;.s. No.300

(v, 10.48

.

' BIRTH NO.

FILED AUG 27 1949

THE DIVISION OF HEALTH OF MISSOUR! ‘
STANDARD CERTIFICATE OF DEAT
310 lIOO:J

State File No. 28335.. ........

Registrar's No....... 7 1_02 (-

Ii

REG. DIST. NO. PRIMARY REG. DIST. NO!
1, PLACE OF DEATH ~ - 2. USUAL RESIDENCE (Whers d d lved. If & id. before
a. COUNTY a. STATE b. COUNTY admimion).
Mo. /_.o_.w
b. CITY (1 cuteids corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If ouside corpesste limita, write RURAL and give townshlp)
OR to 3| STAY tin shis place) ) / 7
TowN St. Lou is, Mo/’ TowN St. Louis .
. FULL NAME OF (If not in In-n!ul or lastitution. eive sirect addrees or loestion) d, STREET (If rorsl, give location)
HOSPITAL OR P H ADDRESS
iNsTITUTION  Homer G hillips Hospital ?«Is ~ 131%a Gay St.
3. NAME OF a. (First, b. (Middle c. (Liast
DECEASED (First (Middie) (Last) 4DATE  (Month) (Day) (¥ew)
{T¥pe or Print) Julia Martin DEATH Ay
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| t Cvoen 1 1eaR | F UNDER M Hms,
3 Wl , DIVORCED (Bpacify) tast birthday) Mom-h, Days | Hours | Min.
Female 33 |Colored ow Dec. 26, 1888 £1 |
10a. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSIMESS OR IN- | 11. BIRTHPLACE (Buu or forslgn eountey) 12, CITIZEN OF WHAT
ﬁhﬁ during most of working Life, svan 1f retired) DUSTRY COUNTRY?
usework None Unknown . S. A
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN 14. NAME OF HUSBAND OR WIFE

Unknown

Unknown

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yes, 00, or unknows} | (If yes. lve war or dates of service)

No NAne

16. SOCIAL SECURITY

NAME
Deceased

Nane

|} a# beart faflure, gsthenia,

. Enter only onacause per

18. CAUSE OF DEATH

1ine for {a), {b), acd (¢)

*Thiz docs mot mean | ANTECEDENT CAUSES

the mode of dyfing, such
de. It means the dis- the underlying couse lost.
eate, infury, or complics-

1. PISEASE OR CONDITION
DIRECTLY LEADING TC DEATH® ()

Morbid conditions, if any, gising DUE TO (B)
rise to the abose couse (o} dtating .

Iy . INFOQORMANT" 5 GIGNATURE OF NAME ADDRESS
3 3 A
MEDICAL CERTIFICATION d INTERVAL BETWEEN

Bronchial Pneumonia

DUE TO (¢)

tion which caused death,

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death dut not
related to the disease or condition eausing death.

Hypertensive Teart Disease

19a; DATE OF OPERA-
TICN

19b. MAJOR FINDINGS OF OPERATION

Diabetes Mellitus

20. AUTOPSY?

ves [ wo K

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

{Bpacily}

21b. PLACE OF INJURY (e.g.. In ot about

21c, (CITY, TOWN, OR TOWNSHIP)

21a. ACCIDENT cou , ]
fa SUICIDE bowoe, [arm. fastory, street, ofios bldy.. e (COUNTY) N //')‘SV/T?
HOMICIDE _ : 4
21d. TIME (Month} _ (Day) (Year) (Houn) | 2le. INJURY OCCURRED | 21f, HOW DID [NJURY OCCUR? y yﬁ
OF * - WHILE AT[ ] NOT WHILE . . ; . ‘Y
INJURY = | “work AT WORK . - . ; ;
- '3 ¥ 7
2. I hereby ceriify that I attended the deceased from 1=18 1989 1o 8=11 1949, that I last saw the deceased
alive on ,JP_49, and that death occurred ot L+ m., from the causes and on the date staled gbove.
\ (Degros or title) .| 23b. ADDRESS ] 23. DATE SIGNED
, M. D, 01 2601"K fhittier St- la.11-49
Z8c.\NAME OF CEMETERY OR CREMATORY- .| 24d. LOCATION (Olty, town, oz county) © (State) -
H'&Bh.ln.gj:an_Pﬁrk Cem, | St Mo e
e @R:‘f RECTOR'S SIGHANRE "‘"“aboliz;p




NP

STATEMENT BY LICENSED EMBALMER

1 heredy certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0f byeeccmernca—

Student Embalmer No.

workirig under my personal supervision,

Student Studcntflbalmr ..... Signed_@_'j “)ﬂm%y 5
, : - Licensed Embalmer No.. AR 2 B
P. O. Add,%??#7@m /%r

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply with
hﬁmmtmmiunmdm)

chubgdy_umu:{balmed.faa_ul;ouldbcs_owm . . .




