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THE DIVISION OF REALIR Ur MINUURI
STANDARD CERTIFICATE OF DEATH

318

fILED FEB 3 1953

3143

bbb bt d

0659

State Fiic No...

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

! BLRTH NO. REG. DIST. NO. FPRIMARY REG. DIST. NO. Registrar's No,..— e
1. PLACE QF DEATH 2. USUAL RESIDENCE (Whers decossed lived. If institutlon: residence befors
. COUNTY . STATE . b. COU dnbmlon).
& 2 Illinois "q%. Clair T
b. CITY (If outeide corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If cutskie corporate lmits, writs RURAL saJd give townabip} |
wwnabip)| STAY (ln chls place) . . ,
TOWN  St. Louis days | TOW  East St, Louis & 2
d. F#!‘SLPF'PAHI‘_EO%F (If not in hospital or lmtitution, glve streot address or location) dAs[;rDRREESTS - (If rural, pive location) k
iNsTrruTion  Hotter G Phillips Hospital 1527 Baker Avenue
3. NAME OF a. (First) b. (Middle) ©. (Last) I 4. DATE (Month) (Day) (Year)
(Typeor Primt} LM (Lemmie ) Gooden _oeaw  Jan. 16, 1953
5. SEX 6. COLOR OR RACE | 7. #&%ﬁg rérls\\’.rgnclgsnmso 8. DATE OF BIRTH P ':EE o yeans] v e s v | ¥ w00t o .
(Bpacify) birthday oare
Male Negro Married 10-25-1877 75 l I |
I
10a. USUAL 2&;‘;’,”,‘,"“‘:’" “(l(.!.h'::a;dwuk 10b. KIND OF Busn-tzséo%g_r [‘4‘; 11 BIRTHPLACE i\ oad State o Forsiga Couatey) 12, cgsr'}%;;?pwum |
ﬁaBorer Hunter Packing Co. Commerce, Missouri
13a. FATHER'S NAME 13b, MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE .
Jim Gooden Sarah Jones Jessie Gooden . |
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY } SIGNATURE OR NAME ADDRESS
(Yes, no,or unknown) | (1f yes, xlve war or dates of sarvice) NO.
no | no 1527 Baker
18. CAUSE OF DEATH MEDICAL CER INTERVAL BETWEEN
| Enter anly onscawseper | |, DISEASE OR CONDITION _ U i ONSET AND DEATH
Yimi for (ay, (b, andl (5} | IRECTLY LEADING TO DEATH®(5y remia
R ANTECEDENT CAUSES
This does not teen Prostatic Hypertrophy Undet.
12¢ mode of dying, such | Morbld conditiona, if any, gising DUE TO (B)
o Beart faflure, asthenie, tae to the above couse {u} uctlna
‘dte. It meaus the diz. | Ao suderiying couse last
case, infury, or complica- DUE TO (c)
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS ] B
Congitions contributing to (e deald bul ot b, Chronic Cystitis; malnutritionn
19a. DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
) TION
ves () wo (3
2la. ACCIDENT (Bpectfy) 21b. PLACE OF INJURY (e.s..Snorabous | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE home, farm, fastory. strest, cifies bids..ate) . o :
HOMICIDE ] - . ‘
21d. TIME (Month) (Dey) (Tea) (Houn | 2le. INJURY OCCURRED | 2tf. HOW DID INJURY OCCUR? .

INJURY o | ViRt e o ) é /X
2. 1 hereby certify that 1 attended the deceased from _L=14 1553_ o _1=16= 19 53 that I last saw the deceased
ali m_f-_lé__,m_ﬂl,ppdlhatdealhowurredai :05a m,frmnlhcmwaandonthcdatesta!edabom )

SYSNATU , (Degres ar title) | 23b. ADDRESS 2. DATE SIGNED
Y2 , A A M D 2601 N Whittier St . =17-53
Ua. BEEJ c‘)‘\'r' CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) {Btats) |
(Boguliy) . '
emova Jan, 2o 195 shington Fast St. Louis, T11
DATE REC'D BY LOCAL | REHIST S SIGNATU - 25- FUNERAL DI I:cnz;ilznmn! “ABORESS” '
P2 é A >7 111 N. 13th

an Reverse Side}

JAN2 0 1995

i

S J&.




v

e e r————————— s ——————————— ——

STATI;:MENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by oo

_____ ey Student Embuimer No.

working urder my personal supervision. ' @ % C}

Student ..... tesussecssssnannrannnte crseeas Signed
Studont Emballur .

’ Licensed Embalmer No . 1

P. O. Address “-‘}‘/4['7 Fane

Note: The above MUS'I' BE SIGNED BY THE LICENSED EMBALMER in his QWN 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.




