No. 300
10.48

4

-

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

FILED UL 31 fasy

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

269’?9

13a. FATHER"S NAME

Fagen Dawson

State File No.
BIRTH NO. — REG. DIST. RO. _ﬂg PRIMARY REG. DIST. MOD. _1_0_03 Registrar's No....... 6&97{ S
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whbers 4 d lived. It i before
a. COUNTY a. STATE . . b, COUNTY adinisslon}.
: Migssouri -
b. CITY (I outide corperate Umita, write RURAL sod rive ¢. LENGTH OF c. CITY . In Retldencs within lmits of
TO'::’N St. Louis township)| STAY (in this place) T gﬁﬂ St. :Lom s [ ;13 0 ,Iat'arp;;;hdum;n?
d. FULL NAME OF (f not is bospital or instivation, give streat address or loeation) STREET (If rural, give location) 3 g_}
HOSPITAL OR
iWontorion Homer G Phillips Hospital {3/ ?:?DRESS 2635 Pine St >
33‘5‘?:“&53%73 a. (First) b. (Middle) ¢. {Last) 4. DATE {Month) {Day) (Year)
{ Twpe or Print) Bg_atri ce Vickers DEATH June 27 1953
5. SEX 6. COLOR DR RACE | 7. #FRRlEB. glE\yoEEChE‘ARRIED'. 8. DATE OF BIRTH 9. l.A.GEhg::;;.n IF UNDER | TEAR | [F UNDER M HES,
i (Bpw + Mootha! Days | Hor Min.
Femal Negro| “"Piv3¥sed May 12-1915| 58 | il
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
dan-durin'mmtolvorun‘ml..:ln‘if:&) - DUSTRY (City ead State or Foreigs Countryl / 12 CIT[%E{E(OFWHAT
hongawvmrikc NSW PO""t ATk

13b., MOTHER'S MAIDEN NAME
Dovie Shufort

14. NAME OF HUSBAND'OR WIFE

17. INFORMANT" ‘n SIGNATURE OR NAME

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY ADDRESS
(Y. 00, 0r unknown) | (If yes., kive war or dates of service) NO.
" Harris Hughes 9146 Cates

18. CAUSE OF DEATH MEDICAL CERTIFICATION IgTERv.:I&gEfWEEN

_Entar only cnecamseper | 1. DISEASE OR CONDITION : . NSET DEATH

Jine for (s), (b, and () | D'RECTLY LEADING TO DEATH® ) Tuberculous Meningitis Undet..
ANTECEDENT CAUSES

*This does not mean

(he mode of dying, such | Morbid conditions, if any, piving DUE TO (b) ML]'.ia.ry Tuberculo,Sis

o hear fatlure, asthenda, | rite fo the above cause (o) stating - ‘

ete. It means the dis. | ‘She underlying cauase laat. - e ~ e

case, infury, or complica- DUE TO (¢} N

-tion whieh caused decth, | t1. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death byl not N
related to the dizease or condition eausing death. one

19a. DATE OF OPERA- | 19t. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?

_ TION :
. i v 1 o
2ia. A.CCIDENT " (Spedir), 21b. PLACECF INJURY (ag..inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
CIDE 3 Y ; boe, farts, factory, sireet, offics bldw..e10.) .
‘~J Bomicioe * A /P X
21d. TIME (Mosth) (Day) (Year) (Howr) 21e. INJURY OCCURRED | 217, HOW DID INJURY QCCUR? 7
WHILE AT HOT WHILE
INJURY WORK AT WORK

2.1 hereby cerly y that I aucnded the deceased from

6-25

, gpd that death occurred al

. 19_53_, lo 6_"2L_, 1.953_, that I last saw the deceased

oli m., from the causes and on the dale staled above.
23 ATURE ;Z /,(/ or titls) 23p. ADDRESS 23c. DATE SIGNED
D, 2601 N Whittier St ~29=53
24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county} ~ °~  (Btats)
TION. REMOVAL (Bpecity) 3
Remagal 2/1/5% o Mew Dopt. 45344— -
W%BYQL%%L , 5TRAR'S 51(; ATURE - 5, FUNERH. DIRECTOR'S §|GNATURE ADDRESS
- ” o X .
A v o2 ,_,_-?;44__ X, HL B Rysse ndertakin A onzo
77 ’7’(.-6 { ¢d Embalmer’s Staternent on Reverse Side) Pine.

\



|

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embal.
DY mMe, OF DY ottt iiii s iiieriies e st ratass e rae b , Student Embalmer No....... cneea

working under my personal supervision..

Student....coovivciiiiiiiii i, e
. Signature of Student Embalmer

Licensed Embal
P. O. Addres

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

-




