Health,

b Welfara
. Publie

1 Service

. 300

, coroner, etc. must use only standard nomencicture in item 18, No symptoms will be listed. All

Doctor

. 1-56

Coroner canfot certify to o death due to natural causes,

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be cosually related.

FILED OCT 29 1989

Ragistration District No. oo

THE DIVISION OF HEAL TH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

.3..1.8....Primury Ragistration District ]9003...,..““,,.., -

38225

TSTATE FILE NUMBER

Registiar's N9851:‘....

1.

PLACE OF DEATH

2. USUAL RESIDEMCE {Where decensed lived.
o STATE Missouri

IF institution: Residence before

b. COUNTY Rizsion)

o. COUNTY
b. CITY (If outside corporate limits, giva TOWNSHIP only) | Inside Limits c. CITY
OR )
TOWN stlc LOU.iB YesO NoD TOWN St

Inside Limirs

No D

Louis

YesO

c. FULL NAME OF {if NOT in hospital, givetocation)

t ength of stay in {b

Roside on Farm

HOSPITAL O d. ATREET (If outside, give locati
=2 wsnutionHomer G, Phillips _od / JARDRESS 2140 Cass, Ap . gip YesO Now
3/:.::& or First Middle d Last 4. oAt Month Day Yeor
. [
{Ttpe or print) Gerald . Taylor DEATH 1o 21 .57
5. SEX 6. COLOR OR RACE 7. MARRIED L] NEVER M,FQ}E%. DATE OF BIRTH v |9. AGE (In years | IF UNDER | YEAR iF UNDER 24 HRS,
. toat birthday) [adontha | Daw | Heurs | Min,
Male Neg ro winowep [} DWORCEDé =19-57

“110a. USUAL GCCUPATION {Gipe kind of work done

during most of tegrking life, ecen if retired)

an<e.

100. KIND OF BUSINESS OR INDUSTRY

1. BIRTHPLACE [City and atate or coumtry)

Saint Louis, Missourl

X 12, CITIZEN OF WHAT COUNTRYT

13,

FATHER'S NAME

Joseph Taylor

14, MOTHER'S MAIDEN NAME

Elizabeth Dixon

(Yes, no, or

15. WAS DECEASED EVER IN U, S, ARMED FORCES?
(If yer, give war or dales of service)

awrn}

16. SOCIAL SECURITY NO.[|7. INFORMANT

M onK

Dpay \ot, R ik 2601 N. Whittier

Address

MEDICAL CERTIFICATION

PART |. DEATH WAS CAUSED BY:

IB. CAUSE OF DEATH [Enler only one cauae per line for (@), (b), and ().]

Cerebral -hemorrhdge

INTERVAL BETWEEN
ONSET AND DEATH

_ IMMEDIATE CAVSE (g)
iy

e

Conditions, if any, DUE TO (&) U
which gare rise {0
obose cquse (o) -r . . - "
stating the under- . 7
lying cause last, DUE TO (¢} -
- PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a} 13. WAS AUTOPSY
PERFORMED?
7e 60 e] vo ()
Xa. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part 1 or Parl 11 of item 18.) :
20¢. TIME QF  FHour  Month, Day, Year
INJURY a. m.
p.m.
Z0d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. g., in or ahout home, 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT Y NOT WHILE Sfarm, factory, street, office bidg., ete.}
WORK AT WORK

“10-21-57

21. I attended the deceaspd {ro %0 19&7

m on the dato stated above; and to the best of my knowledge, from the causes stated.

and Inat saw % ativeon 10=-21-57 |

(> |22b. ADORESS

2601 N. Whittier

22¢, DATE SIGNED

10-21-57

) 23¢. NAME OF CEM
W7 | Fther

ERY Ot CREMATORY

iklison Cem

23d. LOCATION (Cify, town. or cornty)

100:’3

{State)

o

XX

FUNERAL DIREC’TOR

ADDRESS

>, Wade G@m'y Y202 Fina?y

R H VA 8- A

26

EGISTRAR'S SIGNATUR

{Licensed Embalmar's Statement on Reverse Side)
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° STATEMENT B¥ LICENSED EMBALMER

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

byme, or by ... ciiivviiiiiaaean, e e beetadaenaenaaas eeerrerirasaaeees .

-

working under my personal supervision..

Student...oooiiiiiiii i Signed.

S - I G, e
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN -HANDWRITING. (
- 'to-comply with the above’ constitutes grounds for revogation qf license), : t/‘ L
If embalmed by a STUDENT, he aiso shall 51gn in his OWN handwntmg -

If this body is not embalmed.,fact should‘-bewse st.a.tgrl abbov’e{: AP A




