FEDERAL SECURITY AGENCY
National Office of Vital Statistics

ALED JUL 15 1946318

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF]DEATH

20999

003 . Staie File No.. ... ngm___

(¢} Name of hospital or institution: O
Homer G Phillips Hosvpital

(Il not in hospitnl or institution, write street TE)E g location)
(d) ‘Length of stay: In- hospital or institution

{Specifly whether

In this community.........
years, months or days)

Registration District N o Primary Registration District Nooeeeemeeo 2. 0T Registrar's No.
1. FLACE OF DEATH: - — A ::}‘ ‘It 2. USUAL BRESIDENCE OF DECEASED: .
- “ o N ..:; | . . ot
{a) County S0 oul . ; s (@) State Missouri - ) County [r—’v 'l
(&) City or town s £0U1S ;
(1f ontside cily or town limits; write “RURAL” ond name of towzshin) {¢) City or town St.. Louis l 7 -

(ﬁoul.nda cily or town limits, write “RURAL'") 1

4560 McMillan G

(&) S}et Ne.
If rural, give location) F
(¢) Citizen of forelgn country?. 2 g3 (Vesor No)
If yes, name munu-y.__.._..._...r)/t__..... ._,,,A__.. .

lrvE Y BARS

3,0 INNY  Elijah Jackson

MEDICAL CERTIFICATION

15. . Birthplace... ﬁajlﬁ( Ué_ (State or /fuuv)

16. (s) Informant. .. ML, 2

June a
3. (b) If veteran, l 3. (¢} Soclnl Secunr.y Ne. | 20. DATE OF D%TH: Montb_....._..f.l.lo day 2.;0 P
year, hour. minute. M
name war......... _»#dly_f
4 21. 1 hereby certify that [ attended the d d from
/2’ 5. Color gr 6. (a) Single, widoweq, mafiisd, || April 27 1548 June 15 1 48
1. sx /AR E. m(fd hy | aorcd M DOV/EL, o v sawn im ativeon_June 27 __1048;
6. (b) Nameof m wife.. D ‘g p 6. () Age of husband or wife if and that death occurred on the date and hour stated above. -\ Duration
ative- DL AL, yescs || Immesiate cue of eser_ATYETI08C1OTOEE N
7. Bisth date of deceased _ _Gangrene_and Hypertension ... /%7 |Undet,
ooy PEC, Tur 4 4 Geurlf Mg/ Y .
[ 4
8. AGE: * Vears Manths Days If Tess than one day Due to ( 7[\ ?}i
/ ) &3 : é J hr. min U U
— ¥ Due to
9. Birthplace . /f vf ﬂ_._____. S 8 /_J_A._[_ ,
lrn.m'wnnl-y) (Stata fr forelgn country): Other conditions Old I‘i Eht' hemipiegia.
10. Usual ocenpation /A R..fv . 2 (Laclnd within § montbs of death) |
11. Industry or business_.#" JEA.‘!.E.&.__ ;&é_iﬁ Eo ... SR PHYSICIAN
ot or findings: -
E { 12, Naqu,&_ - ﬁJ - B/( fa Q.M-.._.._____________ __;____4;.? . Of operationa........c... . " Underline
S\ . mmne LA T LA oyl o M oy the e to
ity, Loz, or coanty) (State or loreign _ Of autopey... NOne should be
5 14, Maiden name W 4’!&0—- /J rmlgu;mﬂ
g —

22, I death was due to external causes, fill in the following:
{a) Accldent, suicide, or homicide (specily)

(¢} Date of occurrence
(¢) Where did injury oceur?

(City or tawn) (Ceunty)

(d) Did Injury occur in or about home, oa farm, in industrial place, in public phae?
y

»

" While at yerk?.. . Tﬁy&miof jury_
23. &mtm&w v - (M: D oram7—
Address._. 2601 N Whittnier i - Date P Zéa

v (Licensed Embalmer’s Statement on Reverss Sidc)




'
ot L

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, or by..._....

, Registered Apprentice No

e Cathan L bl

Licensed Embalmer No e 2..3‘ ] S

P.O. AddressA(aL,L? s8¢ ?.-MLL«

Note' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply
the above constitutes grounds for revocation of license.}

working under my petsonal supervision.

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




