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NG TINFADING BLACK INE—MAEKE A PERMANENT -RECORD

WRITE, PLAINLY—USI

10.48 -
&
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b

! BIRTH MO,
1. PLACE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

FLEDNOV 10 1950 gyANDARD CERTIFICATE OF DEATH

[ State Filc N035759-
REG. DIST. NO. l/_L PRIMARY REG. Di15T. NO. _é_wkmi:tmr'.l No...(?ﬁé{.z....m..

2. USUAL RESIDEM_CE {Where decoased lived.

1t institution: residenoce before

a. COUNTY St . Loui a a. STATE Mi agour 1 b. COUNTY adinimion).
b. %EY (I oateids corpurate limita, writs RURAL and give ¢. LENGTH OF || .c. CITY (f couide corporsss limits, write RURAL a5d give toweship)
township) tln dyis place)
oW Koch (rursl) ”| 386 aysi Town  8th Louls PG
d FULL NAME'!OF (If not ia hospital or 1 ion. Eive sirect add ar location) A%rgf\‘EEESrS (It rursl, give location) /
[ Bnionion Robert Koch Hospital i 3670 Finney
i 3, I;lEACthSOEIE 8. (First) b. (Middle) c. (Last) 4 DATE.  (Month) (Day)  (Year) :
(wrﬂm; Henry - Lawrence oo October 6, 1950
‘G. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE {In years| # ONDER 1 YEAR | oF UNDER L HES. |
:> ' WIDOWED, DIVORCED, (Bpecify) last birthday} Monﬂn, Days [ Hours | Mia.
&e Negro Divorced > 3-28-04 48 |

4ppi

1. BIRTHPLACE (3tate or foreign couatry)
Greenwood, Mississ

10a. USUAL OCCUPATION (Givekind of work

10b. KIND QOF BUSINESS OR IN-
dmdNIIm of workiag [ife. sven if ratired) DUSTRY

12, CITIZEN OF WHAT
NTRY?

- - L3

13b, MOTHER'S MAIDEN
| Alice Brown

13a. FATHER'S NAME HAME

Thomas Lawrence

17. INFORMANT'S SIGNATURE OR NAME

Hospital Records,

16. SOCIAL SECURITY

?7

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(You, N.S unknown) | {If yes, give war or dates of sarvice}

14. NAME OF HUSBAND OR WIFE

Rexola Ford (divorced)

ADDRESS

Robt.Koch Hospita

. Enter only onecause per

18. CAUSE OF DEATH MEDICAL CERTIFICATION
1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH*,; Pulmonary Tuberculosis

INTERVAL BETWEEN
ONSET AND DEA

1l yr. (?

line tor {a}, (b}, and (c)

*This does not mean | ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO (b}
.rise to the obove cause (o) stating - e . .- . . . S -
* the underiying causze last. - - o - Lot -

DUE TO (c)

the mode of diyring, such
a2 heart faflure, asthenia,
dc. It meons the dis-

care, infury, or complica- ol

@OZX

tiom which coused death, | I1. OTHER SIGNIFICANT CONDITIONS -

~Osteomyelitis of distal end

‘192, DATE OF opig{aot 19b, MAJOR FINDINGS OF OPERATION™" - .

G0

Conditions contributing to the death but 1ot -
related o the disease or comdition causing deaﬂi of, l elft f emur 2 yrs. ( )
. ' ‘| 20. AUTOPSY?

T

1. L. YES D NO D
21a. ACCIDENT {Spacity) 21b. PLACE OF INJURY {e.x..imorabont | 2Ic. (CITY, TOWN, OR TOWNSHIP) {COUNTY) , (STATE)
SUICIDE Bome, farm, faatory, streat, ofics bldy.. 0. - I -
HOMICIDE -
214. TIME (Moath) (Day) - (Year) {(Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
i . : R WHILEAT[™] NOT WHILE N
INJURY ot - WORK AT WORK

3"14"‘5Q 19 to lO" 5“59_, 19

2] hereby certify tgat'é 6ttmzde;i the dece?;sed Jram

_, that I ia.sl zaw the deceased

alive on , 19 , and that déath oceurred af 7 P.om ., from the causes and on the dale stated above.
23a. SIGNP ; ) © 7 {Degroo or title} | 23b. ADDRESS . DATE SIGNED
, U | Kol m s [0 gD

24b. DATE

o t- 5

R EMATOR?

2. ¥
"r

(Olty. town, or county): .

{Btate) :

c‘row's YURE

‘ADDRESS

3"“'5 F:-.:%

(Ticensed Embalmer's Summm on Reverse Side)

REGISTRAR'S SIGNATURE Q Wnk DI ;

o=




L 4 . .
8 ) P
—_ - & '{a__’./ o
1
STATEMENT BY LICENSED EMBALMER
fhcchy certify that the body whose name is recoréed on the reverse side of this certificate was embalmed by me, or by— ..

. Student Embalmer No.

g X Bt / @m—‘-—o

Student ..oueessnveenscnarsncncasanesacnsns agmecgl

Student Embalaer
’ Licensed Embatmer No. _°Z' ?Krl C' .
P. O Addressé..g_.,.‘ﬁé_( M

" Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co th
the above constitutes grounds for revocation of license.)

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

-

working under my personal supervision.




