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30 1958

THE DIVISION OF HEALTH OF MISSOURE

STANDARD CERTIFICATE OF DEATH

ALED JAN

eﬁlﬁrctlcn Du strict Mo,

8 Primary Raqlmuhon Dusmcl No. 1 m3

V. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence Iafﬁ;ro

a. COUNTY a. STATE Missouri b, COUNTY admissi
b. CITY (If outside corporcte limits, give TOWNSHIP only) Inside Limits <. CITY Inside Limits
TOWN St. Louis Yes [R No [] TOMN St. Louis Yes(B Ne [
<. FgL'I:. NAM%OF {1f NOT in hospital, giva location) | Length of stay in 1b %ﬁi STREET (I outside, give location} Reside on Farm
HOSPITAL OR DDRESS
insTiTuTion Homer G, Phillips 22 yrs N % 4814 Northland Yes OJ N X
3( NAME OF DECEASED First Middle ” Last 4. DATE Month Day Year
{Type or print} OP
Corrine Thomas DEATH 1 18 58
5. SEX 4. COLOR OR RACE| 7. MARlJED NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (in yeors JF UNDER 1 YEAR| IF UNDER 24 HRS.
13 1916 last birthday) [ Months | Days Howrs Min,
Female Negro wiooweo[]  oivorceo[]} July : 6! 5
10a. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLAGCE {City and utate or country} 12. CITIZEN OF WHAT COUNTRY?
durmgH most of wrlung life, even if ratired) INDUSTRY
ousewi fe Dundee, Miss, U8 A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF H‘U'SBAND OR WIFE
Asberry Davis Unk Samuel Thomas
I 15. WAS DECEASED EVER IN U. &, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(Yeas, “DN'" unknqwn]l(l! yes, give war or dalcl of servica)

_Samuel Thomas 4814 Northland

e

18. CAUSE OF DEATH (Enter only one cause peg line for (o), (b), and (c).} INTERVAL BETWEEN
PART |. DEATH wAS CAUSED BY: f Z Q ;? ONSET AND DEATH
IMMEDIATE CAUSE (a) L AAA_.KA ﬁﬂ
Conditions, if any, , DUE TO (b) MM&MM— M&% @Mﬂ undet,
which gave rize to }
obove cause {a),
tath th der-
g l‘yi‘ng“gcau:oml‘c:: DUE TO (c) 3 3 l X
- PART I, OTHER S|GNIFIC4NT CONDITIONS CONTRIBUTING TO PEATH but not related 1o the rerminal dis 2o condltion ghven in PART [ {a} 19. ggg’t_\ggggg;'
’
5 /Mﬂé‘—‘u&uﬂ CMW ML@.M - YES[X NO[]
2| 20a. ACCIDENT &UICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | er PART If of item 18.)
(']
o O O d
51 . TIME OF Hour  Month, Day, Year
a INJURY  a.m.
5 puti,
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor about home,} 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WwHILE ATD NOT WHILE 0 farm, lactory, sireet, office bldg., stc.)
WORK AT WORK
21. 1 attended the deceased from 12-31-57 ., to 1-' 8-58 and last huw&& alive on 1=18=00
Death oc:urradj: 23 55 P m on the dote stated above; and to the bust of my knowlsdge, from the causes stated.
22a. SIGNATU - {Degrea or titla} C; 22b. ADDRESS 22¢. DATE SIGNED
7 ARAAN___— s M.D. 2601 Whittier Street 1-20~58
230, BURI(.CREMATION, 23b- DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State)
REMOVAL ecify) .
Removal Jan.24,1958 Nationgl Jefferson Barracks Mo
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. | 24.fREGISTRAR'S NATU RE -
J.H.Randle & Son 3133 Bell Ave JAN 2 168 it i 22 20

{Licensed Embolmer's Statement on Reverss Side) /\
"“Md’ 3



I

STATEMENT BY LICENSED EMBALMER

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

DY M@, OF BY iiuuiniieieeiiineiniireiennieensesseeeerssssnsseransenessnsensseseerenssnnnsrrsnrrans .+ Student Embalmer No. ...................

working under my personal supervision.

SEUAENL vevrrereeeeeereeerenreeerereseseessesesesCosereens Signed.M.Zj{ A

- . . :Licensed Embalmer No?l%w?*f
P. 0. Address... A&7

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




