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Doctor, coraner, etc. must usé only standard nomenglature in item ' 18. No symptoms will be listed. All

diseasas in Part'| myst be caosuvally related.:

Corcner cannot certify te a death due to natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF REAL Th UF MIS50URI
STANDARD CERTIFICATE OF DEATH

Reagistration District Mo, oooorooeeee 318_ Primary Registrotion District %mq .................

fILED OCT 211957

37666...

STATE FILE NUMBER

reguners nadRO'T..

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residence béfora

_SINSTITUTION

) . STATE b. COUNTY ogpission
o COUNTY SH“&-}.-S-}—MI":W TR ‘ MO,
b. CéTRY (lf outside corporate limirs, give TOWNSHIP only) InsidesLimits e, CITY Ingide Limits
OR .
ow ST LOUIS MO: Yo f MNoD tom ST Louis YeshQ NeoO
c. Egls.’h_?:#%gF {If NOT inhospital, givelocstion)|Length of stay in 1b Sé,R ET (If autside, give lecation} Resids on Form

CltYJ.ho spitalonall,

2632 Bernard St YesT Nok’

;Q- Za.btmess

7

3 ::::A :!'n First Middle Laat 4. DATE Month Day Year
OoF
{Type or print) Joe Jone s DEATH 16 8 195 7
5, SEX 6. COLCR OR RACE 7. MarrieD () NEVER MARRIED ) B. DATE OF BIRTH 9. AGE {fn years | IF UNDER | YEAR IIF UNDER 24 HRS.
1 tost birthdoy) [Afontha | Daw | Hours | Min.
madte negro o B oworcen [ v 12 ‘-909

“F10a. USUAL OCCUPATION (Give kind of work done
during moat of working life, even if retired)

13. FATHER'S NAME

106. KIND OF BUSINESS OR INDUSTRY

IO

1. BIRTHPLACE (City and miato or country) 12. CITIZEN OF WHAT COUNTRYT

/

- Prairie wlSSJ_BS:Lnrn

U.S. 4,

Charlie Jones

14, MOTHER'S MAIDEN NAME

Sarah _Commine

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Fes, no. or unknoon)

16, SOCIAL SECURITY NO.
UF yra, give war or dates of scrsice)

702_18 9366 Mary Clay 2632 Bernarg s

|7. INFORMANT Address

18. CAUSE OF DEATH {Enfer only one ca for { 3, (0). and { INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AE DEATH
IMMEDIATE CAUSE (a) Vf“"’éé"""‘ ""“Q» b /o
Conditions, if eny, BUE TO (b
X . wblgth gore mn): .0 (.) -
abover couse 4+ - . - v 1 1 . i
stating the under. . E 4 g ?’
lying cause lastl. DUE TO (¢)
= PART 11 QTHER SIGNIFICANT. CONDITIONS CONTRIBUTING.TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(u) . 18- WgnggY .
: culeee wo [
20a. ACCIDENT SUICIDE uomab? owm_occwft&(&uw-ﬂ Mﬁ;ﬁ'@‘m&’ :i

ferl ) o

7

20¢. TIME OF  Hour

Month, Day, Year

O \567

INJURY

gIa & Lk

/P57,

A Al (]W

Fors . o

MEDICAL CERTIFICATION

208. INJURY OCCURRED ¢, PLACE OF ILIURY (e. 9., if o7 abplet home, | 20f. CITY FOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D Jfarm, fa, atreet agct Mdﬂ., elc.} .

WORK AT WORK A fm,} / [ SR e ] (g

2l. I attended the decoased from . to and lagt saw !:Im alive on

Death occurred at

// S A m on the date stated above; and to the beat of my knowledge, fram the causes stated.

3

22c. DATE SIGNED

&0~ ]

LS00 Bl

RE

23a. BURIAL,

. 22z, SIGNETURE PP ree urm ,' y22b, ADDRESS -
o . -
LA

[23:. NAME OF CEMETERY OR CREMATORY

26, cAte
1G15 - ,-l%%ooker Washington -

EMATION,
MOV ipecljv\

{ State)

ng

23d. LocATION (City, town, of county)

East 8T LOuis ",

24 r(m{m\L DIRECTOR

AEORESS

J0hn ¥ BrQOm 2616 N, Garrison

25. DATE RECD. BY LOCAL REG.

26. ISTRAR'S SIGHATURE

s

0CT 1057

{Licensed Embalmer’s Statement on Reverse Side)

<5



[
-

L)
|

STATEMENT BY LICENSED EMBALMER

1 hereby c;:rti.(y that the body whose name is recorded on the reverse side of this certi.ficat_e was eml

s by e, OF By it iie i rrirder e erarnr et ta s rseiaaaaass , Student Embalmer No..c.......

i

- workmg under my personal supervnsnon. .

SEUACDE oo eemsimnesen s s e ie et anaesnans
Signsture of Student Embalmer

S | | P. O. Address%g\{/%_

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his 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 handwriting.

If this body is not embalmed, fact should be so stated above.’ '




