THE DIVISION OF HEALTH OF MISSOURI
Wlters STANDARD CERTIFICATEOF DEATH ~ —~ ??%F.&Umag 859....
Public
Service "-”_ED J U N 1 1 ]gs.&glslruuon District No. ____________u_31 ~.Primary ch-stmnon Dmrlcf No‘l (}03 Regmrnr 3 No. No. ¥ _5;_9__0 _____

1. PLACE OF DEATH B 2. USUAL RESIDENRCE (Where deceased lived. |f institution: Res‘iide/né b;:fore
. . COUNTY . STATE b, COUNTY admighion
0 ° ° Missouri
1-57 b. C:JTRY {1§ outside corporate fimits, give TOWNSHIP only) Inside Limits c. CgR'I' Inside Limits
TOWN St. Loui g Yes D Mo D TOWN s't . Louis Yes D Ne D
FULL NAM%OF (1f NOT in hospital, give location) [ Length of stay in 1b d. STREET (if outside, give location) Reside on Form
PITAL OR DRESS
h 47INSTFTUTION Homer G, Phillips 90 1000 N, l9th Yes [ ] No[]
3. MAME OF DECEASED First Middle [T/48) 4. DATE Maonth Day Year
{Type or print) orF
, Annie King DEATH 5 26 58
5. SEX 9 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED] ] 8. Dﬁj‘-rE 0513“2{59 9. AEE (bl-".;;",; JFL:'P:I?‘ER;YEAR |:°uuloen 2;:25.
- - irthda: ur .
5 Female Negro wiooweo B &) ovorcen[] 0 7 60 e | Py ]
' -3 104, USUAL OCCUPATION (Give kind of wark done | 16b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} / 12. CITIZEN OF WHAT COUNTRY?
= i § king lifs, aven if retired INDUSTRY » 2
= gouss Tem o None Misgissippl USA
= 130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
3 ?
H Tom Walker Unknown Deceased
w
g E:' 15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
% ﬁ (Yes, Roor unknqwn)l{ll yau, give wor or dates of service) ? HO!-TaI‘d King 1395 Gr anville
z 8 18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and {c)-} INTERYAL BETWEEN
o S PART . DEATH WwaAS CAUSED BY: ' ONSET AND DEATH
S w IMMEDIATE CAUSE () _C £ T BRAC T Onpos: s
g =
= o '
> - —— " -
f w Conditions, it any, . DUE TO (b} <e @Pﬁﬂﬂb ALTE o SeLiERrResL § undet.
= which ri
- ey }
-= Zz i der-
] R S T S32%
§ <5 5 E ~ PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not raloted ta the termitiol dizeass conditien given In PART | (a) 19. géé?ggﬁé’g;
2 [x) i ey
FEE Coplcrrty Yaridend PISEASE - YES[] NO[X)
15’ - ¥ = | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Hl of item {8.)
2= ZHu .
sl 0 O O
55 <MS{ 20c. TIMEOF Hour Month, Day, Yeor
§ 2 o s INJURY a.m.
< ‘g o] & p.m.
2 35 204. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor cbouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY - STATE
5 _...: w wHILE ATD NOT WHILE D form, factory, strest, office bldg., etc.} .
50 3 WORK AT WORK
g E 21. ! ottended the decoased from 5-18-58 , to 5-26=-58 and last sow M slive on 5-26=58
g % Degih accurred at 12335 A m on the date stated above; and to the bns?af my knowledge, frem the cavses stated,
5 22a. NAJURE Degru or title) o 22b. ADDRESS 22¢. DATE SIGNED
s ot AL
&3 g M.D. 2601 Whittier Street 5-27-58
73a. BURIAL, CREMATION, | 23b. DATE 23e. NAME O.F CEMETERY OR CREMATORY 23d. LOCATION {City, town, or couaty) {Stote)
REMOY {Sewcify) S . -~ t - g -
Remov 5=31-58 Greenwood t. Louis County, Missourl
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECDSB: LOCAL REG. 26 REGISIRAR" S MGNATHRE
11is Funeral Home 2820 Stoddard St,| M 2.9

(Licensed Embalmer’s Stotement on Reverse Side) g p.
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s 3 ans ear
; . - - ..J_rJ" l}' ]
v " "7 7 ' 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 DY iiiiiiiiiiiiiiir s rres e st s esesee s enaeensetnsessuassnnssssrenrrnnsrrsssnen «» Student Embalmer No. ..........cc.eveee

working under my personal supervision.

---------------------------------------

Student oo e e
s e e . - ‘Llcensed Embal

P. O. Address &8

- .'.._\. -
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,
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