THE DIVISION OF HEALTH OF MISSOURI

o8-012314

elioe 0 APR O (958 STANDARD CEI}IEICATE OF DEATH STATE FiLE NOWBER.
::::::. FILtD AP 9 aggtrmmn District No. Primary Reglstrahon Dlsm:r No. 1003 ________ Reglsrrur # Ne. Ne. él_i:?__ _____
- 1. :L?:(O:E:rYDEATH 2 I;I.Sl.;.;I.ATREESIszE.NCE (Wherja. deceusbed i:léeLfNTl$ institution: Re:lfnc:rs\:rokcfow
g ssour 2 2/

b. CITY (If outside corporate limits, give TOWNSHIP only}
R '}
TowN St. Louis

inside Limits

Yes@o O

c. CITY

0w St. Louis

Tnside lens

Yes [x No@

c. Eg;}l%{:&ﬂif OF (If MOT in hospital, give location) | Length of stay in 1b iLFE)E%T (If oytside, give location) Reside on Farm
hsturioote Louig City Hosp. 25 vears é 1801 Benton Street Yes (] Mo
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Yoor
[Type or print} OP
Captein E. Sinnett, OEATHMarch 15 1958

5. SEX 6. COLOR OR RACE] 7. MARRIED@N VER MARR]EDD 8. DATE OF BIRTH 9. A|GE, E.,,'::,,; ;::SER;::AR I:x:DER 2;:!!5.
.} {4 ay, | 1 .
Male White woowen[J /  oworceo[]| July 16, 1910 |47 | |
100. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Y no, or unkmwn)l (H you, give ar dates of service}
NG None

16. SOCIAL SECURITY NO.,

497-20-3409

17.

Mrs. Doloresgs Sinnett 1801 Bent

INFORMANT

Address
n

during mi af king life, even if retirad) INDUSTRY
Deck Hand Boatg Maceo, Kentu / U, S. A,
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_UéBAND OR WIFE
Jett Sinnett Rosie Fubanks Dolores (Craft) Sinnett

St.

PO e yinapriuaiia TRIRE W TR

bl

18. CAUSE OF DEATH (Enter only one cause per@:

PART |

Conditiens, if ony,
which gove rise ta
abave cavse {a),
stating the under-
lying cause lost,

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

for (a), (b}, and {c}.)

e I W

scfelderselo

INT

ERVAL BETWEEN

ONSET AND DEATH

DUE TO (b)

i

DUE TO (c)

/[

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition givan in PART t {a}

YR o

19.

WAS AUZOPSY
PERFERMED?
YES NO[T]

2a.

ACCIDENT SUICIDE HOMICIDE

20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART 1 or PART Il of item 18.}

MEDICAL CERTIFICATION

O o O /
T|ME OF  Hour Month, Day, Year
INJURY  am.
p.m.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY OCCURRED
WHILE ATD

WORK

AT WORK

NOT WHILE

O

20e. PLACE OF INJURY (e.g., inor abouthome,
farm, foctory, street, office bldg., stc.)

20¢ CITY, TOWN, OR LOCATION

COUNTY

STATE

.

Doath occurred at

| attended the decsased from

, to
P /4 & m on the date stated above;

and last sawt

olive on

and to the best of my kncwledge, from the couses stated.

“All diseases in Part | must be causally related.

35, DENATURE

23a. BURIAL, CREMATION,

REMOV

* ¥ o0 (Lol

zz= DA }cneo

{Specify}

i
23%1’ E

March 19,

23¢c. NAME OF CEMETERY OR CREMATORY

1958 Mt. Lebanon C

24. FUNERAL DIRECTOR

eiderwieden F.H. Inc. 1936 St. Louis

ADDRESS

23d. LOCATION (City, town, or county}

{State}

St. Louis County, Missonri

25. DATE RECD. BY LOCAL REG.

MAR 18

'58

2. GISTRAR'S SIGNATURE

(Licensed Embolmaer’s Stotement on Reverse Side}

7\ _MJ‘G




STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme:

DY M, OF DY .l ioiiiiirousrsserssesssssssssisrosrisesienesessesssssremsoiarsr sy e ieemarrnrasaan

wotking under my personal supervision.

Student ..ooeeei e e aree e
Signature of Student Embaltmer

P. Q. Address—5<1/ o/ At Oy

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.




