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THE DIVISION OF HEALTH OF MISSOURI '
STANDARD CERTIFICATE OF DEATH .

ALED APR 26 1957

Ragistration Distriet No. ...

TATE FILE NUMBER

______________ 318 e i 1003 e BBAD.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residencs before
- STATE b. COUNTY admiasian)
o COUNTY ° Missouri
b. C(F)TRY (if outzide corporate limits, give TOWNSHIP only)] Inside Limits e, Cg;f Inside Limits
TOWN 57‘ Aoﬂ/ﬁ Yes) NoDJ TOWN St. Louis Yesd NoD
c. FULL NAME OF (If NOT in hospital, give location}[Length of stay in 1b 4 . Resid
_HOSPITAL OR STREET (lf outside, give location) eside on Farm
INSTITUTIONSK Aders €7y & f ﬁtd/t? DRESS 2207 Parket St. YesO NoO

Name o Firnt Aiddle 4 Lla! & e H _:r 4. DATE Month Day Yeer
ASED CF -
(Type or pring) /04 mﬁE m,LLjI DEATH PK /3/ /?J /
5 SEX 6. COLOR OR RACE 7. MARmsﬂ m NEVER MARRIEDD 8. DATE-OF_B!RTH. . -. 1—" 9. AGE (In years [ IF UNDER 1 YEAR JiF unpEr 24 HRs.
t._.a lfost birthday}l [Monthe | Daws | Hours | Min.
Female Negro wipowep [} oworceo [ 3-29-1884 |

-}10a. USUAL OCCUPATION (Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

1. BIRTHPLACE (City and atate or country)

12, CITIZEN OF WHAT COUNTRY?

during most o, fforkmp life, even if retired)
Housewlf

none

O
Fulton, Missouri

USA

LB' FATHER'S NAME

Clay Hockaday

14. MOTHER'S MAIDEN NAME

Lucinda Jordan

4=19-57

Washington Park Cemetery

15.:WA5 DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.{|7. INFORMANT Address
{¥es, no, or unknawn) | (If pes, 0ive war or dates of service)
no none Mr, Aaron Mills - 2207 Market St.
iB: CAUSE OF DEATH [Enter only omre catise per line for (a), (b), and (¢).) INTERVAL BEI':IAE;N
PART I! DEATHIWAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE {a) I 1‘1 remhosis O:JQ rljldr midd e CéErebroe Hﬁ#"i’
Conditianas, if any,. DUE TO () /'/ ~ e f en Sio b
which' gave rise to L 4
abote tgusc :e i 3
stating: the under-- i
> lying cause fost, )| DUE TO-(d) 33 A
[=] PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 13. was auTOPSY
= PERFORMED? =n
3 vis[J no R~
E 20a. ACCIDENT SUICIDE HOMICIOE {200, DESCRIBE HOW INJURY OCCURRED. (Enfer nafure of infury in Part [ or Part 1 of item 18.) :
§ B a L3 o
2 20c. TIME OF  Hour  Month, Day, Year -
5] INJURY a. . . .
E p.m, . :
E | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. g., in or abort home, | 20f. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT ] NOT WHILE farm, factory, street, office bidg., ete)
WORK AT WORK
2t. JFatrended the deceased from 3' 7 ) 7 . to “ ~/3-3 / and lasr saaw A f_;" alive an y- oD 7
Dearh occurred at . ~«e Pm m on the data stated above; and to the beat of my knowledge, from the causes stazed.
24, 8IG ( Degree or.titlg) R ¢]22b. aoDRESS 22¢. DATE SIGHED
nich gD > | 2317 So. 13th st. oty -S7
23a. BURIAL ATION, |23b. DATE 23, NAME OF CEMETERY OR CREMATORY 23, LOCATION (Cilg, towrn, or county) ( State)

St. Louis County. Mo,

24. FURERAL DIRECTOR
‘Atkins Bros,

ADDRESS

364/ Finney Ave.

5, REGISTRAR 5 SIGNATURE

25, Dmf.’i % L‘Sl?REG.

J?ﬂ«/—ﬁ my

{Licensed Embalmer’s Statement on Reverse Side)

v




STATEMENT BY LICENSED EMBALMER
'

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

by me, OF By «.uiiiiii i S e eieeeeraaaeas , Student Embalmer No...........

working under my personal supervision..

Student ... Signed
Signature of Student Embalmer .

P' O. Address 2405 Marcus

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING (F=
to comply with the above. constitutes grounds for revocation of license), .
If embalmed by a STUDENT, he also shall sign in his OWN handwrit'ing.' h
{If this body.is not embalmed, fact should be so stated above,



