THE DIVISION OF HEALTH OF MISSOURI
uo. 300 FILEDFEB 7 - 1955 2704
e STANDARD CERTIFICATE OF DEATH State Fite Novver S LOE,
' BIRTH NO. REG. DIST. NO. 31 8 PRIMARY REG. DIST. NO. __.1003 Kegisirar's Na|"“088§.
I FLCJSLC;E OF DEATH 2. USUAL RESIDENCE (Where decsased lived. 1f instltution: residence befors
a. NTY a. STATE Illinoi s b. COUNTY adimion).
b. CITY (i outztde corpurats limita, writs RURAL sad give ¢. LENGTH OF || c. CITY . 1s Residence with .
OR woshio)| STAY tlo this pla OR iy or incorporaied Towt
a TOWN  St. Louis, Mo. doctleslsell own Junction B e o
[+ d. FULL NAME OF (It not in boupital or instltution, give streot nddress or location) STREET (It raml, gtve loeation) :
HOSPITAL OR ADDRESS 20
8 INSTTUTION  RARNES HOQSPITAL g Rural Routs 'S ! ¥
a 3 gEAC%ES%'E 8. (First) b. {Middle) ¢. (Last) 4. DATE (Month)  (Day)  (Year)
B (Typeor Prit)  LOuie Orville Jennings DEATH Jan. 30, 1955
g 5, 5EX 6. COLOR OR RACE | 7. NFDR%EDD, N.It:\\!.'ERCgSRRmD. 8, DATE OF BIRTH 9, AGEL-S;" years| I UNDER T YEAR | IF UNDER 1 WS,
(Bpeuir day} |Montka| D o Min.
g male white RAFP PET ™ “7 | Aug 30, 1892 | GZrroen |Momte| Dus | town ) din
GE m:on?iiﬂ;SEEE:':&TL%JS:::?O"M 10b. KIND OF BUSINESS OR IFI:IY 11. BIRTHPLACE {City and State cr Foreign Couatry) I 12. C{ITI%ERP‘:’?FWHAT
& construction worke building Illinois / ,
< 13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE
a Henry Jennings { Luecy Thompson Agnes Jennings
= 15. WAS DECEASED EVER IN U.S. ARMED FORCE:'.S" 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
i {Yes.no, or uaknown) | (I yea, pive war or dates of service) NO. .
= |no unknown Agnies Jennings, Junction, Ill.
'L 18. CAUSE OF DEATH s MEDICAL CERTIFICATION 'g:ggﬁgggﬁﬂ‘
. Enter only onecaus 1. DIS E OR CONDITION R . .
Z Yine far (3, (b)_md‘(’:; DIRECTLY LEADING TO DEATH"(,y _ Carcinoma of . 3 mos.
= *This doer not mean ANTECEDENT- CAUSE"’ E . l With metastases
2- the mode of dying, such Morbid conditions, if any, giving DUE TO {b)
- ag heart failure, asthenia, | rise to the abooe caude (u) stating
= de. It means the dig. | e underlying cavae last.
o) ¢ease, Infury, or complica- DUE TO (c)
s tion which catsed death, | 1, OTHER SIGNIFICANT CONDITIONS
a Condilions contributing {o the death but ot
= related to the direase or condition censing death.
g 19a. DATE OF OP'IEIRO‘N 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
5 - . YES & NO D
o 21a. ACCIDENT {Specity) .| 21b, PLACEOQF INJURY (o.5..inor about | 21c. (CITY, TOWHN, OR TOWNSHIP) (COUNTY) (STATE)
™~ P A l's‘l%IS{CDIEDE “w o " hogpe, larm, factery, street, office bidg., ata.}
NRL~ I kS X A -‘.\. — "_
¥ g' ' 2:9'. TIME (Monthy ™ (Dag) ' (Yearr<' (Houry - | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
St L "ok L] AT woRK- 1L X
';' z. I hereby certzfsthat 1 aitended the deceased from __JA[L-__LI, 1955. to_dJan. 30, 19_55 that I last saw the deceased
Y. alzve on __dJan. 30 , and tha! death sceurred al m., from the causes and on the dale stafed above.
. E 23a. SIGNwRE {Degroa or title) 23b. ADDRESS 23¢. DATE SIGNED
M. DO | BARNES HOSPITAL 1/30/¢S
<]
E‘_ %BNBEEIJ(?\;KLCSRD.E&!{A' 24b. DATE / 242, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Siate)
B {i ¥} -
£ lemoval ZL 31-55 |Norpis City, T11.
DATE REC'D BY Loc.qL 25. FUNERAL DIRECTOR'S SIGNATURE ADDRE S5
b’ -
M B Turner, Norris City, Fal.
,7" é (l.icensed 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 emba

BY I, OF DY oottt ettt ettt et os , Student Embalmer No............

working under my personal supervision..

SEUAETIE - o n v eeeeeee e em oot ns i e AR 0 ................

Signature of Student Embalmer

Licensed Embalmer

P. O. Address, &‘f

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 embaimed by a STUDENT, he also shall sign in his OWN handwriting.

J¥ this body is not embalmed, fact should be so stated above.

a




