laalth,
Welfare
'ublic

Searvice

isted. All

Coroner cannot certify to ¢ desth dus to naturel causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | n:luﬂ be casvally related.

FILED JUL 26 1957

Registration Distriet No. ...

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

G 2 S | 003

26959 .

ATE FILE NUMEEH

% b

1. PLACE OF DEATH
o. COUNTY

2. USUAL RESIDENCE (Where deceased lived, IF institution: Residence before
\/ admission)

a. STATE MO b. COUNTY
-

b. CITY (If outside corparcte limits, give TOWNSHIP only)

3t. Louils

OR
TOWN

Inside Limits
Yesl NoD

c. CéLY inside Limits
TOWN Sto Louis YesD NoO

FULL NAME OF (JF KO T inbospital, givelocotion)

Length of stay in 1b

{If outside, give location) Reside on Farm

[
HOSPITAL O ¢reeT

/lﬁ INstiTUTion. Mo Baptlst Hospital -./ Aooress 11662 Tower Grove Bl¥eso Neo
3. NmAME oF First Middls Lagt 4. DATE Month Dayp Year

DECEASID o

(T¥pe or pring EMMA L. SHEETS DEATH Ju ly 10 1957
N e oy s B ¢ :::f""gﬁzza' ] o A

Female White wmowsoCI ovoreen [ Sep. 9, 1890 ]

10a. USUAL OCCUPATION Saiue kind of twork done
during most of working life, eoen if retired)

Housewor

100. KIND GF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Ciry cnd atoto o coumtry}

12. CITIZEN OF WHAT COUNTRY?

U. S.A.

Mt. Vernon, Ill.

13, FATHER'S NAME

William Hogan

14, MOTHER'S MAIDEN NAME

Mathilda Hoffman

15, WAS DECEASED EVER IN U, S, ARMED FORCES?
(Yes, no, or unknown) | {If yre, pive war or dales of servics)

o None

None

16. SOCIAL SECURITY NO,

17. INFORMANT Addreas

John S. Sheets }j662 Tower Crove P1.]

18. CAUSE OF DEATH [Enter only one catise
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (@)

Conditions, if any,
whick gave riag fo
aobope coure (0

i N
atating the under OUE TO (c)

p line for (0), (B). g
74

INTERVAL BETWEEN

lping cause last.

z

[=} PART {1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEM IN PART I{a} i LEB :JEAR Sr glltf":%ll”f;ﬂ

(=3 2

3 ] ves{( no M

:-_-"_ 200, ACCIDENT SWICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED. (Enfer nafure of injury in Part Ior Pert IT of itemn 18}

& O g O

™}

G Y43 x

2| ®c. IME OF  Hour  MontA, Day, Year

] INJURY a. m.

E p-m.

X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY {e. g, in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT ] NOT WHILE O farm, factory, street, office Bidg., ete.)
WORK AT WORK . TN

2z, SIR 3

’

e
23a. BURIAL, CREMATION,
REMOVAL (Specifp)

emoval

2. I attended the deceassd from HS_P_/_M_ ., to an last saw lh'" aliva on W
Death occurred at 3 : L] m on the date stated above; and to {he best of my knowledge, fFom the dauses stared. -

mp

L4225, ADDRESS 22c, DATE SIGNED

TS 26 I-1%-57

23¢. NAME OF CEMETERY OR CREMATORY

June 13,1957 Valhalla Cemeteéry

M..‘%—‘u
23d. LOCATION (City, Bun. or cnunlu,’l- Y (State) 7

"St. Louls Co. Mo,

24, FUNERAL DIRECTOR ADDRESS

Kriegshauser 228 S.Kingshighway

5. DA:?WDTY?O%I;EG.

{Liconsed Embalmer’s Statement on Reverse Side)

VBt Do 2
[ p- 2




i PR &
M) H

3 T
- - . - -.3 '.‘ o
- i
+? ’:f -
- . L] [
" STATEMENT BY LICENSED EMBALMER . -

=1 ﬁereby certify that the body whose name is recorded on the reverse side of this certificate was en

. by'me, or =

working under my personal supervision..

Student.c.ooniine i il
Signature of Student Embalmer

P. O. Address ...................

Note: The above MUST BE SIGNED BY THE LICEI;tSED EMBALMER in his OWN HANDWRITING. |
to comply with the abave 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.

- ' - * +




