THE DIVISION OF HEALTH OF MISSOURI

a8 —-019903

Mealth, ]
Welfore STANDARD CERTIFICATE OF DEATH STATE FILE NU gg
Publi
S:w;:o - (R egistration District Now e 1 8 ,,,,, Primary Registration District ND]. 003_...._...... e Rogistrar’ s No. Mo. ______4__? _______
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. |f institution: Res&dqncc :;y_foﬁ
. COUNTY . STATE . b. COUNTY admissie
30 ° ° Missouri
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY Ingide Limits
TAWN St . LouiS Yes [] NOD TOWN St. LOuis Y.ID NOD
c. Fg;.é.l.ll':fAt'lE OF {If NOT in hospital, give location}) | Length of stay in 1k '; d, STﬁESS {If ¢utside, give location) Reside on Farm
A ]
b AS i ingity Hospital #1 a2 2601 Chouteau Yos [ No[J
3. NAME OF DECEASED First Middle Luso 4. DATE Month Day Yeor
{Type or priny) B OF -
Dorth Lewis 0EATH May 23, ‘1958
5. SEX 6. COLOR OR RACE T'MARRIEDD NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE (In ysors {E UNDER I YEAR] IF UNDER 24 _ﬁRs.
lgat birthday) | Montha | Doya “Hours J Min.
Female Negro woowen(yd &) owvorceo(d| July 29, 1925| 132

10a. USUAL OCCUPATION {Give kind of work done

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country) /

12, CITIZEN OF WHAT COUNTRY?

g most of wprking life, svan if retired) RPUSTRY .
Unempioyed one Frenchman, Ark, . S. A.
13a. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

| Woody Lewis Annie Poston Deceased

I:_ﬂ' 1%, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. 50CIAL SECURITY NO.| 17. INFORMANT Address

= N { no, of unkngwn)i (1§ , al dat | sefvice) .

2] ‘Wo I rrdeadieldis | Unknown Annie Mosby 2601 Chouteau

o 18. CAUSE OF DEATHAEMM only one couse per tine for (a), {b), and {c).) INTERVAL BETWEEN

w PART |. DEATH WAS CAUSED BY: m ONSETAND DEATH
- W IMMEDIATE CAUSE (o) Apatre / o
. ¢ Jd £

E
. & Condirions, i eny, .+ DUE TO (b) ( UM e i) A L) e
b4 which gave rl
: l>—— ah:o I:a:lro .EGT, / i M—
S z stating the under- / /
H g % lying cauas last. DUE TO () N | ¥
E - g_ E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the ferpinal dizssask Condjtion glvin |-\}A/Y r(ﬂ” 19. g‘é‘g;gggggY 2

o

-] YES[] NO
5 - % | 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJUWOCCURRED. ter nature of injury in PART | or PART Il of item 18.)
2= ZQu
S b o o O 5711
50 ZW5 20c TMEOF Hour Month, Doy, Year
2.5 =g INJURY  o.m.
; 'g : 3 N p.mh “ .
g € % 20d. INJURY OCCURRED \ » 2e. PLACE OF INJURY (e.g.. iner cheut home,| 20 CITY, TOWN, OR LOCATION COUNTY STATE
o'.:.. 4 w -4l WHILE ATD\ NOT WHILEY furm, -ctory, stree), office bldg., ete.)
i3 WORK WORK __Ina. 4 o B PP .
;'; E \" :‘« 21 l‘j"endecl the deceased fr % 2z b X . fo a 3 S5 d/ and last saw hhm alive on MI: z S” X
§ a3 AN Deoth occurred at 2L 4 m on the dote smud above; and to the best of my knowledge, fronPthe covses stated.
w
H 5‘_ Ve _y 6? W. or mt.) 22b. ADDRESS TE SIGNED
52
R 3 Y W 0 272 & (:,J‘é/

23a. BURIAL, CREMATION,
REMOVAL (Sggeify)

Remova

I3b. DATE

/29/58

23e. NAME OF CEMETERY OR CREMATORY

Ozkdale Cemetery

23d. LOCATION {City, town, or county)

Semay, Missouri

{Stats}

24. F! ERAL DIRECTOR
ZL,/5 Bl 1221

ADDRESS

N. Grand

25. DATE RECD. i\'?OlCAL REG.

STRAR'S SIGNATUR

{Licensed Embolmer’s Statement on Revarse Side)

/\
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STATEMENT BY LICENSED EMBALMER

I hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed
Y M, OF DY o e e tr e re et esna e e e nes , Student Embalmer No. ...........ccceent

working under my personal supervision,

SEUGENME  enienvniiit ittt s e ana e aas _ Signed [/ 4.
;. - ‘Signature of Student Embalmer .- .
© B e S—s

Llc;t:;ed,Embalmer No.. g?é
P. O. Address /,Q.g/ )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 & STUDENT, he also shall sign in his OWN handwriting.
- If this body is not embalmed, fact should be so stated above. | -

s




