MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH RN vy .
CEPAR N P Al ELFAR ’ . Ay L oy 8L
T IS 318, s s 1003 s FOBE— e
_ Z. USUAL RESIDENCE (Whare decessed fived

1. PLACE OF DEATH A . If institution: Residence before
VS 200 ». COUNTY s state Missouri el county admission)
Rev. 4/59

b. C‘I)T‘Ir (If outside corporate limits, give TOWNSHIP anly) . Length of stay in 1b c. C(I)‘I';Y Inside, Limits
own  St, Louis B Years oan  Ste Louis Yo IF NoOJ

<. FULL NAME OF (If NOT in hawpital, give location Tnaide Limit . STREET 7 ;
HOSPITAL O ) {If cutside, give location) Reside on Farm

R _ ADDRESS
iNsTTuTioN  Deaconess Hospital Yo Xi No.T3 il s 6480 Rhedes &ve, Yes O Mo B
3. NAME OF DECEASED First ~ Middis E— 4. DAIE Month Day Year 7

(Type or print) : OF
Floy Ruth Basset ~ oean  May 9 1963
5. SEX 6. 'COLOR QR RACE 7. Married [] Never Married [] [8., DATE OF BIRTH | ¥ AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Female White Widowed ) Divorced ] | ] 2=]6=18973 69 _ Months l Days | Hours I Min.
T0a, USUAL OCCUPATION (Give kind of work dons | 106 KIND, GF BUSINESS OR INDUSTRY| 11, BIRTFFLACE [City and stefe or country] | 12, CITIZEN OF WHAT COUNTRY

H dnvsyord Blyworking life, even if ratired)’ At Home ' o-r - U.S.4.
- , ) én;msmi___l_
1

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME - 4. NAME OF HUSBAND OR WIFE
Rube Hollingshead : 1ee: Nora Dﬂlingham John F, Basset
15, WAS DECEASED EVER IN U.S. ARMED FORCES? . |16, SOCIAL SECURITY NO. 17. INFORMANT N Address

(YﬂNb ar unknown)l (If yes, give war or dates of Rubﬁniﬂ Young’ 6480 Rhodes AVB .

18. CAUSE OF DEATH [Enter only une cause pe INTERVAL B
PART I. DEATH. WAS CAUSED BY: Do ONaAND

IMMEDIATE CAUSE (s) __Cﬂgl): rc NS Vf' PtEne l{

Conditions, if '“w} 7 ouEio® Alr‘fg/ 0 S&/EI" T’ C H,_Alf Dl}fAS ; ‘{
which gave risé to | -~ 7

sbove caute {a), N 6 ENE ZAL ’ z po A&?’M 050/ Efo €° r '

stating the under.

lying cause last

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related fo the terminal PART LIl If decested was fomale was.
thare a pregnancy in last 90 days.

fﬂ/ﬂ{:\’{ag':;“mghgwl / 7o -S %Ké- 4‘,20 4] { O Yes | o No , O Unknown

19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE HOMICIDE 25, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18}
PERFORMED? ] a a . \
YES [J Nox] R '
20c. TIME OF Houl Month, Day, Year
INJURY am,
Pt
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about.home, [ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
ILE A : farm, factory; street, office bldg., eic.)

ATE AMENDED

DOCUMENT
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MEDICAL CERTIFICATION

NOT WH'ILE AT WERK O

: her GL3
21. | attended the deceased from_ nd last saweppepalive o“—%‘j‘—u’—
m on ﬂn ata stated abowe, and to ﬂ\e best of my knowledge, fr the causes stated

Death o at.

L, CREMATION, | 23b. DATE = F 1 23c. NAME OF' CEMETER‘!’ OR CREMATORY . 23d. LOCATION. [City, town, of county} (Stn!e)

Buiapf St May 11, 1963 | Bellefontaine Cemetery St, Louis, Missouri

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG.

MAY 10 1963

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF -

ITEM NO.




STATEMENT BY I.ICENSED EMBALMER

2

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

Student Embalmer No.

st o
working under my personal supervision. -

Signature of Student Embalmer

Note: The above MUST-BE SIGNED BY THE LICENSED EMBALMER' in his OWN HANDWRITING.
with the above constitutes grounds for revocation of license). -

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

If thls body is not embalmed, fac1 should be so stated above.




