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

THE DIVISION OF HEALTH OF MISSOURI

FILED NOV 18 1955  STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. __31_8_ PRIMARY REG. DIST. ND._1_OO_3., Kegistrar's No

State File No.. 38362
9503

'BIRTH NO.
{. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconsed lived. If ‘ostitution: residence before
. COUNTY . STA . . 3 dinislont.
a a TE Missouri b. COUNTY adinimlon)
b. CITY (1l outclds corpurats limits, writs RURAL asnd . LENGTH OF . CITY L .
outaids purate . - e * to‘i’l:.hip) cSrAY tln thin place) ¢ OR . ¢ hgf;i:'m‘;‘ wmmumlu o
Town  St. Louis TOWN Louis Yo QN () ;,,
d. FHé'sL NAME OF (If ot in hoapital or institution. give streot address or location) ASTRFEEES% (11 rura), eive location) J}\g 0
INSTITUTION _Homer G- Phillips Hospital 1546 Biddle Street -
3 NAME OF a. (Firsh) b. (Middie) <. (Last) 4DATE - (Moaw) (Dep) (Yen
{ Twpe or Print) Joe Hicks DEATH 10 28 55
5. SEX 6. COLOR OR RACE | 7. "I\JI.}%}E‘EB !‘S]E\\:’E;R{CI‘ESRRIED f 8. DATE OF BIRTH i ' 9. AGE&::::T“ A: ur ID'r:;n F UNDER U sy,
{Bpecily) ¥, oo a | Hours | Min.
Male “| Negro Marrie Nove 25, 1906 L‘;B |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR [N- II BIRTHPLACE
dona during most of workiog life. wounumlndw STRY (City ead State or F"“p D’"M"}/ lzcgllJTNITZ'IE?"\:'?FWHAT
Dinning Car weliteriRallroad Wilmot, Arkansas - UeS ol s
132, FATHER'S NaME 13b. MOTHER'S MAIDEN NAME L |34 NAME.OF HUSBAND OR WIFE
Joe Hicks ~|"Mattie Ray Hicks
5. WAS DECEASED EVER N 11, 5. ARMED FORCFS? 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
‘{Yoe. no. or unknowan) {If you. glve war or dates o! service}
S 02-11,-1602 | Mattie Ray Hicks 1546 Biddle St.
18. CAUSE OF DEATH ‘MEDICAL CERTIFICATION | ONEEY AND Do
. Enter only onecause per DISEASE OR CONDITION -
linefor &, (), and (2 nmanLvumnchoonnuqn Uremic Coma, Arterlolarnephrosclerosi Undt.,
‘e This does not mean | ANTECEDENT CAUSES - e e = = S S T T T
Ak the emods of dping such) ~Rdoroie eondilions, if ony, ( givfny ; DUE TO™(b) .
ar hear failure, esthenia; | rize fo the abore couse (a) sating
e, It means the dis- the underlying couse lost: .
case, infury, or complica- DUE T0 () 4
tiom which caused death. | 11. OTHER SIGNIFICART COMDITIONS
- Conditions contributing to the death but ot
related to the disease o condition cauting death. Termlnal Hypostatic Pneumonia. .
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION : 4 %6
ves (X wo [
21a. ACCIDENT (Bpecitr} ZIb PLACEOF INJURY (s.g..inorsbout | 2ic. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bomae, farm, fagtory, street, office bldg..et0.) . .
HOMICIDE _
2id. TIME (Month} {Day) (Yesr) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
oF WHILEAT ] ROT WHILE
INJURY ‘ o. | “woRK AT WORK :
2. I hereby certify that I atlended the deceased from _§_&'_ 19_51 lo MB._'___ 1955_ that I last saw the deceased
alive on ____lJ_B_ 18 , and that death occurred at l:L._QQa.Qn , Jrom the causes and on the date stated above,

(Degroe or title) . 23b. ADDRESS

M.D.

2601 N, Whittier Street

2Z3c. DATE SIGNED

10-29-55

%BNBEERN;(.N_ALCREMA 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, or county) (State)
. {Bpedily)
Remavsl 11=3=55 Washington Park Cemetiery St, Louls,County, Mo.

DATE REC'D BY L%%AGL 5 SIGNATURE

NOV 1 1955

25. FUMERAL DIRECTOR' § S|GNATURE

)ﬂ/@'ﬁe tropolitan fFunl. Sys »5010 Enright

(Licensed Embalmer’s Ststernent on Reverse Side) [

ADDRESS




STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was em!

by me, OF By .ot i e e

working under my personal supervision..

Student ...
Signature of Student Embalmer

Licensed Embalmer No.hﬁﬁé.

P. O. Address [L729. Hamme!

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

1f embalmed by a STUDENT, he also shali sign in his OWN handwriting._

I +his body is not embalmed, fact should be so stated above.

i) .



