MISSOURI DIVISION OF HEAI.TH — STANDARD CERTIFICATE OF DEATH + B63-042448

/ 3 0 STATE FILE NUMBER
Registration Dumr.l No _____ f S Primary Registration Distriet No. e Regisirar's No, / e
T

DO NOT WRITE N paly
ON THIS STUB AMENDED b ) UU '-‘-’W

1. PLACE OF DEATH 2, USUAL RESIDENCE (Whera decessed lived. If institution:” Residence befare

a. COUNTY St Louis a. STATE MO. b. COUNTY St LOU.iS admission)
- L]
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

1own  Richmond Heights 5 hrs, wown  Richmond Heights Yes & No D

c. FULL NAME OF {If NQT in hospitel, give location) Inside Limits d. STREET {If curside, give location) Reside on Farm
HOSPITAL OR ADDRESS

instiurionS¢, Mary's Hospital Yes I{ No 7324 Ethel Ave. Yo LI Ne Bt

' Ynng
2 Hnpks
. ‘l_?AME OF PE)CEASED First Mi-ddle Last 4, D(;\F'I'E Manth Day Yeaur
ype or prin .
——/—— MAYME MC. KINNIS "HARP DEATH Octob

5. SEX 6. COLOR OR RACE 7. Mortied [1 Never Married [] |8. DATE OF BIRTH | ¥- AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

: Widowed H Divorced [} - Mﬂﬂfh!TD!Yl Hours I- Min.
Female White 6/2/189] 72 4 113
10a. USUAL OCCUPATION [Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and siafe or country) { 12. CITIZEN OF WHAT COUNTRY
dyring most of waorking life, aven if retired) . .
ousewife At Home Missouri U.S5.A.
13a. FATHER'S NAME 13b. MOTHER'S EN NAME 14. NAME OF HUSBAND OR WIFE

John Helm Artimefa Hat_-ciiggﬁm Charles Tharp
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | I7. IN NT Address
{Yes, no, or unknown]l (\f yes, give war or dares of

VS 300
Rev. 4/5%9

DATE AMENDED

Dorothy Beardsworth see 2d
18. CAUSE OF DEATH (Enrer only one cause per ine vor (o, (o), arg u-r- INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: MP ObeT D DEATH
IMMEDIATE CAUSE (a)
\

Conditions, if any,]  DUE TO {b) j (ﬂ ‘Qf/)’f
which geve rise fo i
o B Sedar Mrﬂ? M )E

stating the under- - ’(@.W
lying cause last. DUE TO {¢) 1

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ill. If deceased was female was
diseasa condition given in PART | {a} there 8 pragnancy in last 90 days.

]D Tes ] KNo | {0 Unknawn

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE Z0b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART [1 of item 18.)
PEREQRMED? m} (w] a
YES NC 3

20c. TIME OF  Houl  Month, Day, Yaer |
INJURY a.m.
p-m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, street, office bildg., erc.)
NOT WHILE AT WORK []

I,
21. | smended the deceased from m (q Lf—q ra_o_c_t._ls.,_l_g_b.l_and last saw Bz.lalive on. I& _ /6-—’ (/ 6

Death occurred at 6 00 - P.m on the date stated sbove, and to the best of my knowledge, from the causes stated.

a. SIGNATURE {Degrea or litla) ZmAeaU.Ecal w est Bld .
M ). Clavion & Brentwgod- Clavton 10//7 /63

URIAL, CREMATION, . v‘} 23c. NAME OF CEMETERY OR CREMATORY v 23d. LOCATION (City, town, of counly) (State)
REMOVAL [Specify) | .
R emnval Oct, 18, 1963| Oak Ridge Cemtery Ca

24. FUUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. . REGISIRAR'S SIGNATURE
Ambruster Mortuary 6633 Clayton Road| /O0-/7-4£3

{Litented Embalmer's Statement an Revarse Side)

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

MEDICAL CERTIFICATION

22¢. DATE SIGNED

USE BLACK INK

TYPEWRITER RIBEON
SHOULD READ

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,

~orby __ Student E
working under my personal supervision. f /

Student

-

Signature of Student Embalmer i y\ .
icensed Embalmer No. 44 f.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
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.




