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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE B/JE ; ﬁ

Dwctor, corsner, atc. must wse only standerd pomenclature in item 18. No symptoms will be listed.

All diseases in Port | must be causally reloted.”

THE DIVISION OF HEALTH OF MISSOURI l

FILED MAR 27 1958

Registration District No. ...

STANDARD ngl(A‘l‘i OF DEATH SV

Primary Requtmllon Dl:lrl:t No. l 003

h-bl

i \rargsa §

STATE FILE Numii

Reglstrur s No

1. PLACE OF DEATH
o. COUNTY

a. STATE

2. USUAL RESIDENCE (Where deceased lived.
Missouri

b. COUNTY

If institution: ‘Residence before

admission)

b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits < ClT\S » Inside Limits
oR orSt. Louts, Mo -
TOWN St. Louis Yes ] Mo []] TOWN ! * Yes[] No[] )
e. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b L d. ST%E‘\'EE-_QS (I outside, give location) Reside on Fao
HOSPITAL OR . D T .
A 7 wstirution Homer G, Phillips H{‘?‘T 4253 Washington Yes []
r 4 rd L
3./ NAME OF DECEASED First Middia ) }@;f 4. DATE Honth Doy Year
(Typa or print) oF
Christine Bankhead DEATH 7 17 57
5. SEX 6. COLOR OR RACE T.M‘RRIEDDNEV ® MARRIED(R 8. DATE OF BIRTH g, AEE (hl'"-;;:;; ;:J:ﬁen ;:,EAR IﬁuL::DER 2:“2125.
' .
Female . 2| Negro wipowep 7] wivorceo[ ]| T=9=57 | l
t0e. USUAL OQCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Ciry and state or country) 12. CITIZEN OF WHAT COUNTRY?
during moct of warking lifs, even if retirad) INDUSTRY . . (ﬂ
St. Louis, Missouri USA

13a. FATHER'S NAME

David Bankhead

13b. MOTHER'S MAIDEN NAME

Hattie Auelia Dotson

14. NAME OF H’UsBAND OR WIFE

15. WAS DECEASED EVER IN U, S, ARMED FORCES?
{(Yes, ne, or unknawn}|{|{ yes, give wer or dates of service)

14. SQCIAL SECURITY NO.

Address

,R-R.L- 2601 Whittier St,

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (q)

18. CAUSE OF DEATH [Enter only one cause per line for {g), (b}, and {c}.)

7. INFORMANT
*1g1uh)H¢77

Premature Birth Neonatal Death

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (&) 4
which gave rise to
cbove covse (d, }
stoting ihe undar-
S lying cause last, DUE TO (c)
= PART H, OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat rélated to the terminal diseass condition given in PART I {a) 19. WAS AUTOPSY
bt PERFORMED? /
g . 273.-5 YES[X N[
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART ! or PART Il of i‘t_g?"lﬂ‘.)
v [ O O
§ 20c. TIME OF Howr Month, Day, Year
a INJURY  a.m.
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorobouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
WHILE ATD NOT WHILE D “farm, factory, street, office bldg., etc.) R .
WORK AT WORK
21. | ottended the doceased from 7=9=57 , to 7=17=57 and ast saw 27 alive on 7-17-57
Death occurred 2115 /-) |3 m on the date stated above; and to the best of my knowledge, from the causes stated.

REMOYAL (Speclfy)

Amtomwa

St. Louis, Mo.

220 smm‘ruaﬁ—-/ 22b. ADDRESS 22¢. DATE SIGNED
_ 2601 Whittier Street 3-17-58
230. BURIAL, CREMATION, | 236, qA3€ 23c, NAME OF CEMETERY O cnsm oRY. 23d. LOCATION (City, town, or county) (State)

ADDRESS

DATE RECD. 8Y LOCAL REG.

1

{Licansad Embolmet's Stctemant on Reverse Side)

REGLATRAR'S SIGNATURE




;. - -
. [
Lot i . ~
R P vy c!: '3:1 .
.l TR e
A - A, g 1 -l vy
- B
P St . S H 1
STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
" by me, 0F BY oveeeireeeeeeee e P NP .» Student Embalmer No....................

working under my personal supervision.

Stadent ooooiiiiiii e Signed ........

TV . RN ' "'":Ei;:ensed Embalmer No.......o.ooveeveeeneen

e

P 0 Address.......coeevirrrreinnnens vreiens

="'~ Note: The above'MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocaﬂon of hcense)
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. . e -




