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Coroner cannot csrtify to a deoth due 10 naturel causaes.
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_USE ONLY BLACK INK OR RIBBON TYPEWRITF IF POSSIBLE
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diseasos in Part | must be cosually related.
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FILED AUG 2 6 1857

Regisho!i.nn District No. ......

THE DIVISION OF HEAL TH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

1 L T ——" 0o < I

239693

; TATE FILE NUMBER

e

13. FATHER'S NAME

Gabrliel Lewils

. Unknowh

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. |f institution: Rasigence 'bclpru
. STATE gz . b. COUNTY edmission]
o COUNTY ¢ Missouri u/,#
b. CéTY {lf outside corporate limits, give TOWNSHIP only)| Inside Limits c. CITY Inside Limirs
R OR
TOWN St, Louis Yeslyr Nel tomm St. Louils Yosgl NoD
c. Fg%h_?:tlggF {l£ NOT inhospital, givelocation)|Length of stay in 1b 0 a {lf sutside, give location) Reside on Form
NSTITUTION Homer G. Phillips 2 wks /) ,ADﬂREss 4232 E, Cook YesO Nogp
3. :::'l or First Middle Loyt 4. DATE Monih Day Year
EASED OF
(Tope or print) R_‘o'dg‘ar Vlendell Lewis DEATH 8 3 57
5. SEX L6~ COLOR OR RACE 7. B. DATE OF BIRTH | 9. AGE (In years | W UNDER | YEAR JIF UNDER 24 HRS.
" . mn?{nﬂ NEVER MARRIED [] | Test lirthdaw) [aromre T Bave | Frowre T arin
a le eqgro winoweD [} pivoreen ) DB Ca ..2 -
| 102. usUAL OCCUPATION (Give kind of work done 1184 K1 F.BU R STRY |11, BIRTHPLA Cliy ond e . 12. CITIZEN OF WHAT COUNTRY?
during moat of working life, even if retired} ﬁé EDIQDB Sfﬁif ﬁn& ety it or coumiey) /
Retired Supt, of Chicago

Pittsn.rienz;zl Alahams ) IsA -
14, MOTHER'S MAIDEN NAME - = - e

15, WAS DECEASED EVER IN U, 5, ARMED FORCES?

{Yea, na, or unknpwn)

Yeas

| (If yea. give war or dates of Jms'c-)

16. SOCIAL SECURITY NO.|17. INFORMANT

P

18.

CA OF DEATH [Enfer
RT L D
ATE CAU
. 9
OUE TP (&

/u\z 10 (o)

¥ one cauge per line for (a), (b) and (c}.]

Xanthid Lewis, 4232 ®,
""Fat Embolism of Cerebral Artery due

Address ¢

Conlr

INTERVAL BETWEEN

et

Fracture of Femur, Comminuted

CATZT D

y 2

PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)

13. WAS AUTOPSY

MEDICAL CERTIFICATION-

Death occurred at

Jsd0

P

. . ERFORMED?
Passive Congestion of Lungs o s} wo
20a, ACCIDENT SUICIDE HOMICIDE | 204. DESCRIBE HOW INJURY DCCURRED, {Enler nature of infury in Part I og Part 1 of item 18.)
e a (1] ~
ot Y]

20¢. TIME OF « Hour  Month, Day, Year / / X [V o

INJURY a. m.

wom 7219

20d. INJURY OCCURREDS 20¢. PLACE OF INJURY (e. g., in or ahouf kome, |20f. CITX) TOWN QR LOCATION COUNTY STATE
WHILE AT NOT WHILE E,?/ Jarm, factory, Mireet, office bidg., elc.) . )
WORK AT WORK o T d P

. - " =3=57 Y 7T - e
21. I attended the deceased from Imez 7 , o ¢ and laat saw him alive on B=3=0/

m on the dato stated above; and to the best of my knowledde, irom the causes stated.

AuG 7

157

2a. $IGNATURE (Degree or tiile) (] ADDRESS e, DATE SIGKED
é’ W . 2601 Whittier Street 8=5-57
23a. BURIAL, CREMATION, 23b DATE Z3c. NAME OF CEMETERY OR CREMATORY . | 23d. LOCATION (Ciity, torrn. or county) {State)
REMOVAL {Spegifi
Remova 8/7/57 Greenwood Cemetary £. Toud
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG, | 26. REGISTRAR'S ATUR
Charles J. Gates, 4107 Finney R



- N o Ris
. Doe o o
'.“ . :
s STATEMENT BY LICENSED EMBALMER P
: R et T

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
. , i

byme, or by .....coiviiiina ... e arataseses i decannananaraaranaeaensaanacenennennns , Student Embalx:ner'No. ......

working under my personal supervision..

Student... ...l e, . Signed....oooo
Signature of Student Embalmer Ay & Co ’
- N O
- . - . - : ’ Licensed Embalmer No......
e . ) . T e L P. O. Address4Y07. Finn

- e [y

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for revocatton of license).
I {1 embalmed by a STUDENT, he also shall dign in his OWN handwriting. .
"If this bodv is not embalmed, fact should be so stated above.




