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THE DIVISION OF HEALTRH OF MISOUUR]
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Statemment on Reverse Side)

BIRTH KO,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. i instiution: residepce befors
a. COUNTY - a. STATE b. COUNTY aclinimiand,
Saint Louis Missouri /. St, Louis
b. CITY (1 owteld timita, write RURAL and c. LENGTH OF || e CITY s Resldenc :
oulde corori il vl BURAL sod e € SENGTR ST < SO 107/ | crppemmmmy
W clavton Daw TOWN Kinloch J Yer Wo O]
d. FH(I)-IS-PFTAAT.EOOF {If pot in boapital or institution, give atreot address or Kw-ﬂon) '.AsDr[?REEESrS (If rurs), give lmllo{)
INSTITUTIONS t ., Louis Co. HOSDa 639 Denham St.
3. NAME OF a. (First, b. (Middle ¢. {Last}
DECEASED (Firsy ( ! { l 4. DS‘I!_.'E 8”0?,“} émy) (Year)
(Typeor Priey  JENCIE STREETUS: . DEATH ct., 28 1956
5, 5EX 5 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED 8 DATE OF BIRTH 9. AGE (In yearm| IF UNDER | YEAR | «f OwDCR 1 MRS,
Jg) ]VO CED tﬂpc last blrthday) Mcthn’ Days | Bours | Mia.
F Negro ow (April 16, 1877 79 |
10a, USUAL OCCUPATION (Givekind of k 10b. K, BUSINESS OR IN- 11. BIRTHPLACE ' 12, CITIZEN OF WHAT:
dons during most of working life, -nn‘}l: b/ A&% --ACity and Stare or Foraign Coustry) / COUNTRY? WHAT
Housewi fe WhitePla Als ., U,S.4.
132. FATHER'S NAME I3b. MOTHER'§ MAIDEN NAME 14, NAME OF HUSBAND'OR ¥IFE
(Unknown) Whatley Amey (Unknown) William Streetus
15, WA%DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, r unknown) {11 yom, give war or dates of service)
NONE Minnie Kellsr Kinloch, Mo.
118, CAUSE OF DEATH R .MEDIC CERTIFICA N INTERVAL BETWEEN
| Enter ooly onestusper | |. DISEASE OR CONDITION ‘ ' - QNSET AND DEATH
Jine for (a), (b), and () | C'RECTLY LEADING TO DEATH @ -
“This doex mof mean ANTECEDENT CAUSES
fhe mode of dying, such | Morbid conditions, if any, gicing DUE TO ()
aa beari faflure, asthenia, | rive to the above cause (o) stating
etc. It means the dis. | e underlying cauze last.
case, Infury, or complica- DUE TO ()
tion which coused death. | 1), OTHER SIGKIFICANT CONDITIONS
’ - Conditiona contributing to the death but n1of
related to the dizease or condition equsing death,
19a. DATE OF OP'FI%AIG 19b. MAJOR FINDINGS OF QPERATION . 20. AUTOPSY?
A/ZOO ves (3 wo (J
21a. ACCIDENT {Epecifr) 21b. PLACEQF INJURY (e.g..incrabogt | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY} (STATE)
. SUICIDE bome, Iarm, factory, sireet, 0508 bldy., ete.) .
HOMICIDE
21d, TIME {Mooth) (Day) {(Year) (Houn) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT
WHILEAT[ ] NOT WHILE
INJURY WORK AT wORK .
g Uct. £b 20
22. I hereby certify that I atiended the deceased from ct. 27 , 18 6 , lo , 19 , that I last saw the deceased
alive on . IQ_SQ, and that death occurred at _Lx24DD m.. from the couses and on the date stoted above.
{Degree or tit% 23b. ADDRESS Zc. DATE SIGNED
> 601 S. Brentwood,Clayton, Mo. | 10-28-56
24b. DATE I 24z, NAME OF CEMETERY CR CREMATORY 24d. LOCATION (City, town, or county) (State)
10-31-56 Washington P Berkley _ Mo,
DATEFREC'D BY LOCAL | REGISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS

1



" STATEMENT BY LICENSED EMBALMER

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

ST T - 3 L RACCLICTEETTTT R T ETEEETIEE , Student Embalmer No...........-..

working under my personal supervision..

.

Student..... i seesaaeememesevesceeiiietiosanasiasas Signed.. =
Signature of Student Embalmer
Licensed Embalmer No... a ... 2 .. l ...

a P. O. Adflrgsa..[fl;m@(ééf.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
*7¢ this body is not embalmed, fact should be so stated above. :




