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I. PLACE OF DEATH : : 2. USUAL Rasmzm:z (Whars & d lived, If ioeti = befon
\ a. COUNTY a. STATE VMo, b. COUNTY =~ ety
b. CITY (I cutside corpurate I.Imlh..vrlh RURAL sod sive ¢. LENGTH OF c. CITY ) : 4. Is Barkdence within tmits of
OR . woship)| STAY OR .
5 tomn  St. Louis Mo. rowetie) @weshedl  rown St. Louis e ER
. FULL NAME OF tal STREET. vural, :
o HOSPITAL OR not in bospltal or insitution, give streot address or losation) .- ADDRESS u!mrll.d“loaﬂan) a\f q
O INSTITUTION 5163 N. Sarsh ') 516 N. Sarah
g 3-:',‘5‘2:""5_5, 5%';3 a. (First) ’ ’ b. (Middle} e (Last) G 4. Dé'r_r_E (Month}  (Day)  (Year)
) { Type or Print) ROBERT JONES DEATH 10 3 1953
E 5. SEX - ©| & COLOR OR RACE | 7. MARRIED, Nsxggcvgsnmm / 8. DATE OF BIRTH D 1:I\“(;:-: o yeass] o e | TOR | & ueen i ur,
b D
: male W. HIDOWED, B @l | 3/91 /1901, i i el el e
10a. UEUAL OCCUPATION uﬁu:.“xmam:; 10b. KIND OF Busmasso%g_r {{i‘; 1. BIRTHPLACE 0, ..a"s..‘. or Foreiga Cowstry} /- 12 culTrzENOFWHAT
: E CPrBH oK e I11. - - i o'
‘ < 13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR VIFE
‘ Francis Jones | Jeffie Farmer o .
ﬁ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
) (Y, 0o, or unknown) I (If yu, glve war or dates of wervics} NO. | -
g no - 489-14-4177 Mrs. Robert Jones 516 N. Sarah
[ | 1. cause oF pEATH . . . : . .+ MEDICAL CERTIFICATION , . . |gg§rvﬁm
* M | Enteronlyoneceuseper | 1. DISEASE OR CONDITION - . -
Z | 1ine for (a), (1), and (¢y | PIRECTLY LEADING TO DEATH (a) — . : — ]
- - - -
g *This does nol mean ANTECEDENT CAUSES ' @w % %
-+ wg [ the mode of dying, such | Morbid conditions, if any, gising PUE TO (b) R x
3 as beart failure, asthenda, | Tite to the abose cawure () stating . v
B || cte.* 1t meone the gis- | Phe underiying camae last. e ' e L g
» ease, infury, or complica- DUE TO (c)
5 | tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS . 1 -
= . “ ' conditiona contributing to the death but aot © - - R : -7 ‘ .
g related to the disease or condition causing death.
= 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION L. ] 20. AUTOPSY?
7 TiON f i .
g : ves B wo [
o e ACCIDENT (Specity) 21b, PLACEOF INJURY (a.g..in crabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
. DE * - » | home,farm, factory, strest.office blds.,aze.) « . . -
. A FOMICIDE 3 _ S o o
g + { 219, TIME (Month} (Day) (Year) (Houwn | 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. aF o : WHILEAT—] NOT WHILE 3 3 1_/)(
J' INJURY : : - = | work AT WORK _
1
B | hereby cotity, that I attended the decoased from , 19# to , 16___, that I last satw the deceased
,;: , 19 and thal death ocgurred at ¥ QO & | ‘m., from the causes and on the dale slaied above.
ﬁ 23b. ADDRESS . . ] 23. DAJE SIGNED
- _ /30 0 Clmc, f m;
Ei- }{/ Bumk‘[. CREMA- 24b, DATE 24c.. NAME OF CEMETERY OR CREMATORY | 244. LOCATION (Oity, town, or connty). (State)
OHHREYAT -10/6/53 Fose Hill . |Marion I11 L
DATE REC'D BY LOCAL | REGISTRAR'S 51 m?z D 25 FUMERAL DIRECTOR'S 3 GNATURE ACDRESS )
0CT5 1953 2 gdzj ﬂd LT \/\/\,Ou? 21,356 Lindell Blyd
d Embal ent on Reverse Side) g




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
DY M, OF BY .ot it iiie i rrer st enen ceeeneen » Student Embalmer No,.............

working under my personal supervision,.

Student ..o it iiereci e iicniireiararaas Signed.. 2. Nt LLJ-W ........

Signature of Student Enbslwer

-
i Licensed Embaimer )h,B\S(

. _ t
| P. O. Addre!»% ................

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.

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

~ - .




