o300 !ELEB[] THE DIVISION OF HEALTH OF MISSOURI 15:}55()41
-2 LHOCT 15 1953 STANDARD CERTIFICATE OF DEATH State File No...
'piRTH MO. REG. DIST. %0. 3 l 8 ~_ PRIMARY REG. DI1ST. mlo.o.z. RegmmuNa...... 9&3_&
D . PLACE OF DEATH 2. USUAL. RESIDENCE (Where decossed lived. If institution: residence before
a. COUNTY a. STATE Lﬁ.ssouri b. COUNTY adinisalon).
b. CITY (I outaide Umits, write RURAL and ri . LENGTH OF ¢ CITY
. eutalds corporate fmits, write N awmsbip | STAY (in thie place) OR “u “"“"‘,‘;;,'*.,o“:‘.“m“"“w‘:,,,"i
TowN Stn Ijouis TOWN St . Iauis L i ub ° [
g d. FHOL%P?_'J_\AME QF (If oot [n bospital or institution, give streot nddress or loeation) ASDI';REESTS ) vé 671! uxludvo location) ﬁzl/f
O INSTITUTION Homer G. Phillips Hospital 3636 Page 7O
B || 3 NAMEOF = o (rirs) b. (Middie) G (Lasw) COME et (ap (Yem)
E (Type or Print) Joseph Jones DEATH 9 17 53
] 5. SEX i 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, -9] 8. DATE OF BIRTH 9. AGE (¥n years| IF UNDER 1 YEAR | tr UWDER 2 HEs,
B - WIDOWED, DVORCED epeai?! 1 “0g ™ 1880 s e Mot Duve | Hour |
g o Divorced ec . 64 I
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . .
5 dmduﬂn;mutofworklumo.l:onﬂ nt!r:rdl B USTRY (City aad State or Foreign Countryl / ’Z-CSITI%E':QOFWHAT
g Laborer None Okla,
< 138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
® Joseph Joneas Carrv Jhhneon ] None
[*4 |5 WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | t7. INFORMANT' ‘i SIGNATURE OR NAME ADDRESS
bo: unkoows) | (If yes, glve war or dates of service) NO,
; Willoughby Jones 4223 St Louis #ve
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION Ingg}Ml. BETWEEN
= . Bnter only onecauseper | [. DISEASE OR CONDITION NSET AND DEATH
Z | imetor (, (b, and (o | PIRECTLY LEADINGTO DEATH (5) Generalized Arteriosclerosis Undt.
g *This doed not mean ANTECEDENT CAUSES
the mode of dying, such | Morbld conditions, if any, giving DUE TO (B)
. 3 as hear? foilure, asthenia, rise {o the above cause (o) stating
- B lete. It means the dip. | the underlying cause lust. . Fonal
o case, infury, of complicg- DUE TO (¢) tra
tion which coused death, | 1. OTHER SIGNIFICANT CONDITIONS
E Conditions contributing to the death tut not Chronic Rural InsuffiCiency Undto
a related to the disease or condition causing death.
= 1%a. DATE OF QPERA- | 19%. MAJOR FINDINGS OF OPERATICN 20, AUTOPSY?
b TION : ‘
=) Yis D NO @
) 21, ACCIDENT (Bpacity) 21b. PLACEOF INJURY (og..inorabont | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY} (STATE)
SUICIDE homs, farm, factory, atreet, ofice bldg., 410} . !
] HOMICIDE _ At 8 7} ‘
g 2id. TIME {Mosth) (Day) (Year) (Hour) 218, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? 4
- WHILEAT ] NOT WHILE
i -INJURY WORK AT WORK
E 22. I hereby certify that ] attended the deceased from _B=18 1953_ to _9=17 ., 1953, that I last saw the deceased
_; alive on - , 19 3 , and that death occurred at _é_Pm , Jrom the causes and on the date staled above.
ﬁ 2. SIGNAT RE_ - K L (Degres or titls) 23b. ADDRESS 23c. DATE SIGNED
: f LY , ¥.b. €] - 2601 N. Whittier 9-17~53
E 24a. BURIAL, CREMA- | 24b. DATE - ‘24c. NAME Of CEMETERY OR CREMATORY 24d. LOCATION (Qity, town, or county) (Btate)
TION, REMOYAL (Bpacity) R , : )
§ OmOY 9= 21- 53 Oskdale St, L@nﬁg-county Mb
LOCAL | REGISTRAR'S SIGNAT! 25. FUNERAL DI RECTOI 8 8 DRE
DATE RECD BY LOGE. S Si6 aiaﬁo 3706 ﬁ ke

SEP

el 7 D]

Boyd Br og F

7 (Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal;
by me, or by ..., PO J U B e rreerernreeraas s , Student Embalmer No..covooen-.-.

working under my personal supervision..

Signeture of Student Exbslmer

Licensed Embalmer No. 47(?
P. O. Address_/££§__-.MM

.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 handwrtttng.

74 this body is not erhbalmed, fact should be so stated above. -

I




