THE DIVISION OF HEALTH OF MISSOURI . 10013

. Mo, 300 ‘F.!.! i P .
P o2 ' MMAR 29 1952 STANDARD CERTIFICATE OF DEATH State File No.eowoersoeo
'BIRTH NO. ‘I_E_G_ DIST. NO. & PRIMARY REG. DI1SY. NO. / Registrar's No. ....-....__g.@_l'z.
d 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whers d d Lived. . If - inatitction: id before
a, COUNTY a. STATE b. COUNTY ad:abmion).
St, Lopis Mg, Missouri .o f
b. COI.IF;Y (1 outeids eorpurate lirsita, writs RURAL and wive &Aliénifm £F) c. C'IBT;{( (1f cuwide norporata limtts, write RURAL and give townahip)
townahlp! { ce)y
N TOWN o ¢ Louis - Mo. ‘ ToWN St,Louis o N4 7 e
d. FULL NAME OF (If ot La bmm or Insticqtion, glve strect addesas or location) d. STREET (1 raral, give eation) . g
HOSPITA DDRESS
INSTITUTION Homer G Phillips Hospital /f 151% GCoade Ave
38‘&?&5 S%FD 8. (First) b. (Middle) c. (Last) . 4. DATE (Month) (Day) (Year)
(Typeor Pringy  COTE L. Graves DEATH  March 16 1952
5, SEX B 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH / 9. AGE (In years| v oER 1| Yiax | ¥ oeR x4 mE8.
wi (Bracity? |. Insh birthday) |Months| Duays | Hours | Mia.
Femal Negro idowed 2~ 1Feb., 5, 1880 72 1 1] ,
10a. USUAL OCCUPATION (Gve kind of work 10b. KIND OF BUSINESS OR IN- | M. B!RTHPLAEE (Btata or forelgn eountry) 12, CITIZEN OF WHAT
done during mowt of working life, sven if retired) DUSTRY / COUNTRY?
Housewife Mt. Plesant, Tenn. 1.8 AL
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 147 NAME OF HUSBAND OR WIFE

(Y. 8o, o7 unknowa) | (If yes, xive war or dates of gervice)

I Harvey Granberry Alice BroTn Frank L. Graves
15, WAS DECEASED EVER N U.5. ARMED FORCES? l 16. SOCIAL SECUR;"TY i7Z. INFORMANT"' ‘n SIGNATURE OR NAME ADDRESS

=
i
Q
:
E
H
3
<
]
>
3 No | Frank Lyerson 1601 Market,E.St.L.T
.L 18. CAUSE OF DEATH © DISEASE OR CONDIT! MEDICAL CERTIFICATION INTERVAL BETWEEN TWEES
. DITION :
% [ linator oy {0y aon vy | DIRECTLY LEADING TO DEATH®s) Generalized jrteriosclerosis Yndet .
w *This dors not mean | ANTECEDENT CAUSES .
o tAe mode of dying, such | Morbid conditions, if any, gising DUE TO (h) Undetermned
5 of heart failure, asthenia, | Tite (0 the above couse (o)
_—3 Hdeo It meons the dis. thundcrlviugmuu lost, - -
[ care, Infury, or complica- DUE TO {c)
5 || tion which eanted deass. | 11. OTHER SIGNIFICANT CONDITIONS
= Congitions contributing o the death but not None
2 related to the discase or condition causing death. )
. ; 18a. DATE OF OPERA- |- 19b. 'MAJOR FINDINGS OF OPERATION - ! ’ | 20. AUTOPSY?
TION
g s [ w3
¢ || 21a. ACCIDENT (Bpaciy) . | 21b. PLACEOF INJURY tag..tnoraboms | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
' N SUICIDE .- C honse, farm, fastory, strest, offios bidg.,wee.) . ’
= HOMICIDE _
g 2id. TIME (Mooth) (Day) (Year) (Hour) 2le. INJURY CCCURRED | 21, HOW DID INJURY OCCUR? } ~ . r
: ’ WHILEAT ] HOTWHILE }7" { ,:0 0
J‘ : INJURY : = | “work AT WORK .
E 121 hereby ify that I allended the dgceased from L, 1 _5_1_, to -3-16 . 18 52_'thqt,1!laa£ #2310 the deceazed
-1 . 19.52_/and thot death oceurred at _Lio_.” m., from the causes and on the date stated above.
E GNATURE - s & ' (Degresortitle) | 23b. ADDRESS 23¢. DATE SIGNED
. | ¢ D 2601 N Vhittier St - | 3-18-52
E ﬁouﬂ H RI SVI.AL CR Z4b. DATE T 24c. NAME OF CEMETERY OR CREMATORY - | 24d. LOCATION (Ctiy, town, or connty)  ~ (State)
§ Rembyal & [2/2]1 /50 Areenwood Cemetery St. Lomis, Mo.” - '
DATE REC'D BY LOCAL TRAR'S SI & 5. FUNERAL DIRECTOR' 8 S1GNATURE ADDRESS
MAR 191957 M | Wm.Smith 4019 Washington Blvd.

(Licersed Entbalmer's Statemert on Reverse Side)




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 o

Signed K

. RS \W)‘“~=
Slgn.ed............. ------ eesrracanas P . Licensed Embalmer No 14_ 3[7/

Student Embalmer

Studen

working under my persona! supervision.

P. O. Addms_aSZ..-Mum

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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




