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WRITE PLAINLY-—USING U/NFADING BLACK INE—MAKE A PERMANENT RECORD

FILED JAN 1

BIRTH NO.

3 1951

GIVINUIN Ur FIEALTH W MIDANURE

1
STANDARD CERTiFICATE OF. DEATH

4;..,:349

Stote File No..vevugunn.

................... Py

RES. DIST. NO. _al_grnmmv REG. DIST. m.m.‘dmulrﬁr:h’a ..j

ﬁaONBU RIAL, CREMA-
{Bpecity)
%Eﬂr igl/}?

24b, DATE
I1/5/ TQRT

24¢c, NAME OF CEMEFERY OR CREMATCORY

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d livad. If lnstitation: rmsidence bhefare
+ a. COUNTY &. STATE . b. COUNTY . adiclsion).
Missopri -
b. ClTY (Il outeide corporale Limits, writs RURAL and give ¢. LENGTH OF ¢. CITY (M cuwide sorporate limits, write BURAL snd give wgl f '
townatiip!] STAY {la thie placs} . ?, ‘
TSN 3t. Louis JOWN  St, Jouis v
. NAME OF . X
d. FULL NAME OF (11 ot tn boupital or fastiation. eive sirset addrem o7 location) dgl’D‘EEFRBS 2'm rarl, giva fm
INSTITUTION __ Homer G Phillips Hospital 2L/
3. NAME OF b, (First) b. (Middle) ¢ (Lasy) 4 ng'ns (Month)  (Dap) (Yean)
(Typeer Print)  Excell Haynes _ DEATH Dec. 31 1950
5. SEX ‘6. COLOR OR RACE | 7. -m&ﬂlég ré;E\\"EschElBRRIED ) 8. DATE OF BIRTH . AGE Uo yearef w Gocn ’Dﬁ ¥ GoER 0 s,
{Bpagity. Hours | Min.
male | Negro marrie I2£el5/r1896 | | =
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Btate or forelen sovats) 12 CITIZEN OF WHAT
dobe during ryoet of working life, even Lf retired) DUSTRY COUNTRY?
janitor unknown ¢ informant UsSea,
13a. FATHER'S MAME 13b. MOTHER®S MAIDEN NAME ' 14. NAME OF HUSBAND OR WIFE
unknowm to _informant, poknown —______ 1 Hannie Haynes
l(s‘.'. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURLTJ 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
', no, or uskoown) (I&mﬁemprd-!-n!urﬂn) N&nnle H&ynBS 221 so. Jefferson
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only oneosusper | I, DISEASE OR CONDITION _ , ONSET AND DEATH
lne for (a), (b), and (¢) | C'RECTLY LEADINGTODEATH*y _ . Pulmonary Tuberculosis _Undet,
ANTECEDENT CAUSES &
*This does not mean rmi
the mode of dying, such | Mortid conditions, if any, giving DUE TO (b) Undete ned
o8 heart falltre, asthenia, | rize to the abooe cause (a) stating .
ac. It meons the du. | ‘e underlying cause loxt.
caze, injury, or complica- DUE TO (e}
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions confributing to the demth tut not .
related to the disease or condition causing death, None . . P L
192. DATE OF OPERA-'] 1967 MAJOR FINDINGS OF OPERATION o ) ’ 20.1AUTOPSY?
TION )
vis (] wo [
21a, ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e lnorabogs | 21¢, (CITY, TOWN, OR TOWNSHIP) - (COUNTY} * (STATE)
- SUICIDE home, farm, tastory, srest, offios bldg., ete) . . L
HOMICIDE F .
21a. ngE (Mouth) (Day): (Year) (Houn | 2lo. INJURY OCCURRED | 2. HOW DID INJURY OCCUR? M - ﬂ )(
! T NOT WHILE[ .
INJURY - = | "woak AT WORK Pl
2. I hereby cerli{g that T alimdcd ¢ deceased from 11-1 , 185010 __12;31_,-19_@, that I last saw the deceased
_Aive cm 0 and that death occurred at _01158 m., from the causes and on the date staled above.
g/mem\ . 0 (Degros or title) | 23b. ADDRESS Z3c. DATE SIGNED
¢ . M,- D, ' 1N r St 1-2-51

24d.

ﬂmn (OZ. town, or county) (Btate)

nﬁ.kdﬁ]_ﬂ Camatern

DATE REC'D BY LOCAL
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(Licensed Ecnbalmer's Gtstement on Reveras Side)
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STATEMENT BY LICENSED EMBALMER

v

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

. . « Sty t b llnr L - 799
working urder my persona! supervision. n t"' . o

R Ltccnsc Embalmer Nnc’zé 70
, ) v P. O. Addpu J 747%‘%"”
- Note:r- The~above-MUST: BE-SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fnil
d'mmmmmdafmmon ofhama.)

If this body is not embalmed, fact should be s0 stated above.
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