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THE DIVISSON OF HEALTH OF MISSOURI

S, No.300 - )
> ] FILED APR 261957  STANDARD CERTIFICATE OF DEATH Sate File o
BIRTH KO, REG. DIST. NO. 91‘ 8 PRIMARY REG. DI1STY. NO. m Reg:'ﬂmr’; Nn 33
1. PLACE OF DEATH : 2. USUAL RESIDENCE (Where deconsed lived. If ingtitution: residence befors
j #. COUNTY o STATE yot o courd b. COUNTY adinlacion).
b. CITY (it outside corpurate imita, write RURAL snd give ¢. LENGTH OF j| ¢ CITY . d. In Resldemce within Lmits of
STAY OR o
TOWN St. 10\115 . townahip} (in this place) TOWN S t. LO uis ‘ a ;tg ohhmrp?‘?uldm town?
d. FULL NAME OF (If not in houpltal or [natitution, give strect add or o STR (If rurs), give location)
5§ RIS Bnroute Bomer G Phillips Hosp g 2739 A, Frenklin Avenue
L4 -
73 NAME OF e (First) b. (Middle) c. (Last) 4. DATE i) (D) (Yo
{ Type or Print) Arthur Foote DEATH "g-;/ 5?
5, SEX _6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, “A| 8, DATE OF BIRTH . 9 AGE (In yesrs[' IF UnDER 1 mn W UNDER & HRS.
ua WIDOWED, DIVORCED (Spe Last birthday) Meauu Hours | Min.
le | Colored Divoroed 6-14-1918 | 38 |
102, USUAL OCCUPATION (Givekind of wack | 10b. KIND OF BUSINESS OR IN: | 11 BIRTHPLACE (.0, 1ag Seata or Foraign Gasstry) / 1ztngh=1z_%y{?FwHAr
Laborer None Mississippl '
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
i John Foote : | Lillian Flemmings Hone .
15, WAS DECEASED EVER IN U.5. ARMED FORCES?

16. SOCIAL SECURII';I'OY 77 INFORMANT" § S1GNATURE OR NAME ADDRESS

(Yes, oo, orutknown) | {If yes, give war or dates of service)

Nn 1 Iatla Marzetta 2?39 A. Franklin Ave,
- 18. CAUSE OF DEATH . - S T ERTIFICATION _~ lg;szgrv.:l;{ BETWEEN
Enter only onecsusepes | 1. DISEASE OR CONDITION TH
lime for (a), (b), and (c) DIRECTLY’IL&DING TO I?_E_Am'(a) . -)
*This does not mean ANTECEDENT CAUSES @ ( ,
the mode of dying, such | Morbid conditions, if any, giring DUE TO () At
as Beart follure, asthenta, | rite o the above cause (o) stating, -
dc. It meane the dis- | A underlying case lagt. . .. .-
cose, Injury, or complice- DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contribuling to the death tut not 7
related to the disease or condition causing death. ‘ - /
19a. DATE OF OP'FE)AI‘i t9b. MNOR FINDINGS OF OPERATION - meTO 1
S27] v [

21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (s.s.. tnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) - (STATE)

SUICIDE bomwe, Iarm, lactory, steeet, office bldg., e1a.} -

-HOMICIDE .
21d. TIME {Moath) (Day) (Yeas) {(Hour) 2te, INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?

L . L WHILEAT[™] NOT WHILE

INJURY - WORK AT WORK

2.1 hereby certify that I attended the deceased Jrom . _, , 18 , that I last saw the deceased

, and that death oceurred a/a_z " from the causes and on the date slated above.

g e h 23b. ADDRESS 23:. DATE SIGNED
R S 300 BAl |pns

24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, of county) {Btale)
Washington Park - 8t, Louis County, Missouri

25, FUNERAL DIRECTOR'S S1GNATURE ADDRESS

) - |Ellie Funersl Home, Inc 2820 Stoddard Ste

, 19

WRITE PLAINLY——USING UNFADING BLACK INK;MAKE A PERMANENT RECORD

DATE REC'D BY LOCAL | REGISTRAR'S S5IGNATURE

~ APR5 57

(Licetsed Embalmet’s Smemm: on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

FoR A <o LT S g , Student Embalmer No....c...c.vvene

woirking under my personal supervision..

L. Ml T

Student. ....ooovurii o iii e
Signature of Student Enbalper

- A 3

"Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failu:
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also sha.ll szgn in his OWN handwntmg

o

T this body is‘not embalmed fact should'bé 50 5tated above. YA-2- L Bt
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