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THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 3 la PRIMARY REG. DIST. NO.].Q.O_B.. Registrar's No.w.... 8222_

1951

State File No. o vununmnanussiem

2. ] hep

, I

by certify lthat I attended the deceased from _&1_'4__.,
9-16 , and thal death occurred at

BIRTH KO.
. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decoased lived. If lastitution: residence befors
&. COUNTY a. STA b. COUNTY adutmton),
st. Louis, Missouri A TMigsouriot Gt _
b. CITY w1 id limits, write RURAL and gf ¢, LENGTH OF c. CITY (If outedd limits, writs RURAL and giv -
o] o 'wmm. u. it {o":lblp) STAY (in this place) o '”’?"’“" cive towmshia) 47. ;24/ 5-7
TOWN TOWN St. LQlliS =
d. FULL NAME OF (I not ia howpital or i lon, give streot address or location) d. STREET (If rusal, give ioeation) 174
HOSPITAL OR RESS :
instiTuTioN. Homer G Phillips Hospital - 2601 Elljot
3. NAME OF . (First b. (Middl . (Last
DEGEASED o (First (Miadie o {Last 4 DATE  (Month)  (Day)  (Year)
{ Type or Print) Amos Duncan DEATH _ Sept, 16 1951
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH * AGE (In years) I* UNDER | TEAR | ©F GOER M HES.
ﬁ‘ WIDOWED, DIVORCED (Bpaecity) N ’ last bizthday) H.nnun, Daye | Hours | Min
Male Negro Married June 30, 1884 67 2116 |
10, USUAL OCCUPATION (Givekizdotwork | 10b. KIND OF BUSINESS OR iN- | 1# BIRTHPLACE catate or forelan country) 12,_CITIZEN OF WHAT
done during most of working 1ifa, even if retired) DUSTRY COUNTRY?
None Lavwrence, A / L ¥, S A
I3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
' Amos Duncan, Sr. | Unknown ] __
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes, Do, orunknown) | (If yes, xive war or dates of service) NO.
Na 4 rs. ances Woods 3128 School
18, CAUSE OF DEATH “ MEchAL CERTIFICATION INTERVAL BETWEEN
| Enter anly onecsuseper | I, DISEASE OR CONDITION ONSET AND DEATH
ot te0, . and @ SDIRECTLY LEADING TC DEATH® (5 Cerebral. Thrombosis l} days
ANTECEDENT cnusEs
*This doss not mean
{he mode of dying, such | Morbid eonditions, if ang, giving DUE TO (0 _Art-_e_l‘_igiq;ﬂrgii:_ﬂaaﬂ_ﬂiaeasﬁ__ Undet,
an heart faflure, axthenta, g':u‘:d'f:lyﬁ?:a cauae a£ :l) sating - . N :
ete. It means the dis- g -
vaue, infurt, ot complice- DUE To (o Undetermiadd
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS : :
Conditions contributing to the death but not
related to the disease or condition causing death. None
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
> TION
ves [ ] wo E]
21a. ACCIDENT (Bpwcity) 21b. PLACEQF INJURY (e.5.,Inorabout | 21¢. (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE)
SUICIDE homa, farm, factory.street, ofos bldg. ese.) - ;
HOMICIDE . ‘
21d. TIME (Mont} (Day} {(Yemr) (Hour} | 2le. INJURY OCCURRED | 2M. HOW DID INJURY OCCUR? % ~
WHILEAT[ ] NOT WHILE '2 M}
INJURY = | “work AT WORK
7/
1951 10 9=286 | 15 51, that I last saw the deceased

m., from the causes and on the date stated above.

b. DATE

9/2 /51

(Degree or titls)
M. D,

24c. NAME OF CEMETERY OR CREMATORY

St. Peters

23b. ADDRESS
2601 N Whittier.St

24d. LOCATION (Otty, town, or county)
St. Louis

Z3c. DATE SIGNED , -

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

DATE REC'D BY LOCAL

SEP 18 1557

Gl

R'S SIGNATU

"ADDRESS

h& s, F ERAL DIRECTOR"S SIGNATURE [
g oo @ e 1221 N, Grand

S B

(Licensed Embnimer’s Statement on Reven

Side)




.

R T
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, of b¥ueereiiceneccemenes

e , Student Cabalmer No.

working under my personal supervision.

Student ..... Cresebenanresansnssants Seoeas Signed.... — e A T
Student Embalmer

Licensed Embalmer No ;7/7 ‘5\“"
P. O. Add‘ress_/;;/ %’ AL o

4 Note: -~ The above MUST BE SIGNED BY THE LICENSED EMBALMER in bhis OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

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

[




