THE DIVISION OF HEALTH OF MISSOURi

58-027176

Health,
& Welfare . STANDARD CERTIFICATE OF DEATH STATE FILE NUMB%
Public
» Service F“_Eﬂ JUL 2 4 1958“@:0;\ District No. __“__,,w..““.."q,:], R. anry Rnglslrunon District No. 1{_#‘9 ,,,,,,,,,, Rag-istmr't No.. _ { _1_}_@;2;_,-
. | B N - b 1 ‘}‘-"
0 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence bef o
5. 300 a. COUNTY o STATE 4 ssigsippi b. COUNTY udm-u-onf
1-.57 b. C:JTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. C:DTRY g‘z 3 ) Ingide Limits
LA
Tom ST, IOUIS, MISSOURI Yoo & N 01 ow Jackson g v N[
c. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET {If ourside, give‘fo:nfion) Reside on Fgpm
O 42 0Ea RBARNES HOSPY1 ALl 7 1os _33°ORES1335 Hair Street Yeu[J Noti]
I
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print} OP
JOANNA NMN LOFLIN DEATH JUIY 13, 1958
5. SEX 6. COLOR OR RACE| 7. X 8. DATE OF BIRTH 9. AGE {In years §F UNDER | YEAR| IF UNDER 24 HRS.
g - MARRIED N£VER M‘RR'EDD last iir!::hy) Manths | Days Hours Min,
Female Col wpowen ] pivorcer[ ]} May 192 1902 | ]
106, USUAL CCCUPATION (Give kind of wark dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and atats or country) l 12. CITIZEN OF WHAT COUNTRY?
i of wesking life, even if retired INDUSTRY
HeusawoTk ™ e Meridan Mies US A

13a. FATHER'S NAME

James TUalker

13b. MOTHER'S MAIDEN NAME

Young

Jannie

J«D. Loflin

4. MAME OF HUSBAND OR WIFE

15. WAS DECEASED

EVER IN U. 5. ARMED FORCES?
(Yas, m,nt unknewn)|
o]

{If yos, give wer or datas of service)
-

16.

SOCIAL SECURITY KO.

427-44-9878

17. INFORMANT Address
Agnes Brown 4048a Cook Ave

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

Conditions, if ony,
which gave rise to
above covas (a),
stating the under-

DUE TO (b)

i

r {a), {b), and {c}.)

IMMEDIATE CAUSE (o) CEREBRAL VASCUIAR ACCTDENT

197 2

INTERVAL BETWEEN
ONSET AND DEATH

DAYS
| 7 MONTHS

must uss only standard nomancloture in itam 18. No symptoms will be listed.

W'HILE ATD NO]' WHILE O

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

farm, factory, street, office bidg., etc.)

g lylng couse lost. DUE TO {c}
b PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related te the termingl dlsease condition given in PART | (o} 19 ‘geg:ggggg}
i
]
z|__ DIABETES MELLITUS 6 N TS ves[} No K]
| 200. ACCIDENT SUICIDE HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 13}
3 ] O O
Ui 20¢. TIME OF .Hour :Month, Day, Year
o INJURY  am.
B p.m. .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

2. | attended the decoased from _JUNE 20, 19

58

Death occurred at 2:10°A

»

. to Jgg 13! 1958 ond lost Sow t"; alive on JULY 12: 19 5§

m on the date stated above; and to the best of my knowledge, from the causes stoted.

22a. SIGNATUR

<4

{Dogree or tit

ur,

All diveases in Part | must be causally related.

-

le)

O
M. D.

22b. ADDRESS

BARNES HOSPITAL

22¢. DATE SIGNED

7/13/58

on Revaras Side)

7 o FA

23o. BURIAL, CREMATION, | 23b. DATE 23c. MAME OF CEMETERY QR CREMATOURY 23d. LOCATION (Ciry, town, n; county} (Sn‘n.)
REEGW = | 7/18/58 Vlaghington Park 5t. Louis County, Mo.
24. FUNERAL DIRECTOR ADDRESS 28, DATE RECD. BY LOCAL REG. REGISTRAR'S SIGNATURE . y
J.H.Randle & Son 3133 Bell Ave JUL 1 (-,'5_8 6 Lo ZTH. i



STATEMENT BY LICENSED EMBALMER

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

by me, or by ., Student Embalmer NOw corerevereeereenn

working under my personal supervision.

Student

F;. 0. A;!dtess ﬁ//

TorEa LT 5Lt
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,

Signature of Student Embalmer
) ‘ : Licensed Embaimet ?4{

Nt




