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WRITE PLAINLY—USING UNFADING BLACK INK--MAKE A PERMANENT RECORD Gﬂ‘

’ FILED MAR 16 1350

! BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 3 l;is - PRIMARY REG. DiST. 4%

State Fil NiOS45
ate File No, ...2 1.1.76

"Registrar's No. e iossmsssssncssosssssas

1. PLACE OF DEATH

Iine for (), (b}, and (¢)

*This doe2 mot mean
the mode of difing, tuch
as heart faiture, asthenta,
ete. It means the dis-
care, injury, or complics-
tion which coused death,

Pl 2. USUAL RESIDENCE (Where d d lived. If fost 5d before
.. l'/l"——fr'__— a. STATE .. b. COUNTY . adiission).
- Tilinois St. Clalr

b. CITY (f outeide ta . weits RORAL and give ¢. LENGTH OF ¢, CITY -(If ouwide corporate timits, write RURAL and give townahin) ‘I)
OR - wownahip}| STAY (Ln this place) OR . Q f;,
TOWN 10 davs TOWN Past St. Louis , i
d. FULL NAME OF (If not in hospltal or jnstitution, Kive strect addres or losation) d. STREET (If rgral, give location) f,
HOSPITAL OR ADDRESS 6
INSTITUTION 5, Marv's Infirmary 1729 lMcCasland Ave.
3. g&:ﬁ&ﬁs%lg a (f‘im)- b (Miade) ©. (Last) 4 DS‘I["E (Month)  (Day)  (Year)
( Type o Print) willie FEvans Jones _DEATH  Tiahmpary 2, 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH - - . 9 AGE (In yeurs| I DeoER 1 rm " UNDER 4 Wit
’b WIDOWED, DIVORCED (3paciiy)” .- last birthday) |Months Hours | Min.
Female 7 Negro Widowed vV | 2213-1892 &R l 27 |
10a. USUAL OCCUPATION (Give kind of work |"10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stata or foreign country) / 12, CITIZEN OF WHAT
dona during most of working Lifa, aven if retired} DUSTRY COUNTRY?
' Home Home Wavnesboro, Miss. U.S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
' Steve Odum Farla Henrv Hade .Jones
I5. WAS DECEASED EVER IN L1.S. ARMED FORCES? | 16. SOCIAL sscum"rv 17. INFORMANT' 5_51GHATURE OR NANE ADDRESS
(Yea.no.or unknown) | (If yes, xive war ot dates of service) 5— . F3
- Mo Nope %Z/ p%/ 729 InE
184.CAUSE OF DEATH DICAL CERTIFICATION fl m'rznwu. BETWEEN
 fater onlyonecause per | |. DISEASE OR CONDITION ND DEATH

DIRECTLY LEADING TO DEATH* (5)

ANTECEDENT CAUSES

Morbid conditions, if any, giving CUE TO (b
rise to.the above cause (a) stating : .
the underlying couse last,

DUE TO {¢)
It. OTHER SIGNIFICANT CONDITIONS™

Conditions contribuling to the death but not
reloted o the disease or condition causing death.

19a. DATE OF OPERA-
TION

196, MAJOR FINDINGS OF OPERATION - : - T i 20. AUTOPSY?

ves [ Nom

21a. ACCIDENT {Bpactly) 21b, PLACECF INJURY {og..incrabout | 21c, (CITY, TOWN, OR TOWNSHIP) i (COUNTY) ~ {STA
1SUICIDE : home, farm, fasctory. stroat. offien bldy. eto) —— . y
HOMICIDE - e Y 5 R
21d. TIME {Month} (Day) (Year} (Hour) 21a, INJURY OCCURREDR Z'IIf. HOW DID INJURY OCCUR? ~ £
y . WHILE AT NOT WHILE
INJURY ,‘__,___..-—-—-—'—“‘" WORK AT WORK .

2. I hereby cemfy that I altended the deceased frorrbiﬁ 4

1850, to B~ _2r

~ 155D that 1 last saw the deceased

"alive on 195—° and thai death occurred al _LQ'_& m. from the causéa and on the date stated above.
Za. SIGNAT () §Degree or titie) | 3, 7 23c. DATE SIGNED
ol Han oot - LLE0 . S é-r750
24a. BURIA CREMA- 24b. DATE - | 24. NAME OF CEMETERY OR CREMATORY |'24d. LOCATION (City, town, or county) (State)
TION, REMOVAL( |
Rpmoval 3-.6-50 > Douglas -Cant shin 713,
TE REC'D BY LOCAL % sidufrure zs,@ana s s MATURE ab 1]
a7 ala/ 4’(01— : FTLY (fas ¢
E (licensed Embalmer's Ststement on Reverse Side) i . 174




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this ccrtlﬁcate was embalmed by me, or by o

...... Studon Embalaar No.
working under my personal supervision,
_— =:- L o tis ,._,,j

Sign =z

Slgnad ......................................... Llcenaed Embalmer Nn WM
Student Embalmer , //
P. O. Address. Jf 7 ¢ ’1/L

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure %omply with
the above constitutes grounds for revocation of License.)

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

]



