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195&giﬂmﬁon Districy Na_.______-.._____._3

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

58-034510

STATE FILE NUMBER

18 rimay i 1003 R.,..,,W.Nugma.,-______ ‘

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before
a. COUNTY a. STATE Missouri b. COUNTY admi ssion)
b. CITRY (If outside carporate limits, give TOWNSHIP only) Inside Limits <. C(I:;rRY ] Inside Limits
Town Sbe Louis Yes (] Na[] 1own oL -[-Iouis Yes[ ] No[]
2. FULL NAME OF (lf NOT in hospital, give location) | Length of stay in 1b d. STDRD%EEES (If outside, give location) Reside on Farm
HOSPITAL O Al
7 INS§T|TUT|0 Fﬁomel" Phillips '?//4 2431 Coleman Yes ] Ne [}
3. NAME OF DECEASED First Middle {last 4. DATE Month Day Year
(Type or print) or 1
Carter Miles pEATH Bept. 18 1958

5. SEX

Male

6. COLOR OR RACE

Nagro

VER MARRIED[ ]

7 MARRIED
WIDOWE pivorceo[ ]

8. DATE OF BIRTH

15 June 1923

R i YEAR
Doys

FUNDE
Manths

IF UNDER 24 HRS.

9. AGE (In years
Hours l Win.

lest birthday)

35

10e. USUAL OCCUPATION (Give kind of work dons

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE (City and stats or country)

12. CITIZEN OF WHAT COUNTRY?

ring most of working life, aven if retired) .
Tavorer Desin, Migss. U.s.
13a, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME M. NAME OF HUSBAND OR WIFE
W a Sp. Kate Brown Estella Miles
15. WAS DECEASED EVER IN U. 5, ARMED FORCES? 15, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, wunknawn)| {If yas. give wor or dotes of service) - - .
o e — Estelln 111 A

PART I.

which gave riss

stating the wnd

Canditiens, if any,

i |

lying cavas last.

to

above couszs {a),

DUE TO (b

DUE TO {c)

18. CAUSE OF DEATH (Enter only one cause per line fer (a), {b), and {¢}.}
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN

A had ONSET AND DEATH
e AL i
»
(Y

y

PART Il OTHER SIGNIFICANT €O

Wa. Accaém SUICIDE HOMICIDE
(]

O

20¢. TIME OF .Hour

MEDICAL CERTIFICATION

1Month, Doy, Year

| L7S om 9/.5'@

/,?445

19 WAS AUFOPSY
PEREQRMED?
I

. 7o, OR lOCAIION 2c 8 %

20d. INJURY OCCURREW PLACE o URY (e.9., i mboumum[ YSTATE
wHILE ATD NOT WHILE D ac, oet, officesbldg., o
WORK AT WORK
21. | attended the deceased from and last ia\-r hirs * alive on
Dejlh_gq:uned at :-?-E " m on the date stated above; ond to the best of my knowledge, from the causes stated.
2247 SIGNATPRE or ml 22b. ADDRE ATE SIGNED
&)—y ;% 30 4 ;
23a. BU REMATION, | 23b. DATE . MAME OF CEMETERY OR CREMATORY 23d. LODCATION (City, town, or county) (Sl_‘-h)
AL i .
eval” 23 sept .195€ Washingbon Park st. Louls Co. Mo.

24 FUNERAL DIRECTOR

Rellapvle Funersal bys.1389N Union

ADDRESS

23. OATE RECD. BY LOCAL REG.

kv 2 258

26. REGISTRAR'S SIGNJNURE

(Licensed Embelme’s Stotemant on Reverss Side)

4




!

17

STATEMENT BY LICENSED EMBALMER

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

by me, or by ettt aen bt e nen szererstenaeisrhatrrannn e e «» Student Embalmer No. ............ceeees

working under my personal supervision. .

Student .cccevvvvieiiniiiiiii e
Signature of Student Embalmer

Licensed Embalmer Nc§977
P. O. Address @%05775704

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

- - -




