E ::::o FILE[] SEP 6 1955 STANDARD CERTIFICATE OF ﬁ‘EA?H o State File N0291'?1
5 "BIRTH NO.__ folary 55870 ree. pisT. no.B I 8 PRIMARY REG. DIST. N‘% Rea.;:m”No "“7720

]
|
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. 1 instltution: residence befors
| - a. COUNTY a. STATE U b. COUNTY sd.nissiont,
| v Oa
. b. CITY (If oytald to limity, write RURAL and gb ¢. LENGTH OF | e. C|TY B
‘ ‘ » corpura m (3.1 ‘o'vnc.mp) STAY (Lo this place) 4 ?Mm:;nmr‘:w%‘u;
TOWN . st, Louis . TowN g Louis Y= O % -
d. FULL NAME DF {1# not ia hoapital or institution, give sirset addreas or location) REET (It rural, give locatfon) . .
- HOSPITAL A q >
. INSTITUTION Fiymin Desloge Hospdtal 21 2866 McNalr - 2 0
3. NAME OF . (First b. (Middle . {Last
DECEASED 8. (First) ( ) c. (Last) 4. DATE (Month) (Day) (Year)

..OF
DEATH 8 16 56

9. AGE (In years| IF UNDER 1 YEAR | IF UnDER u nzs.
last birthday)} Monunl Days

(Twpeor Prine)  Debra Iyan Spilkea’

5. 5EX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, O 8. DATE OF BIRTH
WIDOWED, DIVORCED (8pesily)

*This does not meen ANTECEDENT CAUSES -

the mode of dying, such | Morbid conditions, if any, giving DUE TO (B)

a# heart foilure, asthends, | rise to the above couse (a} stating
the underlying cause last.

Houyra | M
| Ferale white o _Balbe56 _ 15| 18
102. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE : R . 12, C!TIZEN
| done during most of working life, avem if retired) __ _ ———— DUSTRY St (City end State or Foreigs Connen) (3 15 GURZEROF WHAT
| NENE - o Louis, Mo, UeSeA
| 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND OR WIFE
| Willdam Fugene Splkes | Wilmg Jean Weathers None
| i5. WAS DECEASED EVER IN U.S5. ARMED FQRCES? | 16, SOCIAL SECURITY 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes. o, nknown} | (If yes, mive war or dates of service}

| %o None Wilma Spikes, 2866 McHalr, St. Louis, Mo,
i 18. CAUSE OF DEATH - CERTIFICATI INTERVAL BETWEEN

‘N Enter only onecauseper | 1. DISEASE OR CONDITION _ ‘ TH-~-
| ine for (8}, (b), and (¢) | PLRECTLY LEADINGTO DEATH @ (1‘; "4 A ]
| 7
|
|

ele. It meane the dis-

: care, injury, or complica- DUE TO (c)
: tion which caused death, | 1), OTHER SIGNIFICANT COMDITIONS
’ Conditions contributing to the death but not .o v

; related to the dizense or condition causing death.

' 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ° 20. AUTOPSY?

! TION . 7 é*

i ' YES D NO-.

| 2ia. ACCIDENT {Bpecity) 210, PLACEQF INJURY (s.g.. lnorsbans | 216 {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) '

_ SWICIDE ““| boms,isrm, Inotory,street, offios blda..ete.)

; HOMICIDE . .

i 21d. TIME (Mooth) {(Dmy) (Year) (Hour) 21e. INJURY OCCURRED | 2)f, HOW DID INJURY OCCURT" .

' WHILEAT[—] NOT WHILE

; IRSURY = | " work AT WORK N

| 2. I he'reby certifyghatl I atlended {he,deceased from _ﬁ’ %) 18 £C lo g/ 7 - 19& that T last saw the deceased

- s 19._5;. and that death occurred al um from the cau on the date aia!ed above.
N B (Degreo or tit.le)/m}zab AZ\% I 23¢c. DATE SIGNED
Je.,-w IR ¥ | Sv7-s¢

24s. BURITAL. CREMA. | 24b. DATE . 24c. I\A'HE OF CEMETERY -OR CREMATORY 24d." LOCATION {Oity, town, ¢r county} (5tate)

WRITE PLAINLY-—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD

TION ﬁ OVAL (deh')

8-21-.1956 |Mt. Hope Cémetery | _'St. Louis County, Mo.
REGISTRAR'S SIGNATUR 25 FUNMERAL DIRECTOR'S SI1GNATURE  ADDRE$S
fg’ 4?)%‘% m,,al McLAUGHLIN F.H.,INC. 2301 Lafayette

P (Ticensed Embalmer’s Statement on Reverse Side)

DATE REC'D BY L(X:AL

AUG20 1956

gl o




STATEMENT BY LICENSED EMBALMER

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

by me, or by %

working under my personal supervision..

Student... ... i i
Signature of Student Embalmer

Lic;ensed Ermbalmer Ng.z ?

P. O. Addresgat*

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 sign in his OWN handwriting.

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

i L



