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* OR
Y N
TOWN St. LOUlS GSE o[} TOWN St- LOUiB Yes[ X No[]
c. Egls-}l’-l'::mt‘%g’: (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
A 2 ADDRESS ) '
. 27 Wiiioe Homer G, Phillips | 2 vears.2l¢45 4824 St, Louis Yos [ No
A w
37 NAME OF DECEASED First Middle fLasr 4. DATE Menth Day Y ear |
{Type or print} OF '
| Sylvester Jackson DEATH 9 24 58
. 5. SEX 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {In years JIF UNDER i YEAR| IF UNDER 24 HRS. |
My lagt birthday) [Months | Doys | Howrs Min.
Male Negro winowep[3@ ), orvorceo[ ]| Ma 7
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10b. KIND OF BUSINESS OR
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18. CAUSE OF DEATH (Enter only one cavse per line for

Cnulir

PART k. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

{a), (b},

and {c).)

dying mest of working life, even if ratired) INDUSTRY
Labérer” construction |Texas ! lg. 8, a
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE d
Joseph Jackson Silver Reiner - Daceased ' -
l.f;. WAS DECEASED EVER IN U. 5. ARMED FORCES? 15. SOCIAL SECURITY NO.| 17. INFORMANT Address Ave .—5
( -m or unkmwn)l(lfnbﬁvbwm or dotes of sarvice) .6 0010-8007 . s
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

220. SIGHATHRE
/

{Degreo or title)
 Seden , Mp.°

22b. ADDRESS
2601 Whittier Street

22c. DATE SIGNED

9-25=-58

g lying couse last. DUE TO (¢)
- = PART li. OTHER IGNIEICANT CONDITI CONTRIBUTING TO DEATH but 5ot relgged ta the terminal diseass condition glven P ART | {0} . WAS AUTOPSY
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= wt
i o O O O
] 2
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';'u E p.m.
€ 20d. INJURY OCCURRED 20e. PLACE OF INJURY {¢.q., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
e WHILE AT NOT WHILE — farm, factory, street, office bldg., etc.)
& WORK AT WORK
E 21. 'l attended the deceased from 8"4-58 .o 9-24-58 and last saw ﬁr:‘ alive on 9-24-58
a Death occurred qt 3:40 A m on the date stoted obove; and to the best of my knowledge, from the causes stated.
 §
4|
<

23a. BURIAL, CREMATION,

E R Eli\'éi(!m.:ifr)

23b. DATE

9/29/58

24. FUNERAL DIRECTOR

ADDRESS

23c. NAME OF CEMETERY OR CREMATORY

én Reverss Sid}

23d. LOCATION (City, rawn, or county)

REGISTRAR'S SIGNATUR

{Stata)
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STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY oiiierieire ettt i v rr e e e et r e s e e , Student Embalmer No. .......coveennee

working under my personal supervision.

T Ts 1= | AU D OO PP
Signature of Student Embalmer

i;ic-‘.epsed Embalmer Nok444.............
) P. 0. Address 4202.. Finnoy. Ave,

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). oA . - |
“ ' 1f embalmed by a STUDENT, ‘he also shall sign in his OWN handwriting. ' o

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