THE DIVISION OF HEALTH OF MISS0OURI

$. No.300 336‘1_0
e FLED SEP 17 1g57 STANDARD CERTIFICATE OF DEATH s v we SO0
- et wo. REG. DIST. NO. PRIMARY REG. DIST. NO. 3 Keisirar's N 2992,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decowsed lived. 1f institotion: residence befors
a. COUNTY S s _._a. STATE Missouri b. COUNTY / adiniseion?.
b. CITY i outcid limits, write RURAL and gi ¢, LENGTH OF || «c. CITY Is Residence o
D SGRY et o tmi e RUTAL s ) S el 08 84 Louts oy
TowN  St.Louis 1} fe TOWN : o
g d. FIEIJ(l)-lS‘P?'IBAh;.EOOF (1f not in hoapitsl or fnstivation. give sirect addrem or localion) ASDTE?R ({If rural, give location)
o 12 7IN5TITUTIONHom0r Phillips Hospital A2 2/ ©2225 Market St,
3. NAME OF . .a. (First b. (Middle) o (Last)
ﬁ DECEASED ) ¢ 4 DATE {Month)  (Day)  (Yean
| (Typeor Print) Theodore ) R. Hay‘;ard DEATH A!;g 17,1957
ﬁ 5 SEX - ' - COLOR OR RACE | 7. MARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNDER 1 YEAR | = UNDER 15 Hs.
> WIDOWED, DIVORCED (Bpeetr last birthday) Monﬂnl Days | Hours | Min.
;; Male Negro Divorcaed Nov,9,1908 A48 I
= 10a. USUAL OCCUPATION (Cikve kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHFLACE . : y 12, CITIZEN OF
[+ dnnfe ring most of working Hf.,-:;n‘;! ru-l:r:'d) i DUSTRY (City aad Seate or Foraign Comntry) é COUNTRY? WHAT
d borer City Refuge St.louis, Mo, U.S.Aa
13a. FATHER™ S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR ¥IFE
: rry H rd S W ———
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, ng, or unknown} w you, piye war ar dates of garvice) NO.
yes T2 —
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

B 1. DISEASE QR CONDITION - g . . ONSET AKD DEATH
f;:?;f’:g‘ig;"iﬁ?g DIRECTLY LEADING TO DEATH® (5 Massive intra-cranial hemorrhage (jsubdural

*This does not antecevent causes -Dematoma; Linear .skull fracture; sufferled when
13 does nol meen
the mode of dying, such | Aforbid conditions, if any, giring DUE TO () S L ITUCK struck wi th__s_f;i_ck_in__handa_m"_

av hearl falure, aethenia, | T Ihe aboce cauat () tating Cornett Barnett, in front of about #6 No.
ele. meana the dis- X - .
case, injury, or complica- DUE TO (&} 231‘(3 St ) about' 2 20 P M. Aug, 1 Z N 1952 -
tion which caused death, § 1L OTHER SIGNIFICANT CONDITIONS HOM I c I 'DE
ca T Conditionz contribuling fo the deeth but ot
reloted Lo the disease or condition causing death.
192. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . 20_AUTOPSY?
- £583x% (s 59 w0 )

21a. ACCIDENT “(Bpecity) 21b. PLACE OF INJURY (o.x.inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE . - bomas, farm, faptory, sireet, oﬂeibldt sLa.)

Homicioe homicide S6¢€ Abov

St., Louls, Mo.

21f. HOW DID INJURY OCCUR?
gee above

2ie. INJURY OCCURRED
| WHILEAT NOT WHILE

th.‘T{l)hF‘lE (M nth} (Year)  (Hour)
INJURY /5-,} 2:20F

E PLAINLY—USING UNFADING BLACK INK—MAKE A

WORK AT WORK
h eby certtfy that I attcnded the deceased from 2] lo , 18, that I last saw the deceased
alipe on and that death occurred t P em., from the causes and on the date staled above.
ATURE ) 23b. ADDRES W 23¢c. DATE SIGNED
. BURIAL, CREMA 24b. DATY 24c. !\A‘v‘lE CF EMETERY OR CREMATORY ' 24d. LOCATION (City, tov}n. Or county) ’ (sma)'
e TIEN, REMOVAL (Bpesity} -, _ : -
- 2 1 ‘

APDRESS

DATE REC'D BY LOC%L
y 2405 Marcus Ave.
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STATEMENT BY LICENSED EMBALMER

R hereby cer.tifx that the body .whosg name is recorded on the reverse side of this certificate was embaln
by me, or by ........... e eeemeeeeneeannnaneeeeeemmeeaeentrnarasaaaeennnnnenanen evenn , Student Embalmer No,.evereereene.

working under my personal supervision..

Student......coaciiamiinireeasionaanersratsesastacaoans
&punn of Student !.'-!nl-n -

-
‘
.

Note: The above MUST BE SIGNED.BY THE LICENSED EMBALMERm 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 handwntmg.
*c T this bocly is not embalmed, fact should be so stated’ above.
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