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10.¢8 STANDARD CERTIFICATE OF DEATH State File No
N BIRTH NO. REG. DIST. NO. 3 la PRIMARY REG. DIST. NO. 1003R¢gulmrlNcﬂ‘OQ..S.§.
: D 1. PLACE OF DEATH 2. USUAL, RESIDENCE (Where deceased lived. If institation: residence befors
a. COUNTY - NOHG a. STATE M4 s b, COUNTY P ndintsuisn).
aaonr -t -
b. CITY id Uenits, wrd nd gf . LENGTH OF . CITY
Tg\Fﬂt'N g; -m;’u;;i  wite RUBAL & w:n..hip) §TAY [in this place) ¢ ch))\‘F}N St LO 1 ¢ ?§3‘&§£§J3}:}‘.‘m?m‘::¥
. ) i . 1lS "
g d. FH&IS.PI;{':_\AIM:'EO%F (I bot in hospital or jnstitutics, klve streat sddress or tocatlon) ASJDngéTS (I rursl. give location) ‘2 , 2 7
0 INSTTUTION Homer G Phillips Hogp /2 4523 Lewis P1,
a 3[’;‘EACEES%FD . 8 {First) b. (Middle) ¢, (Last) 4. DATE (Month) (Dey) (Year)
4 { Type or Print} Anna Mae ' Long: = DEATH Nov, 6, 1954
4 | 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /| 8. DATE OF BIR 9, AGE (Io yesrs| i UNDER 1 YEAR .} If UNDER 14 Wus.
§ ' WIDOWED, DIVORCED (Epe:i!)/ last birthday) (Montha| Days | Hours [ Min.
3 Female Negro Ma Aug, 28, 1912 42 o |
Z 10:. Usﬂ?n';gf.fﬂigﬂﬂfﬁ:ﬁﬁf&’i 10b, KIND OF BUSINESSD?ETR‘Y- W BIRTHPLACE (o0, .4 State or Foreign Country) Iztngd%iq'?FWHAT
K ousewife Housewife Little Rock Arkanass 1ISA
P i3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR ¥IFE
Cg b Albert McFadden i Henrietta Davis Wilev long -
¥ 15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT®*S SIGNATURE OR NAME ADDRESS
< (Yoa.po,orunknown) | (If yes, give war or dates of service) NO.
= No NQ None Wiley dong . 4523 lewis Place .
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION lggg}[_lh gEJgEEN
[ . Enter only onecsuse t, DTSEASE OR COND|T[ON TH
Z |\ tine for (a), (h)'md’(’g DIRECTLY LEADING TO DEATH"(,y _Garcinoma ith Pulmonary and
v e on | ANTECEDENT causes Osseocus Metastosis,
3 the mode of dying, such | Aforbid conditions, if any, glring DUE TO (b}
[ at heart fallure, asthenia, | vige o the abore couse (o) statling
e ete. It means the dig. | he underlying cause last.
o case, infury, or complice- DUE TO (¢)
e tion which caused death. 1 1l. OTHER SIGNIFICANT CONDITIONS *
=3 Conditions contributing to the death but not
3 related to the disease or condition causing death.
g‘ 19a, DATE OF OP'I!::I%’}N; 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
2 ves [ o [X
™ 21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.x..inorabout | 2Tc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) : (STATE)
P4 algﬁ{glEDlE . + | home, farm, Inctory,strest, office bldg.,ste.) . .
. g Al 210, T(IJP;__IE (Moath} {(Day) (Yewr) (Hour} 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
) WHILE AT NOT WHILE|
i INJURY . WORK AT WORK 170 N
; 2. 1 hereby certify that I atlended the deceased from _‘,"u";?:__ 195%, o b — 19_sc3rthot 1 last saw the deceased
ﬁ - " glive on _[___....___. 19£§_/ and that death occurred at . m., from the causes and on the dale staled above.
é 233 SIGNATUR (Degru or l.illn) 23b. ADDRESS . L 23c, DATE SIGNED
_ - Wi é@ Qna 12601 N, Whittier Street 11-8-54
E" z BURIAL CREMA' 24b, DATE 24c. I\g“E OF CEMETERY OR CREMATORY | | 24d. LOCATION (01??. towD, or county) {Btate) "
3 oo ams | ) o |goly st Touis, 111.| Bast St. Louis, 11linols
- ISTRAR'S SIGNATUR j ﬁNERAL DIRECTOR'S S1GMATURE ADDRESS
L
NOVR 1 ZA . 1036 Tudor Ave.

_icensed Embalmer’s Statement on Reverse ) Ldou wle &UUES L LL



STATEMENT BY LICENSED EMBALMER |

]
i

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

DY MNE, OF BY o iiiiericirrrrrrertirmmieastssasaranaaanassstamenisanraras bemennan . Student Embalmer No.......o... |

working under my personal supervision..

Student...cooooieeiiiiiiiir s e ciesiascesraaas
Signature of Student Embalmer

WP. o. Addressé#ﬁ([é:‘.ﬁ‘ff

Note: The above MUST BE SIGNED BY THE LICENSED-EMBALMER in his OWN HANDWRITI.NG. (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. ‘

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




