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All diseases in Part | must be causally related.

0

USE ONLY BLACK INK OR RIBBON TYPEWRITE tF POSSIBLE

#
g MEDICAL CERTIFICATION

THE DIVISION OF HEALTH OF MISSOUR

2816

FILED JAN 17 1958 STANDARD %Rﬂél(ﬂ! OF DEATH STATE FILE NUNBER
| Registration District Now o8 Primary Registrotion District No "1m3 .......... Regisfrnr’_sﬂ._______gﬁ_s__
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
COUNTY a. STATE Mo, b. COUNTY odmi s sion}
. CITY (if outside corporate limits, give TOWNSHIP only} Inside Limits e. CITY Inside Limits
I 7o St. Louils Ves X} No [ ] Tom St. Louis YesiX No[]
Eglgé_l.l;fm%gf:c(;l:?{ in hospital, give location) | Length of stay in 1b t-\ Bf iB%%EE'gs {If outside, give location) Raside on Farm
INSTITUTION stian Hosp. days ! h/ v 5208 Minerva Ave. | ve(l n[

3’ FTM;\E::FES)CEASED First Middle ‘Lost 4. DS;E Month Doy Year

yPo e Lena May Delfosse DEATH 1 8 58

5 SEX ]
Female

6. COLOR OR RACE| 7.
White

MARRIED[ [NEVER MARRIED] ]

W'D&DEI " ptvorceo[]

8. DATE OF BIRTH

June 28, 1893

9. AGE (In yeors

lngnrhdcy)

FUNDER i YEAR| IF UNDER 24 HRS.
Months | Days Heurs Min,

100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) ] 12, CITIZEN OF WHAT COUNTRY?
Fosd "Bervics "HelpdriRet. "Hospital Bonne Terre, Mo, U.S.A.
13a. FATHE‘R'S NAME 13b. MIOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
unknown Reese unknown John M., Delfosse:
15. WAS DECEASED EYER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.[ 17. INFORMANT Address
{Ves, nnbnr unlnqwn)l [ yus, give wor or dates of service} ua _30_3295; Reese V. Politte . Bonne Terre R Mo .

PART |. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter only one tause per line for {a), (b}, and {c}.}

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o)

SO 4L A

) 7 . 4
L4
Ahacs e Corie 5

Conditions, if any, DUE TO (k) ~ - A‘- ’

which gave risa to

above couss {a),

stating the under- }

lying couse last DUE TO (c)

PART Il, OTHER SIGNIFICANT cunm-nong CONTRIBUTING TO DEATH but net rc|ul.d 10 the terminal dissose condition glvan in PART 1 {0} 19. WAS AUTOPSY

é O% PERFORMED? i
YES[] No[R.

200. ACCIDENT SUICIDE HOMICIDE 20b. JESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.} ¥

O O O :
Ac. TIME OF Hour Month, Day, Year

INJURY a.m,
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, fectory, strest, office bidg., etc.} .
WORK AT WORK -
21, | attended the deceased from Fd f rg ) 4-57 and last mwj"::_clwc on Y '7 .f—dl
-
Doath occurred ot <00 noon. m on the dote stoted obove; and 10 the best of my knowledge, from the causes stoted.
220. SIGNATURE {Degree or title) o 22b. ADDRESS 22e. DATE SIGRED g
p{:? 250~ 2737 A Sra o A S~ P

. BURIAL, CREMATION, | 23b. DATE 23[ NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county} {State)
removal | 1/10/58 National Cemetery Jefferson Barracks Mo,
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. EGISTRAR'S SIGNATUR,
Dremmann-Harrai 1905 Union JANO 'Rg Q/ . o M_,

{Licensed Embolmet’'s Statement on Reverse Side)
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o STATEMENT BY LICENSED EMBALMER

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

DY M, OT BY oooeiiiiieiiieieeiierinieren s eeenrenssersasesnsssnnsssnssanrersssnneresssrssrarnsassens ., Student Embalmer No. ............cevueas

working under my personal supervision.

SUdENt eeeeeiiicrrerierreereeau e s e e s e e enar e enes Signed .,
Signature of Student Embalmer

Licensed Embalmer i‘j]
* P. 0. Address 27 AL ...

N Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of hcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
if this body is not embalmed, fact shouid be so stated above.




