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WRITE PLAINLY—USING; UNFADING BLACK INK—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI o i’? ‘3 9
A

ALED JUN 29 1950 STANDARD CERTIFICATE OF DEATH b

. Enter only onecanseper | |. DISEASE OR CONDITION

{BIRTH NO, REG. DIST, No, % B %d  op uany REG. DIST. NO! e N . Registrar's No
1. PLACE OF DEATH i 2 USUAL RESIDENCE {(Where 4 d lived. If lnaticuti id belore
a. COUNTY , . & STATE _. R b. COUNTY - adwimion}.
"~ St.Louis Mo, i 7’""‘ ;
b. CITY (I outside corgiitate limita, write RURAL snd give c. LENGTH OF c. CITY (tf.anaids co fimit, wtips RURAL acd give township)
OR townatip) | STAY (in this place) gR /7
TOWN _ STOWN . A/ 4
d. FULL NAME OF (If not in hespital or institution, give strest address or location) A sTREET (If rural, give location}
HOSPITAL OR ADDRESS Cl
INSTITUTION A1 5 MaPfitt Ave. 4414 Maffitt Ave,
3, gs’%’éﬁs%’i—: a. (Fir_st)‘ _ b. (Middle) o (Lasty 1. DS}-E (Month)  (Day)  (Year)
( Type or Print) Benlc . Lemonsa DEATH  June 15th 1950
8, SEX 6. COLOR OR RACE 7 MARRIED NEVER MARRIED, 8. DATE OF BIRTH v &0 AGE (Io yesrs| IF UNDER | YEAR | O UNDER 1 Has.
( ) ; DC WFD DWORCED (Bpecify} Last birthday) Month-' Days | Hours | Min.
Male ~h Col, ‘Married s c 24t} |
10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE {State or forelgn country) | 12_CITIZEN OF WHAT
dona during most of working life, even if retired) | DUSTRY , COUNTRY?
hor - None | Greenwood Mimsimsippi / .
13a. FATHER'S NAME 1136] MOTHER® S MAIDEN NAME - 14. NAME OF HUSBAND OR WIFE
Benk Lemons | Marzareit Lemons e Lo 4 itt
5. WAS DECEASED EVER |N U.5. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea. no.or unknown) | (If yes, xive war or dates of servioe)
o hog 03 3900 Mrs. Mattie Lemons 4414 Maffitt Ave,
18. CAUSE OF DEATH MEDHCAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
DIRECTLY LEADING TO DEATH* (5)

line for (8}, (b}, and (¢)
“This doet mot mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b}

mhmrt faflure, asthenia, rf:ae to the above mwf fa) s:mﬂg
Ste. "It -means the dis-- the underlying cause last. - - - b

case, indury, or complica- DUE_TO (c)
tion which cdused death. | 1f. OTHER SIGNIFICANT CONDITIONS
- “1 Conditions contributing to the death but "10! .
related to the diveare or condition cauring death. . )
19a. DATE OF OPERA- |.19b.. MAJOR FINDINGS OF OPERATION: : «, 5»™” T e A N I Y YT Y
T TION : e .
- Ly = NO D
2la.’ ACCIDENT " (Bpecity)’ 2ib. PLACEOF INJURY fe.g.. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP)' (counn') (STATE)
DE borbe, farm. fastory, street, office bldg., eva.) : s oo
HOMICIDE oo i
2id. TIME = (Moath) (Duy? (Year) (Houn 21e, INJURY OCCURRED 211, HOW DID INJURY OCCUR?
OF ) - - wrm.an ROT WHILE
INJURY . s C s = AT WORK S -’
21 hersby certify that I auended thc deceased from 70_ - 19__ Hmt I last saw lhe deceased
" alive on and thai dcath occurred al /L2207 7 A 'Sﬁ m., fram the causes and on the dale staled above.
GHA JRE Dregrea or title) 3. ADDR 23c, DATE SIGNE.Q
. ,,/aq Lo=ie oon 045 87980
2t BURIAL, CRERA Zlb DATE (J z«;*umz OF CEMETERY OR CREMATQRY_‘ 24d. Locmou (Clty. town.ormm:ty) " (State)

TION. REMOVAL Gmstts? | ¢ 1 ¢ /550y ). Vashington Park 9500 Natural Bridge

DATE VREC'DBYLOCAL REGISTRAR smm 75. FUMERAL DIRECTOR'S S1GNATURE ‘ADDRESS
JUN 7 01350 /} Hergan J.Smith Mortuary 4247/ Labadie

(Licensed Embalmer’s Swatement on Reverae Side)
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STATEMENT BY IlCENSED EMBALMER

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

................................................ \ Student Embalasr No.

Student ..... sml ........ _ Slgned ”{ W— ? &"D%d-w
tudent balmer
‘ " ; Llcen-ed Embalmer No. 4/03 ‘// -
P. 0 Addteasﬂw‘/n} ZL

Note: The above MUST BE SIGi\IED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure.to comply with
the above constitutes grounds for revocation of license.) :

~ If this body is ot embalmed, fact “should be so stated above.

working under my personal supervision.




