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

THE DIVISION OF HEALTH OF MISSOURI 01861

Wl oy, ’
HLEDOCT 19 195)  STANDARD CERTIFICATE OF DEATH Stete Fit No.
" BIRTH NO. REG. DIST, NO. _31_& PRIMARY REG. DIST. uo.1 003 Repistyar's Nouw.m 840.8-
1. PLACE OF DEATH . g 2. USUAL RESIDENCE (Wbers decessed lived, If lostitution: residence before
a, COUNTY a. STATE . b, COUNTY admission}.
8t. Louis Missouri
b. CITY (If outaide corperata limita, write RURAL and give ¢, LENGTH OF c. CITY (If outalde otrporate limita, write RURAL aod give township)
R townshipy} STAY (in thia pla ‘2_2/ ‘7
TOWN St. Louis TOWN 5tl Louis
. FULL NAME OF (If not in hoapital or institution, give streot address or location) d. STREET {If rurl, give location) U
HOSPITAL OR ADDRESS
INSTITUTION  People's Hospital 2 2025 A Cole St,
3. NAME OF a. (First; b. (Middle ¢. (Laat)
DECEASED (First) (M ) 4 DgFE (Month)  (Day) (Year)
{ Type or Print) Hattie Smith _ DEATH 9 20 51
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| ¥ UNDER | YEAR | oF UNDER M Hs,
5 WIDOWED, DIVORCED (8pecity) ; lu%hdu) Months| Days | Hours | Mis.
Femsale Colored Married / 10-18 /o oﬁ 2 I
Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Su'u or forelgn aountry) 12. CITIZEN OF WHAT
done during most of working lite, sven if retired) ' DUSTRY D COUNTRY?
___Housewife Missouri USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Ferguson Laura Martin ~ i Thomas Smith
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes,n0, or unknown} | (If yes, slve war or dates of service) NO. .
No Thomas Smith 2025 A, Cole St..
18. CAUSE OF DEATH ’ MEDICA ERTIFICATION Ig;rénv SETWEE!
. Enter only onecause per 1. DISEASE OR CONDITION
lne tor (&), (B), and {0) DIRECTLY LEADING TO DEATH‘(a)
YThis doer mot mean ANTECEDENT CAUSES J‘
the mode of dying, sch | Aorbid conditions, if any, giving DUE TO (b) Y
o beort fallure, asthento, | Tise f0 the abode cause (a) :mhzg . R
ee. It meana the dis- the underlying cause last,
case, infury, er complica- ) DUE TO () _ .
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS -
OmditimuomtriMmgwmdmmmw
rdded to the di
19a. DATE OF OPERA- AJOR FIN{)INGS QF OPERAT . . 2. AUTOPSY1?
TION a 4/
ves [ 1 wo [
21a. ACCIDENT H /] 21b. PLACE OF INJURY (es..inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, iarm, tactory, strect, offios bldg.. eze.) . — -
HOMICIDE — —_— —_— -
21d. TIME (Month} (Day) (Year) (Hour) Zle. INJURY OCCURRED 23, HOW DID INJURY OCCUR? i . -
OF ' WHILEAT NOT WHILE !
INJURY -— WORK AT WORK -

; .
2. T horeby ¢ ttend ¢ deceased from 199/ to W 19,87, that 1 ast sato the deceased
alive on - 1.9 , and that death occurfed at m., frond the causes and on the date staled gbove.

e

24a. BURIAL. CREMA- | 24b, DATE Z4c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, toayor count}{ . (State)- ¥
TION, REMOVAL (Bpeeify) L
urial =24=5]1 Washington Park .l 8+, Louis 4 '
DATE REC'D BY LOCAL ISTRER'S SIGNATURE . 25 FUMERAL DIRECTOR'S S]GNATURE ADDRE S5
SEP 2 4 19%% § . 11is Funeral Home, Inc. 2820 Stoddard St

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse- Sldc of th:s ceruﬁcate was embalmed by me, 0 by

J"“,_.(.‘\;‘J ‘“ o \ c-‘

“ 3 Studont Ealnl-or Io.

working under.my personal supervision. — R ; i
F— P — Signpﬂ W

Student ..... eusensanacans e va R Yee e asanas sy
Student Embalmer . 4

[N ~ &
XTI ST AL e L “ » Licensed Embalmer '?/9 9/
LY [ \ . 1 .l
\\t 7 ‘\— . .(‘_ y
¢ WA\ P. 0. AddressZ £Z - e o B _/QQ-“

- S (‘-'\‘)( D T \
* Note: \The above M'lJSTtBF SIGNED* BY THE\LICENSED EMBALMERMI: his OWN}HANDWR.ITING (Fiulure to comply wil

A~
the above consntutes grounds for revocation of Ilceme.)

-

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