THE DIVISION OF HEALTH OF MISSOUR| 58—-011804

FILED APR 9 1958 STANDARD CERTIFICATE OF DEATH - T e
Registration District No. ... 3.1.8Primary Registration Dis1ri}:1 No.__1,0,0,3..,........._..... Registrar's No.___,35_9_3,,,,,...
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Reside_m_;g':-b)eforg
. O . STATE b, COUNTY admi g3ion,
a. COUNTY i Missouri d
b. CITY (If outside corporate limits, give TOWNSHIP only) inside Limits c. CloTRY Iaside Limits
TOWN St. Louis Yos (] Ne[] TOW  St. Louis Yos[ ] No[]
c. FULL NAME OF {If NOT in hospital, give locatien) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR DRESS
2 7institution Homer Ge Phillips Z//‘§D 3745 Windsor Yes [§ No[ ]
Z T
3. NAME OF DECEASED First Middle Ugst 4, DATE Month Day Year
(Type or print} CF
Charlotte Jackson DEATH 3 28 58
5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (1 FUNDER 1 YEAR| IF UNDER 24 HRS.
:‘ MARRIEDg{EVER MARRIEDD last Li:';::;; Menths | Days Hours Min,
Female T Negro WIDOWED orvorcen[] O=DRenq7

Ul s. AO

100, USUAL DCCUPATION {Give kind-of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPL ACE (City and state or country 12. CITIZEN OF WHAT COUNTRY?
uring’ most of working life, eved il retired) INDUSTRY

TRRETSEE A

All diseases in Part | must be causally reloted.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

e PRy TRy VWi

136 FATHER'S NAME [ 13b. MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
r
Henry Brown Addie Brown
15. WAS DECEASED EVER IN L. $. ARMED FORCES? 16. SOCIAL SECURITY RO.| 17. INFORMANT Address
(Yes, 0o, or un\:mwﬂ)l {If yes, give war or dotes of service) - -3

18. CAWSE OF DEATH (Enter only one cause per line for (o), {b), and {c).)
PART |. DEATH WAS CAUSED BY:

which gave rise to
above couse (al,
stating the under-

Cenditians, if any, } DUE TO (b)

INTERVAL BETWEEN
ONSET AND DEATH

Undet.

IMMEDIATE CAUSE {a) ﬁg i Brain Syndrome with Cbesity, Diabetes.

Abo*

\

g Iying cavse last, DUE TO {c) ‘
= PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal disenss condhisa given in PART | (a) 19. gAg:ggggSY |
x E |
z -Chﬁoﬁc Briin S¥ndrome with Cerebral Arteriosclercsis , Arteriola YES [] No%ﬂz
=] 200. ACCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w . .
8 0o o O S
31 20 TIME OF Hour  Month, Doy, Yeur
2 NJUR a.m.
o oo,

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor obouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE O form, foctory, sireet, office bldg., etc.) .

WORK AT WORK

21. | attended the deceased from 3-21 -55 .t 3-28"58 and last snwt alive on 3-28-58

Death occurred at $20 - . Pe monthe cff:te stated above; and to the best of my knowledge, from the causes stated.
220. ert‘j} o o title) O 22b. ADDRESS 22¢. DATE SIGNED
A U @% w.f) 7| 2601 No Whittier 3-29-58
1

23a. BURIAL, CREMATION, | 23b. DATE 23g/MAME OF CEMETERY OR CREMATORY 73d. LDCATION {City, town, or county)
22 /5" -y el o idene 277

AR'S SIGNATURE

{State}

5 25. DATE RECD. BY LOCAL REG.

Zim, AR 20758

(Llunnd Emhlmy’n Statemant on Reverse Side) L
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STATEMENT BY LICENSED EMBALMER “ e

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

o

- TP i oalpacie o rry F S R S i by i
by me, orby' ..l L e PO g %zStudent.EmbalmerNo. ...........c.......
working under my personal supervision.
i
Student veveiiiiiiien i e e Signed | :ﬁﬁ.’ A
Signature of Student Embalmer T

L [r= TarT . e Liceln§ed Embalmer Nog%/?
‘ P. O, ‘_Address%.é:.z. j‘@

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.



