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1. PLACE OF DEATH:
(a) County.

@#) City or town.._.....at _Louis
(¥! cutside city or town limjts, writs “RURAL' and nams of tawnship)
(¢) Name of houpltal or institution:

Phillips Hospital {

(I not in boapital or institarion, write strest o w lm ) '
(d) Length of stay: In hoapital or Institution

In this community Life
years, months or dsys)

(Spuf.ﬂ’: whaether

?:l i Primary Registration District No.

2. USUAL RESIDENCE OF DECEASED;

(@ stare_Migsouri @ cousy

© Cliy or towa____ St Louds 2=/
o (I outside ¢ty or town Hmits, write “RURAL")
(@) Street No____ 2825 Gamble
{1f rural, give location)
{e) Tf foreign born, how long in U. 5. A.? years.

8. (a) PRINT
FULL NAME

8. (b If veteran,

Dorothy Sullivan Jackson

8. (¢) Social Security
No

name war,

5. Color or 6. {0} Single, widowed, ma.r:;ied.
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15. Birthptace... Co n—ﬂﬂ_.._—__ Y.

(City, towe, or {StaLe dmizn coontry)
16. (a) Informant.._l? L___ZM ek e S
J‘ .

® Address_.___.z
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(6) Date th’tn-n! =~ 4D
K (M.mua) (Day) (Year)

MOTHER - FATHER
——

{Barial, cremation, or nmovtl)

"~ {¢) Place: burlal or crematio

19,

tereceived localragistrar)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Monmth _oept 21 oy

yea.r__._...lglbo_._ hour____lo_iluo____minutr__.._m‘a_.M.
21, T hereby certify that I attended the deceased from
_Anguat 17 19h0 1w Sept. 21 %0
that Jlastmaw h alive on. 19 :
and that death occurted onithe date and hour stated above.
. Duraticn

Immediate cause of death
—Chronic Glomerular Nephritig
-Cardiac.- Decompensa.tlon—________

Due to.

Due to. A

R W A T

Other conditions. /
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22. If death was due to external causes, fill in the following:
{ ta) Accident. muiclde, or homicide (specify)

(&) Date of oceurrence

() Where did lojury occur?.

{Ciry or town) {County} (Stats)
{d) Did injury occur io or about home, on farm, in industrial place, in public placs?

type of piace) .‘,

() Mmo!inim“"" L
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(H.D otothcr)_.._
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1 hereby certify that the body whose name is recorded on the reverise side of fhis'certiﬁcate was enibalmed by me, awdsy...

i . , Registered Apprentlce No

- Llcensed En\mn‘lger I [P S . O —
) T POAddressIT‘LBV f\aﬁ-u

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HHANDWRITING. (leure to comply
the above constitutes gmunds for revocation of license.)

working under my personal supervision.

If this body is not emba]med above space should be left blank. .\ . ) ) e




