MISSOUR! DIVISION OF HEALTH — STANDARD C CATE OF DEAT
PEPARTMENT oF PuaL‘i:!g:iz::'\er’:nr:::u ".:.:.I::‘:g. "Z"J"m"v Registration District No. .._{4_/[ _____ Registrar’s Nn5_£.

A TPHEEPIE B

' _é_a 1 2'“\!5 FILE NUMBER

2. USUAL RESIDENCE (Whero decesiad lived.
a. STATE z COUNTY

ON THIS STUB

If institution: Residence before

St . Louigdminion)

Vs 300 Mispour

kA

—h. LITY. (1 cutsida ca(porate limits, give TOWNSHIP only}

Clayton

CR
TOWN

Length of stay in 1b

DOA

c. CITY

B Wellaton

Inside Limits

Yes x Ne O

c. FULL NAME OF (If NOT in ypspital, give location)

_ Inside Limits

d. STREET
ADDRESS

(1f cutside, give location)

Reside or Farm

HOSPITAL ©
INSTITUTION

HBt.Louls Co Hospte
3. NAME OF DECEASED First

(Type or print)
"™ Ethel A/K/A Esco Spoon
5. SEX 4. COLOR OR RACE 7. Married LA Nover Married [J

Male White Widowed [ Divoreed [

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11.

during most of woarking life, even if retired)
pybat General Labor
13k, MOTHER'S MAIDEN NAME

13a. FATHER'S NARE
Henry Spoon Sarrh UNK Dellia Spoon

15, WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT Address

{Yes, ncc;, or unknown}{ (If yes, give w;;;:g;;;nrvi:e) Helen Sc] zle 7529 ElliB Ave.‘:
18. CAUSE OF DEATH (Enter only one cause per ling for (a), {b), and {c). INTERVAL BETWEEN
ONSET AND DEATH

PART |. DEATH WAS CAUSED
IMMEDIATE CAUSE () _COTONLATY mos.,

Yes ] No 01 6455 Wells Aved

4. DATE Month

OF
DM 1aDb-65

8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER 1 YEAR

1894 70 Months Days

BIRTHPLACE (City and state or country}

Ill.

Yes O Nox

DATE AMENDED

Middle Last Day Year

IF UNDER 24 HR
Hours Min,

12, CITIZEN OF WHAT COUNTRY

UsSA

14, NAME OF HUSBAND OR WIFE

—
z
L
=
=]
(¥
Q
a

Conditions, if any, DUE TO (b}
which gave rise fo
shove cause (e},
stating the under-
Iying cauze last. DUE TO (c)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 10 the terminal
disease condition given in PART 1 (2}

PART 1Il. If decessed weas femalé was
there a pregnancy in last 90 days.

ID Yes l 0O Neo I 0O Unknown
20b, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)

19, WAS AUTOPSY
PERFORMED
YES [ NO

20¢. TIME OF
INJURY

20a. ACCIDENT  SUICIDE  HOMICIDE
"] o O

Houl Month, Day, Yesr 1
&0,

p.m.

20d. INJURY OCCURRED
WHILE AT WORK (J
NOT WHILE AT WORK (OJ

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

farm, factory, street, office bldg., etc.}

and last saw R".n alive on
CO - HO SP. l 0 31— A m on the date stated above, and to the best of-my knowledge, from the causes stated.

{Degree title)
%“"9 Coronen

23¢. NAME OF CEMETERY OR CREMATORY
1-28-65 Memorigl Park Cenm
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY loEﬂLREG. 2

J.W.Clark Funer;p.l Home 7400 Page| /-Af-(2

{Licanzed Embalmer’s S1atement on Reverse Sida)

OR
TYPEWRITER RIBBON

21, ) attended the doceased from.

Desth accurred at

22a. SIGNATUREC?

23a. BURIAL, CREMATICQ
REMOVAL (Specify)

. DATE
Burial

22¢. DATE SIGNED

1/30/65

{State}

22b. ADDRESS

Clayton, Missourild
23d. LOCATION (City, town, or county)

St.Louis Co,Mo

REGISTRAR'S 5IGNATURE

USE BLACK INK

SHOULD READ

BY AFFIDAVIT OF

ITEM NO,




m*r. _

LT B
:."11{'6“.:“’
i n "
nofunsiv
mn .
ol ziuol.3E

neoGE TWINA [ansy

e
53;:2

S
st on’

ol gﬂﬁaH
ol
STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

"
™ /
Licensed Embalmer N})A/’ — /

The above MUST BE SIGNED BY THE LICENSED -EMBALMER in his OWN HANDWRITING
with the above constitutes grounds for revocation. of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
clf; thns body is not embalmed fact should,be S0 siited above .

Note:

(Fallure 10 comply
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