. No, 300

10.48

THE DIVISION OF HEALTH OF MISSOURI

WRITE PLAINLY—USING UNFADING BLACK INK—MARKE A PERMANENT RECORD

22. T hereby certi deceased from

ify gnit 1 uuendgéhe
alive on and that death occurred al

ALED JUL 20 1956  STANDARD CERTIFICATE OF DEATH - e i o 22020
BERTH NO. REG. DiST. NO. _Mrammv REG. DIST. no.__]_O_O_BRegummNa.... 6089
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere daconsed lived, 1 § i idance before
T & 'COUNTY - semm . .8..STATE b, COUNTY adinimlon).
4 -
b, CITY (1t outatd te llmits, write RURAL snd o e. LENGTH OF || <. CiTY il
T Qu s corpura mits, w - w'v:.hip) STAY do b place) OR St. I l d. !-’;mlg . ﬂ::‘:lcdmtol:nﬁ
OWN St. Ionis TOWN : ° 0
d. FULL NAME OF af sot in housital or snatisution, give strect address or location) SEEREEESTS (I rural, give locatlon) Ry J?
INSTITUTION Homex G, FPhillips Hospital 125 1611 Cole Ste A}
3. NAME OF 8. (First) b. {Middle) . € (Last) 4. DATE (Month) (Dey) (Y
. DECEASED " “OF 7 ear)
{ Type or Print) Charlie Ho.'l.'l.:!.day - DEATH 56
5. SEX ?,5_ COLCR OR RACE | 7. mIARRIED rsIE‘\;'EchsnmED} 8. DATE OF BIRTH 9. lf«:‘:‘E ) roun Jr vecn IDr'm T UNDER u s,
(Bpecify) d ¥, on ays | Hours | Min.
[ Male Negro Ridowed ~7/8/1877 78 l |
10a. USUAL OCCUPATION (Give kied of work | 10b, KIND OF BUSINESS OR_IN- | 1. BIRTHPLACE . - oA 12, cimizeN
. d“ﬂi r life, u:'ea':l :u::d) = DUSTRY (City and State or Foreign Country) / UN Y?FWHAT
eHPTOYed cecemecee Natchez, Miss, N8 A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF KHUSBANDOR WiFE o :
mdge Houidl!' o ) clemmie S'me Py P ey .
15. WAS DECEASED EVER IN UJ.S. ARMED FORCES? | 6. SOCIAL SECURLTS’ 7. INFORMANT'S SIGMATURE. OR NME ADDRESS
{ . or usksown} (]l.v-l wive war or dates of service} . )
wd" - - - .- .. Pe“l ch..ter - 4240 s' mchig.n’ chic.‘
“th, CAUSE OF DEATH MEDICAL CERTIFICATION Ig;ggAL BETWEEN
 Enter only onecausoper 1 1. DISEASE OR CONDITION - . ND DEATH
Fiome for (o3, (b, and (o | DIRECTLY LEADING TO DEATH®(;) Sbaryatis:n E Un:fet.
*This dos mot mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, gicing PUE TO (B} -
at heart fallure, axthenic, | rise to the above cauae (o) stating
efc. It means the dis- the underliping cause last. .5?
ease, Infury, or cosmplica- DUETO (¢ - ?C)('
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS Bronchopneumonia
Conditions contributing to the death but not -
related to the disease orpcondmon causing death. L3 ri.o_sclerosia
19a. DATE OF OPFEJ’}G t9b. MAJOR FINDINGS OF OPERATION \ n ole thiasiﬂ 2. AUTOPSY?
. ves & wo L]
2ta, ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.g..inerabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, surest, offics bldy..eta.}
. HOMICIDE )
21d. TIME (Montd) (Day? (Year) (Houwr) 21e. INJURY OCCURRED |} 211. HOW DID INJURY OCCUR?
WHILEAT[ ] KOT WHILE .
INJURY WORK AT WORK >
6=-20 s Iﬁ_, fo ;_6_'22.__,'1956_, that T last saw the deceaced

m., from the causes and on the date slated above.

232, SIGNATURE (Degres or m.ls'D

Eppoandt B Werbioieg  3MeDo

23p. ADDRESS 23c. DATE SIGNED

2601 N, Whittier St. 6=25=56

(Bpeclly)

ﬁda. BURIE\}KLCREMA- éd)20756

24c. NAME OF CEMETERY QR CREMATORY

Caplvary cemotery

24d. LOCATION. (City, town, or county) (State)

St. Louis Hissouri

DATE REC'D BY LOCAL

nmz?lsé‘é‘

&

{Licensed Embalmer's Statement on Reverse Side)

CTOR' S SIGMATURE ADDRESS ~

221 N, Grand

w




-~ an e T -k e

te el T . e il s e PR

STATEMENT BY LICENSED EMBALMER

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

byme, or by ...coaaeniannn et ecsseuassesessnacarecaet b r T e naaataaean s aennnn P , Student Embalmer No,..............

working under my personal suﬁerfision. .

................................................

A

~Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failu
to comply with the above constitutes grounds for revocation of license).
-, If embalmed by a STUDENT, he also shall-sign in his OWN handwriting,
17 this body is not embalmed fact should be so stated above.

e ror
.



