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WRITE:,

NLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

PL’AI

e

e

-

BIRTH KO,

ILED AUG 14 1950

]

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. 3 l 8?'RIHARY REG. Di5T. NO.JQ_QERegutmr;Na v naae

tSfarc File No.....

05019
T)f)f)f?

I. PLACE OF DEATH

2. USUAL RESIDENCE (Where decsased lived.

1f institution: resldence before

Jeander McCallop

Sarah Nero

15. WAS DECEASED EVER IN U5 ARMED FORCES?

16. SOCIAL SECURITY
NO.

{Yen. no, or unknown} | {If yes, give war or datea of sarvice)

No

a. COUNTY a. S'I_'ATE Mi ag Our'i b. COUNTY adinision).
b, CITY (I outside corpurats limite, write RURAL and give N csr ALYED!GTH OF <. CITY {If ouraide orporate limits, write RURAL sad give township)
TOWN S t Lou_]'_ s tosnshin) (in thia place) TOWN ,__)t . Loui g 2 / f f
d. FHCIJ_lS_PIIi.[:;\AhEEOORF {If ot in boapital or institation, give strest address or location) . D[?REEESFS (I raral, give location) ]
nstiTomion 110 S, Garrison avenue 110 S, Garrison Avenue
3‘35%%5 s?zf:) a. (First) b. {Middle) c. (Last) 4. DATE (Month) (Dsy) (Year)
{ Type or Print) Kenneth ) MCCallOp DEATH 8 1 50
5. SEX J:/ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH -—’l 9. AGE (In years| IF UNDER 1 YEAR | O UNDER  Has.
r WIDOWED, DIVORCED (8pecity) - Iast birthday} |[Months| Days [ Hourm | Min.
Male Ne gro Married. 6/25 /104 46 J | ™
10a, USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or forelgn aountry) 12_ CITIZEN OF WHAT
done during most of working life, even if re: ) . DUSTRY : UNTRY?
Porter- Int, Shoe St. Irouls, Mo,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS

Rosie MeCallop 110 8. Garrison

18, CAUSE OF DEATH MEDICAL CERTIFICATION 'g;gg‘r'ﬁﬂmﬁﬂ
. Enter only onecauseper { 1. DISEASE QR CONDPITION I "s o DFATH
Line for (a), (b), and (¢) | DIRECTLY LEADING TO DEATH*(;) CQ v brat Ewabo tan Varsl usnotes
. ANTECEDENT CAUSES
*This does not mean . . . N
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) L' v etic Cd rdio Vascoldr 0 +fease. (74'¢ ary
a8 beart failure, gsthenia, | rise 10 the ebove cause (a) stating . . . . . i - o - _ - s emeoms — IREEE RS LU
ee. It means the dis- the underlping cause lust.
care, injury, or complice- - .DU_E TC_)_ Sc) ’
tiom which caused death, | 1. OTHER SEGNIFICANT CONDITIONS™ e o B
Conditions contributing to the death but aot Nonhe
related to the disease or condition causing death.
19a. DATE 'OF OPERA- |' 19b." MAJOR FINDINGS OF OPERATION B e "[ 0. AUTOPSY? ~
TION
. L - . | ves L] wo

21a. ACCIDENT (Bpocity) 21b. PLACE OF INJURY (e.x..inorabout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) . (STATE)

SUICIBE homm, farm, factory, sirest. office bidy. ota.) 4 L .o

HOMICIDE . - .
21, TIME (Month) (Day) (Year)».(Houss | 2le. INJURY,OCCURRED [ 2if. HOW DID INJURY OCCUR? } {
S - . . c WHILE AT NOT WHILE . e -

INJURY - m | Twark AT WORK

alwe on

2t I hereby certify that I .atiended’the deceased from __k_&__,
_7-q ., IQL and that death oceurred at £+4S £ m., from the causes and on the date siated above.

95"" that I last satw the deceased

7 —{9

1980 i

23a. SIGNATURE . : {Degroe or title) 23b. ADDRESS 23c DATE SIGNED
. B _,._a/\(‘ ({ﬂ Jolp'(\ AL ) flt{. A} CLM A’V'e_ - —‘—m
24a, BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY- | 24d.;LOCATION (City, town, or county) - - (State) -
TION, REMOVAL (Bpecity) -
urial v |8/8/50 Washington Park Rt Touis-Counti . Mol

DATE REC'D BY LOCAL

XSTE ] SIG&TURE a

R

25. FUNERAL DIRECTOR'S S1GNATURE ADORCSS

Bussell Und,., Co, 2732 Plne Blivd,

(Licensed Embalmer's Statement on Reverse 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 — oo

Studant Embalmer Mo,

working under my personal supervision,

e eanes Signed 6 M_
Student Embalmer

S5tudent ...ivemeecnsnercee

Licensed Embalmer

P. 0. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
thelbonmnmnmummds!uuvmonoihm)

!lthubodyunotemba!med.fact,shouldbemmedabon.

., (Failure to comply with




