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WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

FILED AUG 11 1958

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

REG. DIST. NO, ;; I ii PRIMARY REG. DIST. NO.

87027343

__]‘_O__Q_._. Registrar's No.......%

. Enter only onecaiiso per
line for (a), (b), and ()

*This doey not mean
the mode of difing, such
at heerl fallure, gsthenla,
de. It menns the dia-
ease, injury, or complica-
tion which coused death.

1. DISEASE OR CONDITION .
DIRECTLY LEADING TO DEATH® (5) 72"

ANTECEDENT CAUSES

rise to the obove couse (o) slating
the underlying cause last.

DUE TO (c)
11, OTHER SIGNIFICANT CONDITIONS

Cunditions contributing to the death but not
related to the disease or condition cauzing death.

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (When ¢ d lived, 1f {nwtirotl =il ,bafars
a, COUNTY . STATE b, COUNTY dunision),
- . Missouri, y amie
b. CITY ¢ outaida , L and . LENGTH OF . CITY
o eorwh:.o Umits, write RGRA mﬂp'}_grAY NGTH OF || o Y e ?:;.um = m!
TOWN St, Louis Mo Mo odEYY St, Louis, : ]
d. T&Prﬁhf_EOOF {If Dot ia hoapl itgtion, give street add or | SJS&EESI:S {II rural, give location)
INsTITUTION St Loui s Chronic Hospital b A 481, Northland Ave.,
3 DNECREESOEFD 8. (First) b. (Middle) _d' c. (Last) 4. Dg;E (Month) (Dar) 5é
f Type or Print) Ben Powell DEATH J llly
9' ' 6. COLOR OR RACE | 7. \'\?IAD%Q{’EE BWSEC'ESRRIED') 8. DATE OF SIRTH 9.1.A.GE o .n)an Ll’r n:: |$ o UWOUR b HES,
N [{:] £3 t birthday; on! Hourns Min,
Male Colored widow e | T=b=79 | |
10a. USUAL OCCUPATICN {Give kind of 10b. KIND OF BUSINESS OR_IN- | 1f. BIRTHPLACE . ™, - 3
dona duriag mout of werking I.I(l...“nl;t n';:: = DUSTRY {City and State or FU.. Coaptry) IZCELTIZEN?FWHAT
Troy, Missouri, el
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥|FE
¢ Robert Powell Unknown Josie Powell
15, WAS DECEASED EVER IN U.5. ARMED FORCES? [ 16, SOCIAL SECURITY | 17. INFORMANT® § STGNATURE OR NAME ADDRESS
(Yes, 5o, or ynkoowa) | (If yes. xive war or dstes of sorvice) NO,
[+) HOSFPIT. 5
MEDICAL CERTIFICATION INTERVAL BETWEEN
18, CAUSE OF DEATH ONSET AND DEATH

Morbid condilions, if any, gicing DUE TO (b)W& :M@%

L

e
3ag | T

13a. DATE OF OPERA-
. TION

19b. MAJOR FiINDINGS OF CPERATION

2. Autorsytr |}

no [

WORK AT WORK

21a. ACCIDENT (Bpacity) 21b. PLACE OF INJURY (s.x..lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, furm, lastory, sirest, offios blds ,et0)
HOMICIDE
21d. TIME {Month} (Day) (Year) (Hour} 21e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
lN.ﬁ.'I:RY o | WHRLEATI—) NOTWHLE

“alive on

2. I hereby certify that I altended the deceased from N&Mﬁ, 19_25, to July 25,

s 19_58, and tha!l death occurred at

18 58 , that I last saw the deceased
R#om the causes and on the dale stated above.

23a. SIGNATURE

(Degrao or ut]e)o

23b. ADDRESS | 2. DATE sIGNED

Spoo 7/ 28/s%

RSO

IO.HB.lR;’ERMISVL. CREMA- | 24b. DATE . A

. (Bpesliy)

& Fema bL.On 7=31=58 A City
IST, 'S SIGNATUR

censed

Dt 6 (

24d. LOCATION (City, town, or count§) (State}
St.louis Missouri

25. FUNERAL DIRECTOR™ S SIGNATURE ADDRESS

rank 0'Donnell 00 Arsenal St, >

*s Statetnetst on Reverse Side)

4

’



-

fa

. . o=

5

=3
‘—__.——__._——.—-——-————————

P Co. o, T T. . . - .
K , STATEMENT BY LICENSED EMBALMER

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

¢

by me, OF by ..o e P beeraees , Student Embalmer No.-cc.ccenan---

working under my personal supervision..

[-TT07. U3 /X SOy P Signed . ....ooiiiieiiieriee e eeeeaas
Signature of Student Ezbalmer

P. O. Address ____.___.___.............

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his'OWN HANDWRITING. (Fail

to comply with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwriting,.
T# this body is not embalined, fact should be so stated above.




