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am.nq NO. REG. DIST. NO. 3 lapnmmv REG. DIST. WO.

_ _ Registrar's No, ... wrciscssonsed e
d 1. PLACE OF DEATH ’ 2. USUAL RESIDENCE (Where decessed lived. If Institutlon: residence before
a. COUNTY a. STATE b. COUN adiaiarion),
_ Migs ouri "Moniteau
b. CITY (1f cutslde corporate Umlta, writs RURAL and give c. LENGTH OF €. CITY (If cutaide sorpoiste linsits, write RURAL and give township)
R R township)| STAY (in this place) OR
TOWN St. Louis TOWN California 205/
FHOUS' TIADE'EO%F (If not in boapizal or instltation, give straot address or loestion) d.ASI;lg%REEEFSS {t rmral, give location) ) /
INSTITUTION BARNES HOSPITAL 700 N, Oak St,.
3. NAME OF . (First b. (Midd} Last
NEME OF a (LO) Ifo d e) c D( ";-,t, R 4, Dé:_‘E (hﬁ(onth) l(gay)l
(Type or Print) ra uisa ri DEATH OVe b
5. SEX ] - 16 COLOR OR RACE | 7. HIARR[EIB I‘SIE‘YEEC%SRRIED . 8. DATE OF BIRTH - 9.&?5{&-;:;;:- L'd’ T | TAR | O UWDER 0 mag.
. {Bpaciiy) ) on Days | Hours | Min
Female White LW!. 2 {July 28,1862 88 | |
10a. USUAL OCCUPATION (Givekiad of work- | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelzn oountry) 12, CITHZEN OF WHAT
dons during most of working life, even if ratired) DUSTRY / UNTRY?
Housewlfe OChio eSe |
13a. FATHER'S NAME : 13b. MOTHERS MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
| Jacob Culler _ Ellen Donaldson Josevph
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? ' 16. SOCIAL SECURITY | 17. INFORMANT®S SIGNATURE OR NAME ADDRESS
ﬂ'c_l. ng.orunknowa) | (If yes, klve war or detes of service) RO.
No ~ None Miss Sarah Dritt,7560 Bryan St,
18. CAUSE OF DEATH ’ MEDICAL CERTIFICATION Ig"l"sEgAAL"BEgEWAEm
. Enter only cnecsusaper | . DISEASE OR CONDITION . R . TH
Jine for (), (b}, and (¢} | DIRECTLY LEADING TO DEATH® (g) Generalized [o) 10=1 ¥yrs.
*This does mot mean | ANTECEDENT CAUSES
the mode of dping, such | Morbld conditions, if any, gieing DUE TQ (b)
.|| as heart failure, asthenta, | rise to the above caust (o) stating. - . . . R B
de. It méans the dia- | the underlying causelost.
cuu,!njmv.ouompl!m- . PUETO (c) , - - E . '- '

tion which caused death, { 11. OTHER SIGNIFICAHT CONDITIONS

Conditions eontributing to the death but not
related to the disease or condition causing death.

19a. DATE QF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ L : - ' 2, AUTOPSY?
TION
& X ves bl wo O3
21a. ACCIDENT (Bpecity)_ 215, PLACE OF tNJURY (et taorabout | 21c. (CITY, TOWN, OR TOWNSHIP) . . (COUNTY) . {STATE)
' * " SUICIDE i home, farm, faotory, street, offios bldg.,s10.) Ct T i
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hour)

I 21s. INJURY OCCURRED | 211, HOW DID INJURY OCCUR? -
WHILEAT[—] NOT WHILE - 4/ é f ‘ﬁ
INJURY - WORK AT WORK

22. I hereby certify .tha.t I altended the decensed from _Onmherﬁ%fg_ lo NQJLEth.LlGB_SD thai I laa! 20w the deceased

WRITE PLAINLY—USING UNFADING B-I.ACK INE--MAKE A PERMANENT RECORD

alive on _NOI.__lﬁ_, IQ_SQ., and that death dccurred al m., from the causes and on the date staled above.
.. SIGN . e ) (Degrop or title) | 23b. ADDRESS ] 2. DATE SIGNED
ﬁ’ “M,D.- }: -. BARNES HOSPITAL: =~ ‘| 11/16/50
%A‘NBRERM OA\}- CREMA- . 24b. DATE é 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) ' - (State)
emova) &b 111.17-5 Masopic S Cglifornia,Moe - - - ©
Dpﬁ ?ECD BY LOCAL | REGIFJRAR'S SIGNATE:E ~_ = FUNERAL OIRECTOR' 5 SICMATURE - ADDRESS
I?L%»REG' j" 27 |41vert H.Hoppe,4700 Washington Blvd.

(licensed Embaimer's Statement on Reverse Side)




_—*—“*M

STATEMENT BY LICENSED EMBALMER

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

. . s . S5tudent embalmer No..... tessmsarraanan PP
working under my persona! supervision. tudent tmbalmer No
Signed
51gNnedeseseresnnsracorasnsasesssannnnssens :
: Student Embaimer Licensed Embalmer No
P. O. Address

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
the sbove constitutes grounds for revocation of license,)

chinbodyh,not?nbdmd.hushouldbommdabove.

T .




