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o sympioms will be listed.

All diseases in Part | must ba cavsaliy related.

USE OMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIYISION OF HEALTH OF MISSOURI

10a. USUAL OCCUPATION {Give kind of work done

during MON vrerrng life, wven if ratired)

10b. K

INDUSTRY

IND OF BUSINESS OR

A

11. BIRTHPLACE (City and state g’country)

12.' CITIZEN OF WHAT COUNTRY?

1S5, Y

. STANDARD CERTIFICATE OF DEATH TSTATE FILE NUMBER
L” ED ” ” j 1 tq_sﬁgunmmn District Now - A Sl Primory Registration District Neo. No. 1003 Registrar’s No. No 63 .
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residencé before
a. COUNTY a. STATE Missouri b. COUNTY a myzﬁn)
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
OWN St. Louis Yes[J No[] TORN JZ:M Yes[] No[]
FULL NAME OF (If NOT in hospital, give location) | Length of stoy in 1b d. STREET (i outside, give location) Reside on Farm
12 PN%ST'T!I'TU%'LION Homer G, Phillips A /,Zf}gDRESS 4920A Page Yes [] No[]
3. /NAME OF DECEASED First Middle Lus? 4. DATE Month Day ¥ ear
{Type or print} OF
I Sophia Harmon DEATH 6 25 58
5, SEX 6. COLOR OR RACE T'MARRIEDD NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (tn yeurs JIF UNDER 1 YEAR| IF UNDER 24 HRS.
| e wooveosg 29 ovoncee I\ N, (1 891 LI LT | ™

13a. FATHER'S NAME

Wollixon Adexand

13b. MOTHER'S MAIDEN NAME

15. WAS DECEASED EVER N U, §. ARMED FORCES?
{Yes, no, or unknawn)| {If yes, give wor or dares of service)
— ar—

L4 ALI

156. SOCIAL SECURITY NO,

——

na% FM h o

14, NAME OF HUSBAND OR WIFE

WM&@

18. CAUSE OF DEATH (Enter only one couse per
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

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

INTERVAL BETWEEN

NS B B

Conditions, if any, DUE TO (b)
which gave rise 1o
bo {o), -
e e
g lying cavse last. DUE T0O (c)
= PART M. JTHER SIGNIFICANT COND CONT, |NG Q DEATH but not related 1o the 1erminol diseass condition given in PART 1 (a) 19. WAS AUTOPSY
by . PERFORMED?
o yES[] NnO[X
2| 20a. ACCIDERT  SUICIDE HQMIClDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART If of item 18.)
L )
< O O O
Q 20c. TiIME OF Hour Month, Day, Year
2 INJURY a.m.
‘X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in ¢rabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY .. STATE
WHILE ATD NOT WHILE D farm, foctory, street, office bldg., etc.)
WORK AT WORK
.1 al!ended the d d from 6"6"58 . to 6-25-58 and last saw her alive on 6"’25"58
Denrh oc:urred ot 4 : 35 m on the d_ufe stated above; and to the best of my knowledge, from the causes stated.
22a. SIGWATURE (Dngrea or title) 0 22b. ADDRESS 22c. DATE SIGNED
s M.D.| 2601 Whittier Street 6-25=-58
zao‘funw. CREMATION, | 23b. DATE 23d. LOCATION (City, town, or county) (State)

REMOY AL {Specify)

b=Jo-G& |

24. FUNERAL DIRECTOR ADDRESS

23c. NAME OF CEMETERY OR C?EMATORY

Sthlevrs LT,

A4Y74

25. DATE RECD. BY LOCAL REG.

JUN 27758

26- EG]

AR’S SIGNATUNE

{Licensad Embalmer’'s Statemant on Reverse Sida)




% ) . A -~ .
- . -r -k . -
5, 10 =l siloa.
57 ali=nt
Y ;
. Y

STATEMENT BY LICENSED EMBALMER

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

BY M, OF DY it ii e et cr et rreaasnr e et as s ss e tae e s sa s b rn et rrr e as ., Student Embalmer No. .........ccccevnens

working under my personal supervision.

(ot ’
SEUAENE  wevvrnereiiciriineiiierirrerrierereeriresssessrnrnnns R et vt e~ 4 PN Lt
Signature of Student Embalmer
T 3 ST T I..u:ensed Embalmer No\?l)tfq

P. 0. Address‘f\f yALS , Z

TR TR ¥ i .
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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