Health,

« Welfare

Public

Service

em |G, No symprams will e 11s1ed.

1

All diseoses in Port | must ba causally reloted.

& .
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

s

gistration District No.

THE DIVISION OF HEALTH OF MISSOURI|

STANDARD CERTIFICATE OF DEATH

o R Primary Regisiration District Ne. 1003“.._%"_._.._ Registrar’s No.,_ﬁ@@_&_n_

e 3=0234 34

STATE FILE NUMBER

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residencetefore
a. COUNTY - a. STATE b. COUNTY cdmi?’i‘g)
b, CEI'RY {If outside corporate limits, give TOWNSHIP only) Inside Limirs c. CE]TRY Inside Limits
TOWN S8t. Louls Yo N [ _TOWN St. Louls YosX] No[]
* & FULL NAME OF (if NOT in hospital, give location) | Length of stay in 1b STREET (If outside, give location) Reside on Farm
o/ Whivvion 4935 Union Blvd., 12 yrs.4 17'; ADDRESS 14,935 Union Blvd, | Yed weO
| 3:. ?TAA:ESI;?HEJZEASED First Middls : 4 Lust 4. DSTE Month Day Year
Y Clarence Joseph Jones pEaTH 6 10 58
5. SEX 6. COLOR OR RACE| 7. " 8. DATE OF BIRTH 9. AGE (tn years JFUNDER i YEAR] IF URDER 24 HRS.
iate o] amite ;::::::z%“;“:,.v:::;zz% T e e

100. USUAL QCCUPATION (Give kind of work dun-

duting mast of working life, n i F reti
Maihtenance Man-Re

10b. KIND OF BUSINESS OR

Brig

11. BIRTHPLACE {City and stats or country)

Louis, Mo,

St.

12. CITIZEN OF WHAT COUNTRY?

0 U.S,.A.

13a. FATHER'S MAME

John Jones

13k. MOTHER'S MAIDEN NAME

Susie unknown

14, NAME OF HUSBAND OR WIFE

Ernestine Jones

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
(Y1, no, N&kmwﬂ)] {lf yos, give wor or dotes of service)

16. S0CIAL SECURITY NO,

l&91l.-09 0563

17. INFORMANT

Mrs. Ernestine Jones, 4935 Union

Address

18. CAUSE OF DEATH {Enter only vne cause per |
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

for (), {b), and (c)AD

Chcdcoinr)

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, i any, \ DUE TO {b}

which gove rise ta

above couse (o),

stating the under- |
lying cavse last. DUE TO (c) v

PART N. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relotad ta the terminal disease condition given in PART | {a}

19. WAS AUTOPSY

z
=]
=
< PERFORMED?,
H . £Ro./ ves[] No A=A
=1 200. ACCIDENT SUICIDE HOMICIDE 5. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of irem 18.}
b O o O
& 2c. TIMEOF _Hour Month, Day, Year
a INJURY o,
EL - M p-m.
~90d. INJURY OCCURRED ™ We. PLACE OF INJURY (e.g., inor about home, [ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATI:] NOT WHILE 0 farm, foctory, street, office bldg., etc.)
WORK AT WORK Bt

21. | artended the deceased from

. 1o

G(ad /

Daath ﬁqu(rod at

'D m on the date stated above; and to the best of my knowl-dge, from the causes stated.

and last Sow t

alive on

22a. SPGNATURE fltlo) 22b. ADDRESS T7c. PATE SIGHED
‘9% = /300 W b f7~
3a. BURIAL MATION, | 23b. DATE AME OF CEMETERY OR CREMATORY 234. LOCATION (Clty, town, or covaty) {Stcte)
REMOWAL (Specify)
peoval” | 6/13/58 alhalla Cem, St. Louis County Mo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE R?CD. BY LOCAL REG. 24, RAR'S SIGNATUR
Drehmann-Harral 1905 Union Ji11%8

{Licensed Embalmer's Stotement on Reverse Side)

k™




aeudaxo) L3717

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 By iiiii i e ettt ee e e et aree s aaeesesarrbanraeenaeereenrrannre , Student Embalmer No. .......ccc.ovue....

working under my personal supervision.

Student .ooooivviiiiiiiiiince e e Signed _, W ........... A = -5 4
Signature of Student Embalmer
Licensed Embalmer NOJ';EK

Pawr

P.O. Address......c.ccooveveiviiviiiicinnns

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 handwntmg

If this-body is not embalmed, fact should be so stated above,



