o THE DIVISION OF HEALTH OF MISSOURI 8330

1l F—E/B 20 1953 STANDARD CERTIFICATE OF DEATH Stete File No... !
|
tELRTH NO. REG. DIST. NO. _B_éZanmv REG. DIST. m.i.f_'iQ. Repistrar's No. __..5—_5.".4 ...... !
1. PLACE OF DEAT ’ 2. USUAL RESIDENCE (Whers Jucosssd lived. 1f institytion: resldences before l
a. COUNTY ’ . a. STATE b. COUNTY aglinisalon).
- g 6(.4.!.( Missourl 5’/ 2ed 4 |
b. C|TYT(1! ontr.ld- corpuraie limits, wtite RURAL and give c. LENGTH OF <. ClTY {H outside corporats Limity, write RURAL acd give townahip]
Lo s IST {in this place)
[ TONN Sd—Tsomid-g ﬂ. /) 33yrs 'rowu EapaEand, g ﬁ_ .
d. FULL NAME OF (If aot in hospital or itation, give streat add or location) d. STREET (I rura!, gve location)
HOSPITAL OR ADDRESS
INSTITUTION 507 T.eeton S 507 Leeton d
3.[;2?:!\&55%'; a. (First) b. (Midgéez. ~=ac. (Last) 4. DATE (Montb) (Day) (Year
{Typeor Print)  JONn Calhoun Jones DEATH Feb, 12 1953
5. S5EX ‘[ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| o UNOER | TIAR | OF DOER u w3y,

WIDOWED, QIVORCED ! wp. ¥} . last birthday) | Months| Days | Hours .
¥sale Negro arrle !Znérgg /1888 64 6 l 15 |
10a. USUAL OCCUPATION (Givakind of work | 10b. KIND OF BUS[NESS OR_[N- | 11. BI PLACE (Btate ;:lerd;n oountry) 12, CITIZEN OF WHAT
%mdnrin;mmulworklumo.umu retired) " DUSTRY . / COUNTRY?
aper Hanger .yt r FPs o zie ) - Memphis, Tennesses U.S.A.
tlaa. FATHER"S NAME B ETS Jo'mr:n's%nm NAME 14. NAME OF HUSBAND OR ¥IFE
' John Calhawh Tnl-nomn ‘ Minnie Jonsg
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yeu, no, 07 unknown) I (If yeu, xive war or dates of sorvice) . NO.
No - un’ len own’ Minnie Jones 07
18. CAUSE OF DEATH MEDICAL, CERTIFICATION . INTERVAL BETWEEN

 Eater only cnacauseper | |. DISEASE OR CONDITION . - . NSET AND DEATH
line for (a), by, and (¢) | DVRECTLY LEADING TO DEATH"(y) fivj; ;ﬂcu; ,a.z.h:‘- &. —tig e .
*This does mot mean | ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giming DUE TO (D)
a2 heari fatlure, asthenia, rise {0 the above cause (a) stating

- de. Il means the dig. | e underlying cause last. St - -
ease, infury, or complica- __DUE 70 (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
. Condilions contributing to the death but not vv‘ 60( ﬂ t L g C: e » m“u )
related to the disease or condition causing death. 2‘
- 19a. DATE OF OP.‘I;'.E)AbI 19b. MAJOR FI.NDINGS_ OF OPERATION 20. AUTOPSY?
ahig ™ . :
e &_ s v L‘\ ’aLOO YES D NO
21a. ACCIDENT . (Bpacity) Z'Ib PLACEOFINJURY (o.5.. Inorabort | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE . : hn {tarm, fastory, srest, offioe bl w10) : .
HOMICIDE: -~  —— - . :
21d. TIME (Month) (Day} (Yemr) tBo? 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
. WHILEAT[—] NOTWHILE[ N
INJURY - WORK AT WORK e

2. ] hereby ccrhg;_that I attended the deceased from Dae. 28 19 S} *lo Ee l’ 1L 119_5_3_ that I last saio the deceased
alive on 1t 1957 and that death occtirred at “U:00 6 m., from ths causes and on the date stated abose.

23, SIGNATURE I T (Degroe or titlo) za ADDRESS TR 23. DATE SIGNED
_ {. UM, Dol gy Diclihia Do Shbowss i 2-16 - 53

'.'PL'AINLY"USING UNFADING B).:..ACK_, INE—MAKE A PERMANENT RECORD

= %13 BUERIA\IF.. CREMA- | 24b, DAT! GLIZAc NAME OF CEMEI'ERY OR CRE.MATORY ZAd LOCATION (Clizy. town, or county) (Btate)
(Bpecity)
§ B%ﬁi?&ﬁh ?/1'7/‘33 reenwood (,emeterv . lstw'lLouis County, Mo,

DATE REC'D BY LOCAL |

2-/i-5T

REE] FUNg.RAL‘.*bH!ECTOR 3 51 GNATURE ADDRESS

T




STATEMENT BY LICENSED EMBALMER

: frt
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed b;gme. or by e —

Studsnt Embalaer No.

working under my personal supervision.

STUBONT cvvvanoennnennens e reenareirrenren Signed...
Student Embalmer d
Li€ensed Embalmer No 4259

P, O, Address 4107 Pinney Ave.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Falure to comply with
the above constitutes grounds for revocation of license) 2. .

I

If ¢hi body is not embalmed, fact should be so stated above. '
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