) THE DIVISION OF HEALTH OF MISSOURI
Neo, 300 y 10614
o2y  MAR 23 1654 STANDARD CERTIFICATE OF DEATH State it Wt Do
" l o —
' g(RTH uo.‘_b" REG. DIST. NO. Ql 2 PRIMARY REG. DIST. m._Lm_. Registrar’s No 60?
1. PLLACE OF DEATH . 2. USUAL RESIDENCE (Whers decoased lived. !f institution: resklence befors
2. COUNTY . a. STATE b, COUNTY ad:olsston).
° Q. Lour s AA:Lasour_i—_.&‘_ﬁa_:;_
X . . city . ence
o OOV e e i AL st 3T LT 07| C w071 | g
TOWN Blayton A iose B TOWN Xinloeh e *a
d. FULL NAME QF (1f not in hoapital or institution, give strect address or loeatlon) . STREET (ﬂ ru.rll ghve loell_nn)
HOSPITAL OR *'ADDRESS
INSTITUTIONS 1., Louis (o, H%t—_ﬁl
3. NAME GF a. (First) b. (Middle) ¢ (Last) 4 DATE {Month)  (Day) (Year)

e esfer wftarel p sosy

5. SEX 6. COLOR.OR RACE | 7. MARRIED NEVER MARRIED. 8. DATE QF BIRTH 9. AGE. (In yesrs] IF UNDER | YEAR | & UNDER 1 NS,
WIDC! &VORCED {Spaci; laat birthdey) |Months! Days | Hours | Min.

Male |Negro Marr — 59 l

10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . 12, CITIZEN
"OIIW il.téhrnrkiul.lh.“wnu :u'l::) h DUSTRY (City and State or Forsign Country) COUNTRYTOFWHAT

T { None Hollow. Grove, Ark USA

13a. FATHER'S NAME 13b.. MOTHER'S MAIDEN NAME 14, NAME.OF HUSBAND'OR WIFE
Green Tucker {Henrietts J

i5. WAS DECEASED EVER IN U.S5.ARMED FORCES? | 16. SOCIAL SECURLTS’ 7. INFORMANT 5 5IGNATURE OR NAME ADDRESS

Y orunknown) | (If yes. wive war or dates of service)
"R | !

: Unknown Mamia Tuskap XKinlosh "
18. CAUSE OF DEATH -- B .. MEDQICAL CERTIFICATION INT ETWEEN

) * ONSET AND DEATH
. Enter only onecauseper | - DISEASE OR CONDITION
Iine for (a), (b}, and () | DIRECTLY LEADING TO DEATH* (5) a éc- e o, & )

*This dors not mean ANTECEDENT CAUSES é / g : I z i
the mode of dying, such | Rforbid conditions, if any, giving DUE TO (b) (= z‘
a8 heart fallure, asthenda, | rise fo the above cause (o) stating . o . L

de. It means the diz- the underiying cauae last.

case, injury, or complica- BUE TO {¢) PN

tion which.cauzed death. 1 11. OTHER SIGRIFICANT CONDITIONS

" Conditions contribuling o the death but not
reloted to the disease or condilion couding death.

19a. DATE OF OPE%AN- 19b. MAJOR FINDINGS_ OF OPERATION : . . . 20. AUTOPSY?
. 58’ 0 YES m RO D

21a. ACCEDENT (Spacify) 21b. PLACEOFINJURY {a.g., lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) ‘('EI'ATE]
- » SUICIDE A hom.. farm, fagtory, street, ofSos bldx., ee.} B
HOMICIDE ' y
2id. TIME (Month) (Day) {(Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
ar WHILE AT[~™] NOT WHILE
- INJURY WORK AT WORK

2] he};:by‘ccrtiéf -thay altended the deceased from j_'_L/L. IQﬂ to ___Z__ IQ.-iiz that I last saw the deceased

WRITE PLAIN'LY-—-US]NG UNFADING BLACK INE--MAKE A PERMANENT RECORD

ghqe on , 19 , and that death occurred atﬂ_ﬁ m., from the causes and on the daté staled above.
}0 Degree or % 23b. ADDRESS ) ] Zk. DATE SIGNED
i M aﬂ-b % &0/ S 'Bren'l.lwooo}.efch/{onﬁﬂo 3-3 -S4

24, DATE Z4c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county)} . (Btate)
AP 3/11/54 Weshington Perk St. Iouls Co .
DATE REC'D BY LOCAL EGISTRAR'S SIGNATURE 25 FUNERAL DIRECTOR'S SIGNATURE ADDRESS .
REG.
3 -9- 54 R) . M. G. Wade Granberr

1¢/ (Livensed 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 emb:
»

by Mme, OF DY .t iiirrrerr e rcasaae s eeaeearreerrevesaans semannls s Student Embalmer No............

working under my personal supervision..

Student .o.cviiicirr e cia i tiiisise s asanaaas
Signature of Student Enbslmer

Licensed Embal

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
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 embalmied, fact should be so stated above. i LE AL A2

P




