LT THE DiVISION OF HEALTH OF MISSOURI

28984

. No.300 p
10.48 . FILED SEP 6 ]956 STANDARD CERTIFICATE OF DEATH State File No.immimsiinnnsmseesisns
- . o
BIRTH NO. REG. DIST. NO. 3 I 8 PRIMARY REG. DIST. NGLOQ_S_. Registsar’s No....... 6929
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whbere 4 d lived, If lastituti 3 belote
v a. COUNTY . o STATE  ppe ooonurd b. COUNTY sdicialon).
- ) b. %TY (M outcide corpurate limits, writs RURAL .mh.?:.hip) §T Alﬂiifm pl?:o) c. ng an ',:‘,;,,,T;“ :;o,,;l‘,wuﬂl:’;;m_
: JOWN St. Louls TOWN g+, Louis ==
d. FULL NAME OF (1f oot in bospital or fnatitution, give sirect address or locatlon) o STREET (1f rural, give location) ; 7
HOSPITA ADDRESS
Nenrorion Homer Go. Phillips Hospital / fo) 5188 Cates * ;\ / 0
3. NAME OF . (First b. {Middle c. {Last
DECEASED b (Wlﬁ I)I. 2 ¢ ) ) 4DATE  (Month)  (Day)  (Yew)
{ Twpe or Print) le Perkins DEATH T 22 66
5, SEX )‘ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In years| ¥ UNDCA 1 YEAR | o GNDKR i was.
Male ; |DOWED, DIVORCED (Bpecit, Lasl birtbday) Monl.h- nu—- Hours | Min.
[ Colored Married | B2 7 |E |
LT g | 0 oSS 7SROy o ) | RS
Presser (Clothing) ne M4 ssigaippt
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. WAME OF HUSBAND OR WIFE
Char o oagg?h.i_na_nm
5. WAS DECEASED EVER IN U. S ARMED FORCES? | 16. 1AL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes., B0, 07 unkuown) | (If yes, Kive war or dates of service) NO.
No Sallie Warner 3

UNFADING BLACK INHK—MAKE A PERMANENT RECORD

18. CAUSE OF DEATH
. Enter only onscause per
line for (n), (b), and (c)

*This does mot mean
the mode of dying, such
ar Leart foilure, asihenia,
etc. . It means {he dis-
egie, injury, or complica-
tion which coused death.

I. DISEASE OR CONDITION

éEDICAL CER IFICATION

INTERVAL BETWEEN
‘ z e ouiE‘Aun DEATH

DIRECTLY LEADING TO DEATH‘(a)

.uA.q ..oud»d

ANTECEDENT CAUSES

Morbld conditions, If any, givi
rise fo the above cause (a) statin,
the underlying couse laat.

Zhe C A ol Zhe 7P Chcvidak
rae., soAio oletooted | <o
oAs

1. OTHER SIGNIFICANT COND,

=

19a. DATE OF OP_FI%FN 199, MAJOR FINDINGS OF OPER

el A

Cunditions contributing to the deat a0t : : z
| _reloted to Lhe disease or condition %

S

-

BV AP 7Y SV

S «at
.ok

- o Bp.eu;) 21b. FLACE OF INJURY (e.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY)
bome, I A . ,office bldg.,e18.) -

E Ho CI me, larm, faciory. streat, office &8, f?az‘ ’ .O . .

g 21d. TIME (Month} m-n (Year) (Hoar) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? D - 2_\

WHILE AT} NOT WHILE g .

} INJURY m | " work AT WORK =<

» - N

;" 22. I hereby certify that I atiended the deccased from 19 , lo , 18 , that I last sow the deceased
:‘:' alive on . 18 , and thal deaih occurred am., from the causes and on the dale slated above.

- GNATURE (Dpgroe o e)’ 23b. ADDRESS - 23c. DATE SIGNED

: 2 ke /jm:? (o Z2E-SYf
E 244 RIAL, CREMA- | 24b, DATE 24:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, or county) (State)

o REMOVAL (Bpecify} W . . ’

= Burial - ashington Park St, Louis C

25 FUNERAL DIRECTOR'S $]1GNATURE ADDRESS

TURE -
'rm% h r%*f_Bllis Funeral Home, Ino, 2820 Stoddard St.

(Licénsed Embalmer’'s Statement on Reverse Side)

DATE REC'D BY LOCAL | REGISTRAR'S SIG

UL 2619%




s STATEMENT BY LICENSED EMBALMER

-

1 hereby certify that thetﬁody whose name is recorded on the reverse side of this certificate was embals

e eatiesseseomsesascescarusnsatsananmriuautasnes brrenans , Student Embalmer No..............

working under my personal supervision..

Student........ooniimiieieccitatceasasscacrasannsane
Signatare of Studant Eabslmer

L

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

If embalmed by a STUDENT, he also shall siga in his OWN handwr:tmg. _

14 this body is not embalmed, fact should be so stated above. - .



