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Coronor connot certify to o death due to noturel causes.

+ USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

{iseases in Port | must be casually related.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Reagistration District No. crriiiinrars 3‘1‘8‘rimury Registration District Nol.ma.....

£ILED JAR 17 1958

3200 ..

""STATE FILE NUMBER

e 325

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived, If institution: Residence form
a. STATE b. COUNTY /“"P'?"“"’

. COUNTY
= coumt Missouri
b. CITY {If cutside corperate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
OR OR .
TOWN Qt' Louis. MO . Yasli NoOl TOWN bt’. Louis YesU) NoO
c. Egls_PLl{_l:l.:AEogF (1f NOT inhospital, givelocation)|Length of stay in 1b {If sutside, give location} Reside on Farm
LD/ WsTiTuTioN 3971 Enright Avhk, j DREsS 3971 Enright Avel vec Neo
3. NAME OF Firat Middle Layt 4, DATE Month Day Yeor
DECEASED OF
(Type or print) COrno l' Ri 1ey DEATH Jﬂn . 8. 1958
5. SEX 6. COLOR DR RACE 7. Marriep ] NEVER mnnﬁio.x] B. DATE OF BIRTH 9. AGE {In pears | IF UNDER | YEAR b UNDER 24 WRS,
0 t. 2 19 6 tast Dirthdal) Fafenths | Dow | Howrs | Min.
| Male Nagro . winoweo [] ovorceo [ OCte 25, 5 1 > |14
-[10a. USUAL OCCUPATION (Gloe kind of work done 100, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and atte or country) a I12. CITIZEN OF WHAT COUNTRY?
during moat of working life, ezen if retired) f
None None St. Louls, Mo. U, S. As

13, FATHER'S NAME

Lester Riley

14. MOTHER'S MAIDEN NAME

Allene Turner

I3, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.
(Fea. no, or unknown) If yes. 0ize war or dates of aervice)

NO Nane None

17. INFORMANT AAddrers

Mr. Lester Riley 3971 Enright Ave,’

18. CAUSE OF DEATH |Enfer only one cause per line for {a), (b). and (c).]
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

67(3 ,S'IL/Y 0 ,QMTQA f

OMNSET AND DEATH

it INTERVAL BETWEEN
7LI S
—

\24 WWM

z WC«

Conditiona, if cmv DUE TO (b)
awbtld. pare risg to
ve  cauge {dh
stating the under- . ) 7 /' 0
z _ lying cause last. DGE TO (¢)
[=3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED 7O THE TERMINAL [NSEASE CONDITION GIVEN IN PART 1(a) 13 '\’l’-éf’:__ Ag;flozgf;'f
= . 0 ?
3 ‘bl ! Q/‘O @W\l ves [ no
(™ S n r
=l 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE Kbw INJURY occutRED. (Enter nature of injury in Part 1 or Part 1 of item 18}
§ O 0 O
;g 20¢. TIME OF FHour  Month, Dey, Year
o INJURY a.m,
a P.om.,
wt
X | 204. INJURY OCCURRED 2e. PLACE OF INJURY (e, ¢., in or aboul home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT [ Mot wHiLe farm, factory, xreet, office bidy., elc.)
WORK AT WORK

)
| 21. 1 attended the deceased from ?_%ﬂ , to her .
Death occurryd at m on the dat”ured above; and to the best of my knowledge, from the causes atated.

- -
- i and last saw U0 alive on -

=T nl” I M.

{225, apbRESS

46S ° Lm0

sy

23¢. BURIAL, CR?T?N‘ 23b. DATE 23. NAME OF CEMETERY OR CREMATORY
REMOVAL { eify X
Removs 1-13-58

{State)

23d. LOCATION {City, town, or county)

24. FUNERAL DIRECTOR ADDRESS

G, Wesde Grenberry 4202 Finney Ave,

Father Dickson Cem. 41

25. DATE RECD BY LOCAL REG.

JAN 1058

{Liconsoed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER .
L

f

' o+
I hereby certify that the body whose name is recorded on the reverse side of this certiﬁ‘g_ﬁte was en

.

DY TTIE, OF DY oottt ot tan e en et ea e e e e e a e e e ne e e e aaae

working under my personal supervision..

Student ..ot iiiieisiaiesaceiaaaanan
Signsture of Student Embalmer i .

Licensed Embalmer Nt:’..gf..s.z.'l

P. O. Address425). Washi)

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

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. L,

. [} Z .



