HILED AUG 18 1954 YHE DIVISION OF HEALTH OF MISSOURI =i v N gres

. No. 300
| ': . STANDARD CERTIFICATE OF DEATH | s Fite mo
- |
BIRTH NO. ___ . REG. DIST. NO. ,ﬁﬁ PRIMARY REG. DI3T. &0, l(mg KRegistrar's Nc.........?.g.g.g--.
o T. PLACE OF DEATH - 2. USUAL RESIDENCE (Wbere decossed dived. If jostitutlon: residence before
a. COUNTY . a. STATE . b. COUNTY adiniaaion).
' Misscuri

b. Cé'lr;( {1 outelde corpurats lmits, write RURAL and sire " & AI:{EI?EE u?f-a c. CBI’F‘{ & 1s R within it of
| town St. Louis et TOWN St Louis )
d. Fit-IJéSL ?AME QOF (If not in hoapital or institution, cive strect address or location} give location) 3 ’ 7
' R Turof Homer G. Phillips Hospital /‘DDRESS 1007 N. 23rd Street s
DE‘ACMEESOEFD a. (First) . b. (Middle) [+ % (L.m) 4. DS}'E (\{onth) (Dey) (Yf)
(Tvpe or Print) Charlie Higgins peAtH  August -3, 195
5. SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. %) 6. DATE OF BIRTH S, AGE {Unyears| ¥ uen + Y | & wocr 1 s,
K A 3 {Bpeclf. . t ¥ oD Days | Houmm | Min.
Male Negro %tfcwer June 10, 1879 7 ] ]
10a. USUAL OCCUPATION (Give kind of 10b. KIND OF BUSINESS OR_IN- | #1. BIRTHPLACE :
: during n-tot'orhlnllih..:mnl!:c'ml)‘ : DUSTRY . (City and State or Foraign Country) 12&8{};%ER§'?OFWHAT
u NIL Tennessee
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND - OR ¥IFE
Charlie Higgins | Kattie Gellmore
IS, WAS DECEASED EVER I U.S. ARMED FORCES? [ 16.” SOCIAL SECURITY | 17. INFORMANT'S STGNATURE OR NAME ADDRESS
[4 . RO, O WD, [41) , klve war or dat: f narvice) . -
- po.orunknomn) | (I yem, el mar o dutes alvery : Sallie Berg 6720 Evans Chicago,Ill,
18, CAUSE OF DEATH o - : MEDICAL CERTIFICATION- Iﬁg%g&ggﬁm
| Enter only onecewseper | 1. DISEASE OR CONDITION H
line for (&), (b), and (o) | D'RECTLY LEADING TO DEATH® (n) Chronic Nephritis with Hypert.ens:.ve Undt

Heart Disease

*This does nof mean ANTECEDENT CAUS.ES

the mode of dying, such | AMorbid eonditions, if any, giring DUE TO (B)
a8 Reart follure, asthenig, | rise to the abore cause {a} stating . o
ete. It means the dis- the underlying cause last. .
case, infury, or complica- DUE TO (c)

tion tohick caused death. } 1), OTHER SIGNIFICANT CCNDITIONS -

" Conditions comtributing {0 the death bul mot
reloted Lo the disease or condilion causing death.

19a, DATE OF OP'FE)AP«I 19b. MAJOR FINDINGS OF QPERATION . : 20. AUTOPSY ¥
' PR NPT - ' YESD NO@
o pwre |1218. ACCIDENT S 7 (Bpacity) «. 1216, PLACEOF INJURY (s.g..in orabow | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
= = SMCIDE Y 7 “a b ¢ 3| homs,farms, hntory.luul office bldg.,et0)
. HOMICIDE ) ) ~,
" | 214, ngE (Month) (Day} (Yesar) (Hour) 2ie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- . P WHILEAT[™] NOTWHILE
—— INJURY % - - e o @ WORK AT WORK 5?52)(
- ..“3."- "'.. .
. - 22 I hereby ccrhfy that I atlended the deceased from May 15 95h 1o __August 3 , 18 54 , that I last saw the deceaced
alive on _AUgUSt 3 IQﬂ_, and tha! death occurred atll_zs_am , Jrom the causes and on the da!e stated above.

2. SIGNATURE LN . {De; titd 23b. ADDR . SIGNED
: D0 2801 N. Whittier 7|8

N
BURIAL. CREMA— 24b. DA E I 24c” NAME OF CEMETERY OR CREMATORY 249, £OCATION (Olty, town, ar county) {Btats)

TIDN REMOV. AL(Bpod.!r) . . u 2
Temova Qakdale Cémetery St.louis Co, Missouri 3

DATE REC'D BY LOCAL RE 4 . 25. FUNERAL DIRECTOR™ S 8IGMATURE ADDRESS
2 , 5—| . Bhglish -Und.Co. 1123 N.Taylor, Ave.. -

‘Z"& - {wc d Embaloter’s Statement on” Baverse Side

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




STATEMENT BY LICENSED EMBALMER

r

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

working under my personal supervision..

Wy 220 ni Il

St“dent"'"""'é&;ﬁ&i;’;}'k&k&?iﬂﬁii} ......... Signed. S AL e L A T L LT ’
sed Embalmper No.% ?s?.‘
— a 2

o s ﬁi‘%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
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 shéuld be so stated above.



