THE DIVISION OF HEALTH OF MIS50URI 207o<~

5. No.300
oo fiuiSge 3- gy STANDARD CERTIFICATE OF DEATH, 1003 """ SR
BIRTH MO REG. DIST. NO. jﬁ PRIMARY REG. DIST. NO. Registrer's No. ... 7858_“
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If ingtitution: residenss befors
7 a. COUNTY a. STATE /V/ b. COUNTY N\ sdwmiagion),
: b, CITY {If outzide corpurats Umits, write RURAL sed glve c. LENGTH OF .. CITY (I outaids corporate limita, write RURAL and give township)
townahip) | STAY (in thls place) OR 92 ?
a LIRS PN, TOWNJ% Lz ass
g d. FH%SLPFPABVI'_EOOF (If not in howpltal o7 jnstitution, pive sirect address or location) ADDRESS i1 lu.ul give loeation)
insTITUTION Homer G. Phillips Hospital 22 232l Clark Avenue
3 NAME OF a. (F;;st) ] b. (Mlddle) e (Last) n Dg;g (Moath)  (Day) (Yo
( Type or Pring) annie McKinney oEaTH  August 12,1952
5. SEX 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH . AGE (In years] ¥ UNDER 1 YEAR | ¥ wooRR 8 3.
WIDDOWED, DIVORCED (Bpacify) Lnat birthday) mm.., Days | Hours | Mia
Fercdbel /Y BLRO!  lnrsp agnr 2| - JA- |

10a. USUAL OCCUPATION (Gwekindof work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (8tate or £ )
done during mowt of working kifs, -v;ul:!nw r) - DUSTRY or forelan couniey Iz-cgll};‘:%NYTOFWHAT

Vo Hottpy 19,56/

:
é
[
P 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR wiFE
2 b )eha Panleh .Y
i || 15 WaS DELEASED®EVER 1N U.S. ARMED FORCES? | 16. SOCIAL SECURMLY [ 17. INFORMANT S S1GNATURE OR NAME ADDRESS
(Ywa. no, orunknown) | (I yow, give war or dates of service) NO. A
3 s hAL MIEN we s ch 2300 Cliay
| 18, CAUSE OF DEATH MEDICAL CERTIFICATION Io%ﬁ AmB)El’\H’EEﬁ
er | 1. DISEASE OR CONDITION
B0 Jonter only anecsseret | 1, RECTLY LEADING TO DEATH*,, __ Hypertensive Cardio Vascular Disease Undetermined
=1 {a}, {b), {©)
] *This does not mean | ANTECEOENT CAUSES
S [[the moce of évng, such | Mortia comations, i7 any, gising DUE TO ®. Undetermined —
. j || a8 Beartfailure, asthenia,. | rise to the above cause (o) stating . . L v . e R T
= de. It means the diz- “the underlying cause last.
o) ecaze, tnjury, or complica- - QUE TO (c)
P tion which caused death, | [1, OTHER SIGNIFICANT CONDITIONS R
= Conditions contributing to the death but not i i min
51 rdatedmmdu’:aae’o?mdifmmmudw death, Cardlaq Fa.llure. . . - Uq det?r ed
;zq 19a. DATE OF OP]@E{“‘ "19u. MAJOR FINDINGS OF OPERATION , 20, AUTOPSY?
= - . - . YES [:] NO IE
o 21a. ACCIDENT (Bpwelfy) 215, PLACEOF INJURY (s.g..Inerabous | 2Ic. (CITY, TOWN, OR TOWNSHIP) . . (COUNTY) (STATE)
4 ﬁ%‘ﬁigfns . bome, farm, {setory, stress, offios bldg..ete.)
Z .
,g 21d. Tél\FJ!E " {Meath) (Day) (Year) (Houwn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- . - - WHILE AT NOT WHILE
i INJURY = | "WORK AT WORK L}'d 5 x

22, I hereby certify thét I attended the deceased from _A_M._ IB&L to Aug,12, 19.5& that 1 last saw the deceased
alive on _A_g._a,__ 1952__, and that death occurred al _1-;_-_5_ 3 , Jrom the causes and on the date slated above.

-
o . NATURE * (D or title) | 23b. ADDRESS 23:. DATE SIGHN|
. %/F MG "M.D. | BEOL N. WnittierSt. ..  Audust i 1952
; E, TION BU ERMISJ.AL%RDE.ZA; 24b. DATE 2. NAME OF CEMETERY OR CREMATORY | 249 LOCATION (Otty, town. of county) (Btata)
B i £ 19- 521 PRI DALE - N ShLsoss Crontl My
DATE REC'D BY }_,oczj_ REMISTRAR'S SIGNATU 25. FUNERAL DIRECTOR'S $1GMATURE ‘aooress .
: AUG 1.9 195% D e Loy €3//3 2 NS
‘ . [ ey

(Licensed Embalmer’s Staternent on Reverse Side) Vot




STATEMENT BY LICENSED EMBALMER -

I hereby certify that the body whose name is recorded -on the reverse side of this certificate was embakned by me, or BY s

\.\:Orkif.lg underﬁw Perlonal Supcf\’isioﬂ. - . Student Embalmgr "o""°"""'-Ovvtv---------
Slgnei%%w < L
Signedisasscs caresEsisreanncararanasa e .
Student Embalimer . e ¢ Licensed. Embalmer No ?” ?7 ‘
- -
‘ o K P. O Addressﬁ 2. ] Wm

Nowﬂ- The above MUST BE SIGNED BY THE LICENSED MALMER in hiy OWN H.ANDWRI‘I'[NG (Faxlure to” comply with
the above constitutes ground.l for revocation of License.) -

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



