No. 300
10.40

YILED SEP 8 1955

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

L Y550 -5.5 rec. otst. wo. 31 8 PRIMARY REG. DIST. no

27677
'7421

State File No.

1003

Repisirar's No,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers desstsed lived. 1f institution: residence befo.s
. COUNTY . STATE : b. COUNTY inlmnion’.
. , i Missouri "
b. CITY (1 outside eorpurate Umits, write RURAL and give ¢. LENGTH OF c. CITY (1f outsde corporsta Hite, write RURAL and give townahip®
towvghip) | STAY (ln this place} OR .
TOWN S5t Louls TOWN St Louis e
d. FULL NAME OF (If ot in besplisl oz lustitution, give sireet address o7 | d. STREET - (f rursl, give locstion) '0(/“/7
HOSPITAL OR - DRESS
institution  Saint Louis Maternity /20 4567 Forest Park 0
3. NAME %IE s, (First) . (Middle) 7 ¢ (Last) Y ngrg (Month)  (Dag)  (Yean)
{ Twpe er Print) : Foxwell oeatH August 8 1955
5, SEX §. COLOR OR RACE 1 7. ‘I‘I'IlARRIED. E%R MARRIED, 8, DATE OF BIRTH 9. AGE Un mn ’: n:: 1 TEAR ; MER B WX,
DOWED, RCED csmuﬁ) oa T,
Male Negro - August 7 1955 18
m:;” USUAL gq-t‘:g?‘nonl I:‘(lmdtwk 10b. KIND OF BUSINESS OR l;; 11. BIRTHPLACE (City sad Brate or Foreign r_m,‘, é 12, Dgard%r;?r WHAT
- - St Louis Missourdi -
13a. FATHER'S MAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
George Lynell Foxwell Grace Billie Culberson _ - .
I5. WAS DECEASED EVER IN UJ.5. ARMED FORCES? | 16 SOCIAL SECURITY | IT. INFORMANT' S5 SIGNATURE OR NAME ADDRE’§§
(Yos. 80, 0r cnknown) | (If yeu, elvs war or datea of service) NO. )
INTERVAL BETWEEN

.|| Enter only cnecatse per

18. CAUSE OF DEATH ,
1. DISEASE OR CONDITION

lins tor (), (b), and (€) DIRECTLY LEADING TO DEATH® (5

*This does not mean ANTECEDENT CAUSES

MEDICAL CERTIFICATION

Speesecincs Tt HiFesu

) EE? ZND DEAIH_

the mode of dying, nuch gwmmmw, i 7,;5 DUE TO (b)
s beart fallure, asthenia, | rise to a coule (A,
the underlying conse last.
. means the dis-
ae. It dir BUE T0 ()

case, infury, or complica-

11, OTHER SIGNIFICANT CONDITIONS
Conditions contriduting to the deglh but ot
related to (he disease or condition cauring death.

tlon which coused death.

192. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION 0. AUTOPSY?
. TION
N | ) w M
Zia. ACCIDENT (Boaclty) 215, PLACEOF INJURY (s.q.. tnorabot | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE Mo farm, fagtory, strved, oier bldg.. me) _ -
HOMICIDE ] ‘
20. TIME (Mwaid) (Dur) (Ten) (Hews | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT °
INJURY WHILEAT[™] KoY poa -7 // S(
ﬂ-ll‘lmbvemafychdlugrdad dmmdfrom_‘lgﬂ_{_?fgﬁ% to Aggust B , 1922 that I last saw the deceased
alive on __llgp._ 18 and that death oceurred gt =¢3 ., from the causes and on the date stated above.

WRITE . PLAINLY—USING UNFADING BLACK INK—MAEE A PERMANENT RECORD

. (Degroes or titlg e, DAT! SIGNED
W @ M/ 0 f % 74/0“3//‘ &/5 s
m BURIAL CR:Elk b, DATE 24:. NAME OF CEMETERY OR CREMATORY Lge‘ﬂ (Olty, Ww county) (Etated
f -3/ ~s3~ | Anatomical Board \ Db Lows
mmmay RESIST S NATU, b5 ERAL DIRECTOR™ S SIGN ODRESS
| AUG 24 1956 EW )%J—'/é:w—-ﬁ-/ — L S,

e oS . (Iiensed Exbeiner's Smtemed on Reverse Side)




STATEMENT BY LICENSED EMBALMER

-

[ hereby cértify that the body whose name is recorded on the reverse si»de of this certificate was embalmed by me, or by——.—.

»

Student Embalmar Mo.

working under my personal supervision.

Student souvases trenesenens eesesieansnsasnn - Signed
Student Embalower

Licensed Embalmer No.

P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes prounds for revocation of license.)

If this body is not embalmed, fact should be s0, stated above.




