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WRITE PLAINLY--TUSING TUUNFADING BLACK INE—MAKE A PERMANENT RECORD

- BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED APR 18 1958

-016245

Staf :cNo .......................................

PRIMARY REG. DISY. NO. 1_003. Kegistrar's No....... 4@55,.

I. PLACE OF DEATH
a. COUNTY

REG. DIST, NO. :2 I 8_
‘-"

2. USUAL RESIDENCE (Where Jecossed lived, 1If Institution: resid before
. STATE Mo, b. COUNTY adwizaion).

b. CITY (It outzide corpurats limits, write RURAL and give

TOWN s’t . L I township)

¢. LENGTH OF
STAY tin thin place)

c. Cg’F‘{ e Is Retldence e within Usilts of
a eily of rpare town?
TOWN TLouls Yo ' Ne Q3

d. FULL NAME OF (If not in hoapizal or institution, give strect addroes or [ocation)

STREET (Ef eeeal, give location)

HOSPITAL OR DRESS
/] nstirution Firmin Desloge Hospital U //ﬁ 46208 st, louis, 13
’ ™
3'DECI\&EES:E'FI-D a. (ilrst) b. (Middle} c. (Last) 4. DA}’E (Month)  {Day) (Yesr)
(Type or Print) Patrick Iynn Niblett DEATH 4 11 58
5. SEX 6. COLUR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Is years| IF UNDER 1 YEAR | 7 GKORR @ B,
! WIDOWED, BIVORCED (Enﬁy) Last birthday) Monuul Days | Ho IB.
Male negro never married 4=10=58 _. ik
10a. USUAL OCCUPATION (Ghvekindof work | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE o 12. CITIZEN OF WHAT
dona dering most of working Li.[-.-:-n:f:n or' DUSTRY {City and State c: Fnrundaunlrvl I COUNTRYT
none none Louls, Mo. | aSele
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Edward Sylvester Niblett| Iillie Mell

S

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yew, no.oruoknown) | (If yes, xive war or dates of sorvice?

16. SOCIAL SECURITY
NO.

17 INFORMANT'S SIGNATURE OR NAME ADDRESS

Iillie Niblett, 4620a St. Louis, 13

no no none
18, CAUSE OF DEATH MEDICAL CERTIFICATION v INTERVAL BETWEEN
. Enter only onecuseper | |- DISEASE OR CONDITION ? !‘ M 7 P T ONSET AND DEATH

line for (), (b), and {€) DIRECTLY LEADING TO DEATH‘(a)

ANTECEDENT CAUSES
Morbid conditions, if ang, giving DUE TO (0)

*This does nol mean
the mode of dying, such

/mm

ex heart faflure, asthenia, vise {0 the above cause (a) stating
de. It means the dig. | the undesiying couse last.

2 DUE TO (c)

F 4

76 RS

case, injuryg, or plica-
11. OTHER SIGNIFICANT CONDITIONS

tion which caused death.
Conditions contributing to the death-but ot
related to the dizease or condition causing deaﬂ'l

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION” 20. AUTOPSY? .’
TION
YES HO
21a. ACCIDENT = - (Bpecify) 21b. PLACEQF INJURY (o.¢.. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, Iagtory, sireet. office bldyg..et0)
* HOMICIDE R
21d, TIME (Month) (Day) {(Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILE AT[—] NOT WHILE
INJURY = | “work AT WORK
2. ] hereby certs id that I auended :2._6 deceased from F=/® 165% 10 F~ 4/ I.G?"rf that I last satw the deceased
alive on . 85S  and that death accurred at L= @8 _ m., from the causes cmd on the date stated above.

{ Degree or title)

e Z’Zf

2.2 0

Z3b. ADDRESS

23c. DATE SIGNED

e s1-58

% “ g ER MI 6\‘}_ﬂcnsm- 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, of tounty) (State}
. ) .
Rermavd s 4 /y- /75 Odkodose Uy, |S57.4oers Co. Me.

“KpiT Y r%%‘r

UNERAL DIRECTOR'S SIGMATURE ADDRESS




STATEMENT BY LICENSED EMBALMER

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

by me, or by ...... M'gmla/ﬂ?/;

.................. /, Student Embalmer No...-.........

%
tadent .o iaaaaas . Si N Lt g ma . N —‘-‘—Wﬁ/ .. L
Student Signature of Student Embalmer Slgned’%

Licensed Embalmer No,

P, O. Address ... .....covvivnnnnnn..
The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
_ to comply with the above constitutes grounds for revocation of license). '
-

. If embalmed by a STUDENT, he also shall sign in his OWN handwrltmg
* " I .ahis body is not embalmed, fact should be g0’ stated above.

the:

“
»

. " ae " DI - - : -Q‘\P\




