" MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =03 ;
. 053 ‘ we H63 033395 *

DEPARTMENT OF PUBLIC HEALTH AND WELFA
Registration District No. ;18 Primary Reglstration District NG . . . STATE FILE NUMBER
DO NOT WRITE AMENDED 9 - rimary Registration District No. —__—______Regitrar’s No

oN This $Tus —FEILEDI SRR 5 963 »
1.” PLACE GF DEAT b 2. USUAL RESIDENCE (Where decessed lived. If instilution: Residence befors

VS 300 8. COUNTY a. STATE " b. COUNTY S t.IOUiB admissian)

Rev. 4/59 b. CITY (If outide corporate limits, give TOWNSHIP only) Length of stay in 1b €. CIY Inside Limirg

R
Town St.Louis~ Life TOWN _University City Yo g N D
c. FULL NAME OF (If NOT in‘hospital, give Jocati : Insid, its: . i i g
o { pil giv ation) nside Limits d :I;%iEETSS {If cutrside, giva location) Reside on'Farm

INSTITUTION Barnes Hospital Yes'm No[J 748 Trinity Yes OO Ne |

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

{Type or print) OF
Ruth Napier Avis DEATH  TJuly 28,1963

5. 5EX &, COLOR OR RACE 7. Married Never Married [] (8. DATE OF BIRTH 9. AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Widowed Divarced [J Months Days Hours Min.

Female White 5/6/1909 | 54
10a. SUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS OR INRUSTRY{ 13, BIRTHPLACE (City and stete or country) | 12, CITIZEN OF WHAT COUNTRY
during most_of working life, aven if ratired)

House Wife Own Home St.louia Missouri U.3.A.

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

Robert C.Napier,Sr Rose Brockmeier Sanford B.Avis

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16 SOCIAL SECURITY NO. | 17. INFORMANT Address

(Ye,"nﬁoor unknuwn)L(!f yes, wsﬁug or dates of serv Mp Sa_nford B.Avis 748 Trini ty‘ Ave

18. CAUSE OF DEATH (Enter only one cause per [ine Tor [af, (D], anqg . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED 8Y: \ ONSET AND DEATH

IMMEDIATE CAUSE ()

Conditions, if any, DUE TO (f ¥ o [ . A5\ .)—L \QRlz )
which gave rise to . R
above Zause (8),

stating the under- .
lying cause last. DUE TO (<) [ !
PART II. OTHER' SIGNIFICANT CONDITIONS) CONTRIBUT! TO DEATH but not related to the terminal PART 1Il. If deceased was female was

disease condition given in PART | {a there a pregoancy in last 90 days.

?74‘02-1 IDYnlDNoIQ;Qﬁt‘nbwn

19. WAS AUTOPSY | 20a. ACC[I_EI)ENT SU?E HOMD|CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | ar PART Il of item 18.)
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DOCUMENT

20c. T}ME "OF Month, Dey, Year
mjun‘r'} .m. -l —l"‘j

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.9.,.in:or about home, | 20f. CITY, TQWN, OR :QCATION N COQUNTY STATE

WHILE AT WORK [] . farm_ factary, sireet, office bidg., etc.} .
NOT WHILE AT WORK : A\ o . \.mnﬁ)hlfi L x
‘ and ladt saw a;{‘allve on_
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MEDICAL CERTIFICATION

.1 aﬁendet_l the deceased from = -, to. -
Death occurred st ‘ '&‘\ L‘Iq‘}- p m on tha date stated above, and to the best of my A:nowledge, from the causes stated.

p

Py .{Degree or ‘tit-:@. ‘:.'E ﬁ 22b. ADDRE; ; W
1 - / d . .
23b. DATE , [ 2. NANE OF CEMETE;!Y; OR CREMATORY 23d. LOCATION (City, fown, or county}
Valhall omatory 17 -Co, !

24, FUNERAL DIRECT! ) ADDRESS 25. DATE RECD. BY LOCAL REG.

Alexander & Sons 6175 Delmar Blvd JUL 30 1963

[Licansed Embalmer's Statement on Reverse Side}

USE BLACK INK

TYPEWRITER RIBRON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




.(}'s';;-u'u-‘.

LU T S

AT VAN

STAI'EMENT‘ BY I.ICENSED- EMBALMER

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

or by : i Student Embalmer No.

working under my personal supervision.

Student,

Signature of Student Embalmer

Llcensed Embalmer No.

P. O. Address : "‘i
Sze £

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ln his OWN HANDWRIT!
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN-handwriting.-

If this body is not embalmed, fact should be so stated above.




