. Mo, 300

-t

<

2

WRITE FLA

, 10.48

A
INLY—TUSI
A

i

NG UNFADING BLACK INE—MAKE A PERMANENT RECORD

I

THE DIVISION OF HEALTH OF MISS0OURI

s STATE  m1gsouri

] ALED JAN 29 1451 STANDARD CERTIFICATE OF DEATH sture e 0. 33724
Mu NO. _ REG. DIST. mﬂl&_ FRIMARY REG. DIST, no1 ' I Registrar's No, ,_112_4:2“
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where 4 d tived. If ineti id befors
&. COUNTY b. COUNTY St LO uidmhlon)-

b, C'TY (If outcide corpurate limits, write RURAL and give ¢, LENGTH OF ¢. CITY (If outelde corporste limits, write RURAL and give towaship) '
townahip) | STAY (in this place) L/ 4&’3-
TOW" St LQ];iS TowR  Claviton )
d. FUIO.S.L H"MtEOOF (f mot in hn-piul or Inﬂ.lﬁur.ion elve streot address or location) 1:!.‘“505!;“551'S (If roral, ghve location) 4
wstiToTion St ,Lukes “ospital 6464 Ellenwood
3 :;lEﬁé'EES%FD o. (First) b. (Middls) ¢ (Last) 4. DATE {Month) (Day) (Yea)
(Tyoeor Prit) Lia1g W, Frencis DEATH Lge,20.1950
5. SEX / 6. COLOR OR RACE | 7. HIAD%RIED NEggEcrgSRRIESm 8. DATE OF BIRTH 1 9. AGE Us yemns| & e |Dn‘:: * GO u
. t (Bpe . Hours | Min,
femalel| white married ] Dec,12,1888 | “B% | |
10a, USUAL OCCUPATION (Givexindof work | 10b. KIND OF BUSINESS OR IN- | 1t. BIRTHPLACE (Stte or forslgn somatey) 12, CITIZEN OF WHAT
done during most of worl lifg, avan if retired) DUSTRY D COUNTRY?
housewlife - etroit,h‘iichiganj TS A

v

13b. MOTHER'S MAIDEN NAME
Anns B.Freeman

I3a. FATHER'S MAME

%William O. Waters

L

17. INFORMANT'S SIGNATURE OR NAME

14. NAME OF HUSBAMD OR WIFE
Thomas Francls

1ine for {8}, {b), and {c) DIRECTLY LEADING TO DEATH® ()

ANTEL‘EDENT CAUSES

Morbid emdmm if any, giring DUE TO (b}
rise to the; above cauae (¢) stating
the undcrlying couse last.

L

*Thiz does not mean
the mode of dyting, such
o8 heart failure, asthenia,
eic. It mecns the dis-

case, infury, o comg DUE TO (¢}

Ig’ WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURET(;! ADDRESS
o Bo, of toknews) | (If yes, give wat or dates of sarvice) .

no -1 none Thomas Francis,5464 Ellenwood

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

. Enter only oneceuse per | 1. DISEASE OR CONDITION ONSET AND DEATH .

.5".555‘2
L= EE R

. O'lHEFi'SlGNlFICANT CONDITIONS

Cunditions contribuling to the death but not
related to the disease or condition cauring death,

tion which caused death.

19b. MAJOR FINDINGS OF OPERATION

19a. DATE OF OPERA-
TION i

20, AUTOPSYT
ves ] wo [

i
1~

21b. PLACEOF INJURY (e.¢..in.or sbout

(Bpecily) NS
bome, tarm., l-uun ntront, ofioe bldg., ete.)

21a. ACCIDENT
SUICIDE
HOMICIDE -

2ic. (CITY. TOWN, OR TOWNSHIP)

(COUNTY) (STATE)

(Y-u} (Bom) Zle‘\lNJURY\OCCURRED 21f. HOW DID INJURY OCCUR?
‘WHILEAT *NOT WHILE

WORK AT WORK

Zld TIME Q\Stuutb) le)

FEIR

) NRAN
19

‘2] hereby i:y that I atténded the deceased from __1Z AT
A # 198503, and that death occurred at D22 m

, lo

. 19 , that I last saw the deceased

., Jrom the causes and on the date staled above.

alive on %
{Degres oz title)

Z3a.- SIGNATURE \\*\ ~ @ 23b. ADDRESS

Z3c. DATE SIGNED
/-36-3p

KQOA. A ’70 3720
24a, BURIAL,. CREMA- | 24b. DATE
1

24c. HAME OF CEMET ERY OR CREMATORY
TION, REMOVAL (Bpecity)
l-2«5

24d. LOCATION (City, town, or county)
st . Louis ,Missouri

(Btata)

Uurial () Bellfontaine Cem,
REGISTRAR'S SIGN:;URE faa N

ATE. REC'D BY LOCAL 25. FUNERAL DIRECTOR'S S8I
.’p Waroner

T 1957

CNATURE ADDREAS

4911 Washington

(Licensed Embelmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

v

1]
I hereby certify that the body whose pname is recorded on the reverse side of this certificate was embalmed by me, or by —— oo

. . s ' Student Embalmer NOususceseosraaraansannansna .
working under my personal supervision.

Signed M ;77 W/’N

Slgnad..................‘..'......i.?':..:_"..‘. TR Licenzed Embalmer N. /=5) yﬁ
. Student Embalmer\‘(‘ . - ‘ l&' C .
’ ( P, O. Address & M

Note: Fhe above MUST BE SIGNED BY THE LICENSED_‘EN!BA_]’;,‘ME\R in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license.)

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




