strar's No. —__ _2 L.
AMENDED —5 1963 bl —&4’-

DO NOT WRITE I

ON-THIS STUB H

1. PLACE OF DEATH . 2, USUAL RESIDENCE (Where decessed lived. If inatitution: Residence before
a. COUNTY - - a. STATE b. COUNTY sdmission
Mo. . Ho. - )

V5 300
Rev. 4/59

b. CCIJLY {Lf outside corporate limits, give TOWNSHIP only} Length of stay in 1b €. CI'I’Y Inside Limits

TOWN St,. Louis. ~__{1yrslimo. C.,c_l;@?w“ St. Louis. Yol Ne

€. FULL NAME OF {If NOT in hospital, give location) Inside Limits . STREET (if cutside, give location) Reside on Farm

HOSPITAL.OR eﬁ] _ " ADDRESS
NSTTUTIONSt, Louis Chrénic Hosp, [YH WO - 4341 Westminster

. NAME OF DECEASED First Middle Last 4. DATE Month Day

(Type or print) R oF ]
Sarah Miedreich DEATH Apiril 20
. SEX 4. COLOR OR RACE 7. Married 19 Mever Married [ |8. DATE OF BIRTH | 9 AGE {lost birthday) [ iF UN:JER IDYEAR ::UND
. - ths ays ours
Female White Widowed [ Diverced [J Unk. iibt, 95 Mon L :
102. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

during mq life, even if retired) Ind. U. 3. A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF RUSBAND GR WIFE
Phillins Unknown
15, WAS DECEASED EVER IN U.5."ARMED FORCES? 18, SOCIAL SECURITY NO. | 17, INFORMANT Address
7 (Ye!, no, or unlmown)l (If yes, give war or datel m. muw muheu 2015 08&30

18. CAUSE OF DEATH (Enter only one cauzel,.. - - INTEIIVAI.. BETWEEN
PART |. DEATH WAS CAUSED BY: . NSET"AND DEATH

IMMEDIATE CAUSE {a)

[[ DATE AMENDED
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DOCUMENT

Conditicns, if.any,] - DUE TO (b)
which gave rise to

ba: . ? L R
:fafrneg ?c::‘:md(:l)'- . %R ﬂ 0 -
lying cavse last. . DUE TO () L.

i PARTII: QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relaled tg the |arm|nl| PART 1. If deceased wes female wa
disease condition given in PAR'I’ I (@) there a pregna in last 90 d

. ilj Yas No 0 Unknown

19. WAS AUTOPSY _| 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Emr nature of injury in PART | or PART 11 of item 16.)
*. PERFORMED g - o . ln]) '
YESTJ NO U S : x

i
20c. TIME OF | Houl Month, Day, Year
w (INJURY - am. o >
. p.m. - . .. i
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home,.| 20/ CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, streat, office bldg., etc.) : -

NOT WHILE AT WORK [ ‘ . .
E—25-53 L~-20-63 her L =20-63

and last saw pio allve on.

[72]
:
8]
2
[27]
<
w
-4
L
[a]
50
HD
o |E
o |5
|z
z
4
O
&
b—
4
[TT]
=
[a]
- |
3

MEDICAL CERTIFICATION

21. 1'artended the daceased frorn
Denlh occu-rrod at. . H 5 A. M. m on the dete stated above, and 1o the bast of my knowledge, from the -causes stated.

22a. S1 (Degree Aane) ] 22, ADDRESS 7 ) 22c. DATE S{
CR(EKATION 231: DATE 23c. NAME OF CEMETERY O cuemmoav 23d. Loc'A'_on (City, town, or county]

Q"' 22, ,:”’;g , "‘}?:E}sﬂ Aﬁw PR ’lﬁ%ﬁ-f (ad Soilh  N10.

USE BLACK INK

SHOULD'READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NG.
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STATEMENT BY LICENSED EMBALMER

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

g
-

« or by : Student Embalmer No.

working under my persona! supervision.

Student

Signature of Student Embalmer

/

Note: The above MUST BE SIGNED BY THE LICENSED EME:1*AER in his OWN HANDWRITING. (Failure to comply
" with the above constitutes grounds for revocation of h:ense)
o If, embalmed by @ STUDENT, he also shall sign in his OWN handwriting.
* ’If ? s bod’v is not embalmed, fact should be so stated above.
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