. i{fg:s DEPARTMENT OF (éOMMERCE
E;s-u'.sg ,...”_Euﬁm f]‘ﬂ”‘} 1945 STANDARD CERTIFICATE OF DEATH
-1 xases7 ff .

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

RS-

Registration Diatrict No...

STATE BOARD OF HEALTH OF MISSOURI

Primary Regletration Distriet No...

State File No..

Registrar's No.

. PLACE OF DEATH:
() County.

@®) City or town.. “ﬁt. .Louis., Missouri
If ootside city or town hmlu write “RURAL’" and name of lmrm.hip)
{¢) Name of hu.p:tal or institution:

Homer G.Phillips Hospital

{If nol in hospital or institution, write strect gum!|
(2) Length of stay: In hospital or institetion

In this community_..)...._.li...yg.ﬁ..rﬂ§

years, months or days;

or location)
ays

. {Specily wheather

2. USUAL RESIDENCE OF DECEASED:

) K
(@) State Missouri (& County GO B
(¢) Cityortown§t" LOU.iS Ve 4 L, .
Il'cul.-l ity town limits, write "RURAL™)
@ sweet N 5235 M BRCYE'STET T Fear )
- (ll‘mnl.llvalmdnn)

{e) Citizen of forelgn country? ) (Yen or No}

If yes, rame country. -

3. {8} PRINT John Hicks MEDICAL CERTIFICATION
FULL NAME )
ST o e 20.' DATE OF DEATH: Monts_ JO1Y day 20,

. veteran, ¢) Social Securjty .

N 488 Ou-§ 697 year. lgLs hour. 5 minate 35 A ..M
NAame War, "
21, T hereby certify that I attended the deccased from._JU LY.

o eted | O o prg @ S ity 17 s 0. hto LY 20, 145,
4. Sex. MEB | rmce & div orced.............. 220 || that 11ast saw b A/ aliveon... ouly 20, 19__/:*_5_:
6. () Name of husband or Wif€....ccrccccrmrrrcrrnns 6. (¢) Age of husband or wife if || @nd that death occurred on the date and hour stated above. e a.!

Ressie Hicks aillve.. Y ._years || Immediate cause of death ration
7. Birth date of deceased” Oct, 15 1904 || Autopsy: . Coronary Occlusion Terminal
{Monih) (Dny) {Year) ’ ° T -
8. ,AGE: Years Months Days If less than one day Due to Hype rtensive cardio-vascular
Vs disease (Historyl Unk,
éo 9 hr. min - / w
Dhue to
9. Birthplace. Ge Q.I'.gia j AV
s - (City. town,or county) - (Suhor foreign country) B N b /y__ '{ "
Oth diti P
10. Usual gccupation. Jani t O'I' " i (193:::;;!:1::1 within 3 monihy of death) V[ ?
11. Industry or business MaiccEi "] PHYSICIAN
e ajor findings:
B} 12. Name .Tns'h H-i cks e operal.ions b : . : ' U—d .
R e S R RN nderline
=1 13. Birthplac " Ge orgia '/ the cause to
I {City, town, or.county) Qiate or foreign country) Of autopsy. :v!?g:":l%ﬂgg
5 { 14, Maiden mame.Lonnie. Halliburton . : "|charged ata-
; . tistically,
g 15. Birthplace ... p— } - 7 ehgi;ﬁiill 22, If death wase due to external causes,' ili In the following: ’
16, () Informand |l e Accident. sulcide, or homicide (specify)
(5 Add || » Date of accurrence
17. (a) * (b) Date theréof.....J. 14 7(‘) Where did injury occur? (ri ) (C Y
A — . . _25._ 1 w0 t
{Buris), eremetian, nfw-l) {Month ) (Bay) (Year) {d) Did injury occur in or about home, on i‘a':m r:'llindusui;l’ﬂ;h,;:e in pntglic place?
(&) Place: burial or eremation Gpgonwood--Cometeny.
18. {a) Signature of funeral director_ U3, 26 ll Und_t_‘_ Ca — * While at work?....._.._... _._....._(SM", ","' Y ':;; of Infary. .y
@ Anggzmm5t , 152
23, Signntu et " (M.D.
19, (o) X ™E& =~ [ {.) N i , - e . A
{Dats received Jocal registra (Registrar's signature) “Addre, 2 4R . Date qm

7

(Licensed Embalmer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

. 1 hereby certify that the body whose namé is recorded on the reverse side of this certificate was embalmed by me, or by..~...
. B . . R S

, Registered Apprentice No.

- working under my pe:"sonal supervision,

Llcensed Embalmer Noé{//‘z ..............

i *Signed.....

4

P. O. Address. )/ DGRt e e e

L

Note: Thé ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA](-WRITING. {Failure 1o comply with
the nbove constitutes grounds for revocanon of license.)

" If this body is not embalmed, fact should be so stated above.




