. No. 300
. 10.40

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

o]

LEQ,..M.ﬁY 14 1953

THE DIVISION OF HEALTH OF MISSOURI

REG. DIST. NO. 3__1 8__ PRIMARY REG. DIST.

STANDARD CERTIFICATE OF DEATH

| 16027
1003 ... . " A370

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived. If L residence before
“a. COUNTY . STATE : . duimion),
» . Missouri b. COUNTY Heaision
b. COIEY {If outcide corpurate limits, writa RURAL and give ) %A;Eﬁfm DEF‘ c. CITY (1f outside norporuta limits, write RURAL and give townshlp)

b 1
TOWN St. Louis ° I Town  St. Louis 2 2 97
d. FULL NAME OF (If not in bosplzal or lustitation. sive street sddress or location} STREET (It rural, pive boeation}
HOSPITAL OR Dness 7
INSTITUTION  Homer G Phillips Hospital &ﬁ 2712 Howard -

3 NAME OF 5. (First) b. (Middle) c. (Lnst) 4. DATE  (Mouth) (Dosy) (Yem)
(Typeor Prinyy  Willle Moore DEATH  April 2 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH . AGE (I years| ¥ tmtm 1 TEAR | o yxogn i w3,

WIDOWED, DIVORCED _(8pecify) Iagt birthday) { Months , Days | Bours | Min.
Male Ne Single April 20, 1888 | 65 3 |

10a. USUAL QCCUPATION (Otvekind ot work | 10k, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Buwte or forelgn sountry) 12, CITIZEN OF WHAT

done during moet of working lifs, even if retired) DUSTRY / UNTRY?
Hod Carrier Macon, Mias. e« Oe A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Joe Moore lizgie Patterson = | None
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? [ 16. SOCIAL SECURITY | 17. INFORMANT' 'S S{GNATURE OR NAME ADDRESS
(Yo, no,orunkoown) | (If yes. xive war or dates of service) NO. ,
No 305-07-1115 Lest Moore 1/4% Falling Springs Rd

18. CALSE OF DEATH MEDICAL CERTIFICATION lﬁﬁm

ca 1. DISEASE OR CONDITION

| Enter only oneceusoper | I, DISEASE OR, CONDITION, Pulmonary Tuberculosis, Far Advanced Undet.

line for {n), (b}, and (c) (a)

{(HLITErY)
*Thiz docs not mean ANTECEDENT CAUSES

the mode of dying, such | Aforbid conditions, if any, giving DUE TO (b)

ar heart follure, asthenia, | rise to the abope cowse. (o) wating . . . Ce e - IR * -

te. It means the dis the underlying couse last.

case, infury, or complh ..DUE TO gc)

tion which caused death. | 11, OTHER SIGNIFICANT CONDIT]ONS ’

Conditions contributing to the death but not .
related to the di:,:me :::-vwndmou causing death. Meninglti 8, Tuberculous Undet.,
19a. DATE OF OPERA- | 190."MAJOR FINDINGS OF OPERATION ' ) - e ! 20, AUTOPSY?
TION
. . ™ R ) N B . - . ml:l uoE:l
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.g..inorsbout | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) . . (STATE)
SUICIDE, home, farm, fastory, atreat, offics bldg., s1e.) e Wy e 4 IR 1]
HOMICIDE
214d. T(I)I\FQE (Moath) (Day) I'!’ur) (Hm) 21e. INJURY OCCURRED 1} 211, HOW DID INJURY OCCUR?
; - WHILE AT NOT WHILE
_INJURY WORK AT WORK . 0o 2N
2.7 hmby cerh{i; !hﬁ I attended e deceased from 3-1 , 19 53 lo L"‘?h 19_53_ that I last saw the deceazed
and that death occurred af _2.4 m., from the causes and on the date staled above.
S NATU . . {Degros or title) 23b. ADDRESS 23c. DATE SIGNED
,d,gg,m M.D, - 2601 N Whittier St L4-27-53
zAa BU R g csg"h 24b. DATE 24c, NAME OF GEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) .~ (State)
T. 4=29L53 Booker Washington. B St.  Louls, Ti1.
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 2 —_ 25. FUNERAL DIRECTOR'S %iGNATURE ADDRESS
AU, @ﬁ/m_gln Grand
APR2 81953 ¥~ Cutlncimrc bl d Hir— < . -ran
’ (- 4 (Licansed En s Staternent on Reverse Side)



STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

working under my persona! supervision.

SEUFONL vrurannnsscssvonsvoncnsanesnias wene ) Signed.. .

Student Embalmer ) ’ "-.'-._
’ - Licensed Embalmer No ‘;Té 7 yé
. P. O. Address /07'/'//}?- M

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.) '

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




