DEPARTMENT OF PUBLIC HMEALTH AND WEL
Registgme i ——Primary Roegistration Distri Regi Ne, .5?_2 " STATE FILE NUMBER
DO NOT WRITE : IN"T 9 aom Beglttrar’s No: — -
ON THIS §TUB AMENDED -
1. PLACE OF DEATH 2. us}lAl RESIDENCE !Whare deceased lived. If institutlon: Residence before
w. COUNTY. - 2. STATE Mo. b. COUNTY o admission)

b.. CITY {If outside corporate limits, giva TOWNSHIP only) Length of stay in b ¢ CITY

MISSOURI DIVISION OF HEALTH — STANDARD CERTIE 1&5 OF DEATH

V$.300
Rev. 4/59

Inside Limits

owN gt Louls Town S8t. Louis Yes [1 No [

c. FULL NAME OF (if NOT in hospital, give location Inside Limits d. ST £ i i i
Al o { pital, ) imi AD%%EETSS {If cutside, give location) Reudqa on Farm

INSTITUTION Titheran HOSp,. - |YmO NeD 4803 Minnesota Yo'l No O

3. NAME OF DECEASED First Middle Last 4. DATE Month Day
[Type or print)

- BATE AMENDED

Lny

- Year

OF R
ERNEQT GREEN veat  May 29 1863
5. SEX 6. COLOR OR RACE 7. MarrichBLY. Never Married [] |8. DATE OF BIRTH | 9- AGE (jast birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR

Male White widwed @ OwredO |10/16/13| 49 Mortha | Dows [ ours | in

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

durlag]rsnosb?f workmg life, even if retired) ]BYBI‘B Tra_nsport 00 . Mis sour.‘], USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND GR WIFE

c %mm Paullne Green

15. WAS DECEASED EVER IN U.5. ARMED FORCES2 Y NO. Address

{Yes, no, or unknown)| (If ves, give war or dates ¢
auline Green 4803 Minnesota
USE OF DEATH (Enter cnly one cause.per lina for {a], {b), and {c). INTERVAL BETWEEN

PART-|. DEATH WAS CAUSED BY: \ ONSET AND DEATH
IMMEDIATE CAUSE (a) _Mm&— ) QAL

Conditions, if any, DUE TO {b)
which gave rise to

above cause ‘(a),:

stating the under- ) x

tlying “cause last. OUE 1O (c)

PART 11: OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART 1. If deceassd was female was
disease-condition given in PART | {a} thera a pregnancy (n last 90 days.

I_D Yes | O No ‘ 3 Unknown

19, WAS AUTOPS 20a. ACCIDENT  SUICIDE HOMDICIDE T0b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART ) or PART () of item 18.)

: PERFO ﬂ o a | . ’

m

i)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

[=]

DOCUMENT

RMED
YESJ NO

o TIME OF Wl Month, Day, Year |
INJURY a.m.
P.m.
RED 70c. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
20d. w’:"ﬂ?‘“?c‘ggik [m] farm, factory, atrest, office bldg., atc.] !
NOT WHILE AT WORK O

MEDiCAL CERTIFICATION

her .
21.. | atténded .the deceased from 3 = 1 to. and [ssr saw pi,, alive on

Durh occurred  at. Iw_A__‘_m on the date stated sbove, and to the b!si of my knowledge, fram the causes nned
w oy )Q;Lm et | Bed - Clat 5’;2;//

I3a. BUMAL CREMAEO? 23b. DATE 23c. NAME. OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) Astare) 7

USE BLACK INK .

SHOULD READ

TYPEWRITER RIBBON

REM OVAL

6/2/63 Maynard Cemetery Diehlstadt ’

24. UNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG.

rutis Funeral Home, Inc., 2908 Gravg

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,
e - T —— . —_—

Student Embalmer No.____

or by

working under my personal supervision. - MAI)D
T i
Student Signeds, %M

Signature of Student Embalmer
Llcensed Embalmer No47 7 Z_.
e
Yyt

P. O. Address N e gl o
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply

-with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handiriting.
If this body is not embalmed; fact should be so stated above.




