No. 300
10. 48

M ULV & 1500

'BERTM NO.

THE DIVISION OF HEALTH OF MISSOURI
' STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _BJ&PRIHHY REG. DIST. KO‘!_L Registrar's No. .. 10516

2303

L L e —

| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. '1f inaticution: residonce u..n\
a. COUNTY a. STATE b. COUNTY sdinisaion),
: Missourl
b. CITY (I outside corpurate Umits, writse RURAL and glve ¢. LENGTH OF €. CITY (If outalds corporats litite, write RURAL snd glve mhln)
OR townahip! | STAY (in this place) o] t Loui
Town  gt, Louls TOWN St. 9
d. F}Eilé.stll'i_If\AhLEOORF (i oot ia bospital or inathwution, give strect address or loeation) d.ASl;rg (I roral. give location)
INSTITUTION 4185 Enright Avehus it 4185 Enright Avenue )
3. NAME OF . (First, b. (Midd} . (Last
DECEASED a. { ) (M . e) ¢ (Last) 4, DSFE %/ 5(6!7) (Year)
{ Type or Print) ‘ﬂard GI‘GBI' DEATH
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9./AGE (In years| W UNDER 1 YEAN | I Lwoenr o nas,
WIDOWED, DIVORCED (Spacity) ‘last birthday) |Mosthe , Days | Hours | Min.
egro Married / 4/4/76 74 ) l

10a. USUAL OCCUPATION (Qive kind of work
dona during moat of working life. aven if ndnd)

Chiropodist

10b. KIND OF BUSINESS OR IN-
DUSTRY

11. BIRTHPLACE (State or forsian sownter} /7

12, CITIZEI:’?F WHAT
Shelbyville, Tennessee

13b. MOTHER'S MAIDEN

Mi1llie Unkn

FATHER'S NAME

13a.
! Sterling Greer

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yea.no, 6t unkoown) | (If yes, xive war or dutes of servics)

16. SOCIAL SECURITY
NO.

NAME T4. NAME OF HUSBAND OR WiFE

own Josephine Greer
17. INFORMANT" § SIGNATURE OR NAME

ADDRESS

No No Josephine Greer, 4185 Enright Aven

8. CAUSE OF DEATH MEDICAL CERTIFICATION lgTERVAL nm
| Enter only onecauseper | |- DISEASE OR CONDITION 4 HSH‘/})HD

ine for (a3, (b), and (c) | CIRECTLY LEADING TO DEATH®(y) . ;/D R e / Ly,

*This does mot mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b} —

as heart failure, asthenia, rise {0 the above cause (a) siating .

de. It means the dig- the underlying coute lost. _

eaxe, Infury, or DUE TO {¢) — —

tion tehich caused death. | 1. OTHER SIGNIFICANT CONDITIONS Cr o -

Conditions contributing to the death but not B
related to the diseaze or condition caueing death.
19, DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION L 2. AUTOPSY?
TION
| L | ves [ wo B
le ACCIDENT (Bpecity) 21b. PLACE OF INJURY (s.g..Inorabous | 21c. (C!TY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
= SUIC| . home, farm, factory, strest, offics bldg..se.) M
HOMICIDE .
21d. TIME (Monts) (Day) (Yewr) (Houw’ | Z2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT %
- . . WHILE AT NOT WHILE| ! d’
"TNJURY = | “work AT WORK

2. [ hereby
alive on

cerlify that I gitended the deceased Jrom %ﬁ 1962  to M Iﬁ, that I last saw the deceased
M, 19522, and that death oecurrdd at _}_Mi'n., Jrom the eauses and on the date staied above.

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

SIGNATURE (/ (Degree ortitle) | 23b. ADDRESS
: 0. m oo 272, 14050 Dalmar Blvd
24c7 NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county)

Zic. DATE SIGNED

Dec. 71550

ﬁ(. BURIAL, CREMA- | 24b. DATE (State)
ON, REMOVAL {Bpeatiy)
12/11/350 St. Peters Cemetapy St. Lonis, Mlssourdi
DATE REC'D BY LOCAL | REGI IGHATURE 25. FUNERAL DIRECTOR' S SIGHATURE hDDIES.l
DEC 1 0 1350 RES Che I. Gates, 4107 Finney Avenua

(Licensed Embafmer's Ststement on Reverse Side)




.

-
STATEMENT BY LICENSED EMBALMER -
5 I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or b}‘...._.....;W
| .
\\'Of‘(iﬂg undcr my mf’om’ Snpewisiﬂn. l Student imbalmer Nosuveonosan YT I
! :‘ K
! . Sizne¢.__@,.§fow_.i.._i -
2igne Student Embalmer . Licensed Embalmer No...44
. . P. 0. Address. 4107 Finney Avenua._.
Noue. The above MUST BE SIGNED BY THE LICENSED EMBALMER. in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of License.) o
If this body is not embalmed, fact should be so stated above. .
\\ ) hl LIy
~ .

' ‘




