THE DIVISION OF HEALTH OF MISSOURI

. No. 300
o) AERQCT 1p 195  STANDARD CERTIFICATE OF DEATH e e o, SASBS
BIRTH KO. REG. DIST. NO. EL !8 PRIMARY REG. DIST. !001_0_0.3. Registrar's Nowe . im e 8.... ....2....8}55. .
1. FLACE OF DEATH 3. USUAL, RESIDENCE (Whare decoassd lived. If institutlon: recklence befors
O a. COUNTY a. STATE Missouri b. COUNTY admimion),
b. CITY (If outside corpurata limits, writea RURAL and give &TAli'ENithhﬂ OF) c. Cg;{ (If autside porporats limite, write RURAL and give township) ‘2 (? / y
. wiehl, . " .
a own St, Louis townebie) dassasedl  rOWN 8t. louis, v
-4 d. FULL NAME OF (If not in hoapital or | ion, give street add or loeation) d. STREET (If raral, give iceation) b
=) HOSPITAL OR - ADDRESS .
o INSHTOTION. Homer G Phillips Hospital i 1306 Webster Ave.,
E 3. BIE%ME %l;': a. (First) b. (Mlddle) ¢. (Last) 4 DgrrE. (Month) (Day) (Year)
& (Typeor Priney __ JoN Stewart DEATH _Sept. 15 - 1951
5 5. SEX l 6. COLOR OR RACE | 7. ‘I:’liAD%RIED. '5%‘!355 'ESRRIED' 8. DATE OF BIRTH 9. :_?E (In years| 7 S0cn 1 YO | Lwe 1
ED (Bpacifr) ’ birthday. o Days | Hours § Min.
5 Male Al, Colored ower Nov.10, 1873 , |
10a. USUAL OCCUPATION (Giekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (5ta .
& dooe durin et of working lite, even i rotired) | DUSTRY (Btate or forslen soumers) SRS WHAT
E . Miss,. / 7S A
< 138, FATHER'S NAME 13b.. MOTHER'S MAIDEN NAME t4. MAME OF HUSBAND OR WIFE
2 ' Alan Stewart ] lela Reed | Py
5 ]rfr'..wf OL)ECEASE)D E\(IIER IN d&fﬂﬁ”ﬁﬂ. ?ﬁfgﬂ 16. SOCIAL SECUR}‘TOY 17. INFORMANT' 5 SIGNATURE OR NAME- ADDRESS
h 0 yom, O » .
g - na or unkuow. . : et Rogers Stewart 722 Fo. Leffingwell /
J‘ 18. CAUSE OF DEATH L pis : OR CONDITION MEDICAL CERTIFICATION Digease lﬁ%ﬁm
5 || Boseronlyonecausoper | T ipp TV LEADING TO DEATH® Hypertensive and Arteriosclerotic Heart Undet.
- Itne for (a), {b), and (c} i (a) £l
b This docs ot mean | ANTECEDENT CAUSES . : :
S || the mode of aping, euch |  Asorbia conditions, if any, gising DUE TO (0} Generalized Arteriosclerosis
- a8 heart failure, asthenda, | rise to the abooe cause (a) stating
=) de. It meens the dig- the underlying couse last.
‘B caze, infury, or complica- DUE TO ()
5 || tion which cansed deat. | 1. OTHER SIGNIFICANT CONDITIONS
= " Conditions contributing to the death but not
= related to the disease or condition cousing death. None -
s || 19a. DATE OF OP'FEJABE 19b. MAJOR FINDINGS OF OPERATION : * | 20. AUTOPSY?
Z R
= . fad uxﬁ NO E
o || 22 ACCIDENT (Bpecity) 21b. PLACE OF INJURY to.xs.. inorsbeut | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE home. farm, Iagtory, utrest, offics bldg..sre)
ﬁ HOMICIDE .
g 21d. TIME (Mozth) (Day) (Ysar) (Houn | 21e. INJURY OCCURRED | 2W. HOW DID INJURY OCCUR? m
WHILEAT[—] NOT WHILE
i TNJURY = | WORK AT WORK 4 4
; z 1 hereby ify thot 1 attended the deceased Jrom 8-21 19_51_ lo __9_15_ 1.9_5_ that I last .saw the deceased
ﬂ plwe on = 19_5_ and that death cceurred af :h0a m., from the causes and on the dale stated above.
E ] W (Degree or title) | 23b. ADDRESS - |z«:c DATE SIGNED
= ' . D. 2601 N Wnittier St 9217-51 -
o 2Ab. DATE l 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, &!wn,urcounty) (State)’,
Cg _ 9/20/51 Waahingbon Perk Cems St. Louis, .
DATE REC'D BY LOCJ‘\SL 15T RS SIGNATU 25 FUNERAL DIRECTOR'S SiGNATURE . An’u’n‘.ss' L
SEP 19 1955 I B- G._Wade Granberry 4202 Finnev Awve,

(Licensed Embalmer’s Statement on Reverse Sld()

!




LR RN ' .

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, or by — ool

‘) et eee e e ene et eeeere et e e ems s e see et e e e et e e eee e e eeee Student Eabalmer No. =

.' m = L

Student .u.servnrncacncens Ahsasabaraar ety

Student Embalmer .- % [C
- “ - Llcensed Emhalmer Neo. 2 CP

working under my personal supervision.

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compy wil
the above constitutes grounds for revocation of license.) 7 o . e

If this body is‘not embalmed, fact should be so”stated above. ’ o ~

-




