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Coroner cannot certify to a death due to notural couses.

Doctor, coroner, atc. must use only ;tundurd nomenclature in item 18. No symptoms will be listed. All
USE ONLY. BLACK INK OR RIBBON TYPEWRI:I'E IF POSSIBLE

discases in Part | must be cosually related.

THE DIVISION OF HEAL TH OF MISS0URI Y
V 1 5 19'57 STAND@? gERTI FICATE OF DEATH ey NIJ 38201
HLED N 0 Registration District No, - -.Primary Registration Distriet No. AW X -- Registrar D%O

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residencs |
0. COUNTY ] o STATE w4 esourd b. COUNTY sdm
b. CITY (If cutside corporate limits, give TOWNSHIP only) | Inside Limirs c. CITY {nside Limits
OR . . OR
TOWN St - Louis : Yestd NoOQ TOWN Sto LOlliB YesO NoO
€. sgls_é.l_fl‘jmgglz (Hf HOT in hospital, give lacation}]L ength of stay in 1b {R‘REET &:L:uulde' give location) Reside on Farm
2 7 INSTITUTION Homer G. Philllps s ACPRESS 1018 Ne YesO MoD
,.
3 :::ll‘;:!r First Middle Last 4. DATE Month Day Year
{+] OF
(Tupe or pring) - Roosevelt , Stokes OEATH 1 1l 57
8, SEX Iy COLOR OR RACE 7. V8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |iF UNDER 24 KRS,
1 }"6' : Marriep [ never marfieo (i ‘/ I last birthday) [Montha | Daw | H !"
Male Negro wioowen [ oivorcen B 10-31-57 ] /.’ I D
-]10a. USUAL OCCUPATION (Gioe kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and atate or couniry) £]12. CITIZEN OF WHAT COUNTRY?
during most of working life, ecen if retired) . . .
S8aint Louis, Missouri
13. FATHER'S NAME * 14, MOTHER'S MAIDEN NAME
Ruth Stokes
15, WAS DECEASED EVER IN . 5. ARMED FORCES? 16. SOCIAL SECURITY NO,{17. INFORMAN Address
(Yea, no, or unknown) (If pea. give war or dater of service) j N R
¥ 2 /8 RL2601 N. Whittier
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, and (c).) . / T |g;EHE¥AALNgE;g\ETE:
PART 1. DEATH WAS CAUSED BY: S|
IMMEDIATE CAUSE (a) . Premature birth, Neonatal death
Conditions, if any,
which gave :{:s lo DUE TO (&) B - . . -
a&otbe czuu ;- - - - : . Xl
stating the under- .
z _ Iying _cause lost. DUE TO (€)
Q " PART il. OTHER SIGNIFICANT CONDATIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN (N PART {(a) ol 11 :é:’;— ‘;gz‘gg\’
[
3 7735 ves [ woX]
E 20a. ACCIDERT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of infury in Part I or Part H of item 18.) "
g O ] |
E’ 20c. TIME OF HMour Month, Day, Year
Ix} INJURY a. m, - -
E p.m.
E | 20d. INJURY OCCURRED . | 20e. PLACE OF INJURY (¢, ¢., in or about hame, |20f. CITY, TOWN, OR LOCATION COUNTY STATE
| WHILE AT " NOT WHILE farm, factory, street, omce bldg., ete. P”(
WORK AT WORK vy oD
- - - P -l - - -
21. [ attended the deceased from 10 31 57 . to 11 1 57 and last saw ﬁ alive on 1l=1 57
Death occurred at -1- L;z_idLm on the date stated above; and to the best of my knowledge, from the caunes stated.
2. SIGHATURE ( Dygree or title) . - . {|22b. apoRESS 22¢, DATE SIGNED
» M.D. : 2601 N.* Hhitﬁer 11-2-5?
234. BURIAL. CREMATION, . DATE 23c NAM| Ece ETERY on CREMATORY - “ 1234, LocaTioN (c,'w, town, or counly) {State)
. REMOVAL-{ Spectft)- /’3& i ) mzCa Oard Je e

24. J4/NERAL DIRESTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Ll St NNT 57

(Licensed Embalmer’s Statement on Reverse Side)



+%

" working under my personal supervision,.

" to.comply with the above gonstitutes grounds for revocation of license).’ 3 "

” ”
i
. I . R PP
= ._ =" LTS al . -
. H P R
B ool
STA'-I‘EMENT BY LICENSED EMBALMER

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

byme, or by ...l e , Student Embalmer No..........

Student . .. i iiiiiiiiiiiraccasaraaas Signed . .. eiie e
Signeture of Student Embalmer ’

Licensed Embalmer No..........

Lo el iy R e =t P. O. Address ....................

N TP
] -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F
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.




