THE DIVISION OF HEALTH OF MISSOURI 21236

. Ng, 300
- l FLED JUN 27 1943 STANDARD CERTIFICATE OF DEATH  sunerce
! BIRTH NO. REE. DIST. NO. 3 ‘g PRIMARY REG. DIST. w‘!m R:aa:frﬂr:No....._§.!.19.t}..—.
1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whers decoased lived. If Inatitation: rasiklence belore
. . STA -~ . . adiisxion’,
a. COUNTY . . aST'zMrgfsourl b. COUNTY . & y
' b. CITY (I outalds corpurats Umits, writa RURAL snd give c. LENGTH OF c. CITY (If outadde vorporate limits, write BURAL and give township) /
OR . towrahip)| STAY (in this place) OR . 7
a Town 5t Louis ) yearqd Tows St., Louls
14 d. ?%SLPHBANE.EOORF {If not in hoapltal or lestitution, tive streot add or losation) DDRES {If rursl, give location) 9
8 INSTITUTION Homer G Phillips Hospital / 4357 St. Louis Ave.
§ 3, gzchggs%'; s (mm)- b. (Middiey c. (Last) s, DSIE (Month)  (Day)  (Year)
B { Type or Print) Isaiah Jones peatH  June 5 1949
& 5. SEX 6. COLOR OR RACE | 7. \”ﬁ;%%%% gf\\{gﬁc ESR(E[ED. 8. DATE OF BIRTH 9, ::‘.SE o years| 1 Droce 1 Fian | 7 wen s vas
= . e birthday, on ays - ours .
Z || Male Negro ——— 6/5/ 19,F 2 1 |
E 10a. USUAL OCCUPATION (tvektad of work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE taulis or forelcn ecuntry) 12, CITIZEN OF WHAT
[+1 done daring most of working lits, evan if retired) DUSTRY . . O COUNTRY?
& - Clayton Missouri .
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
@ Robert Higgans ] Helen Dickson
tz || I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY [ 77 TNFORMANT'S SIGNATURE OR NAME ADDRESE
< (Yes. no, o7 unknown) ] {If you, rive war or dates of servics) NO. ve
e Helen Dickson Jones-4357 St Louis
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION IgTERV.:IilEDTgEEN
bt . Enter only onecauseper | 1. DISEASE OR CONDITION 3 . TH
Z ' ime for (), by, and oy | DVRECTLY LEADING TO DEATH® () Dissiminated Pulmonary Tuberculosis Ni%
i *This docs wot mean | ANTECEDENT CAUSES .
S || 2 mote of aving, sue | Mortia consitions, if any. gieing DUE TO (1) Undetermined
3 ar beart faflure, asthenia, | Ti8¢ Lo the abose canae (o) Hating
B |l cte. It meons the g | the underlying eouae lost,
o case, injury, or complica- - DUE TO (¢}
= |l tion whick caused death. | 15. OTHER SIGNIFICANT CONDITIONS
§ | e e b doath. Tuberculous Meningitis - Undet.,
= |t 19a. DATE OF OPERA- | 19u. MAJOR FINDINGS OF OPERATION i 2. AUTOPSYI
2 TION | _ ] ) D E
=) : - ves L) o
p || 21 ACCIDENT (Specity) 21b. PLACE OF INJURY (e.s..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) jsTATE)""
h SUICIDE \ boma, farm, fagtory, sureet, office bidg.,eta.)
z HOMICIDE | _ Lo
g 21a. TIME (Month) (Dray). (Year) (Hous) | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
I e s . F‘f} Y
E 2. I here cerhfy that 1 attended the deceased from i%— 19!!.9_ lo _625.'_4.9_ 19 49 , that I last zaw the deceascd
4 alw _i_,.,- , and that death occurred al, i-_lej__am , from the causes and on thc date stated above.
E NA Degmoor tius)" )| 23b. ADDRESS 23%. DATE SIGNED
\ ,LZ@(/., 2601 N Whittier St ) : 6-6-49
E BH éz MIAL CREMA- | 24b. DATE 24:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or connty) (State)
(Bpecity) .
& WE 1Al 6/9/ 1949 Greenwo St Louis County Mo
DATE REC'D BY LOCAL | REGISTRAR'S SJGNATYRE 25. FUNERAL DIRECTOR'S SIGMATURE ADDRESS )
N 8 19485 ,ﬁ ﬁ S TJ.H.Randle & Son-3133 Bell Ave.
L (Licensed Embaimer's & on R Side) :




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—....
- . . Student Embalmer Ro.

working under my persoﬁat supervision. ﬂ % AZ/
Student ..... veees Signed Ve

Student Caonimer ) ; med Embaimer No Qé 7%‘“
, b, 0. adtes 2,06 et

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITHJ/ (Failure to comply with
the above constitutes grounds for revocation of license.)

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

-




