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THE DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

8 Primary Reglstrnhen District No. 1003 ,,,,,,,,,, Reglstrur s @_ﬁisa_-_-

F“.EB NOV 1 0 Igmiumﬁoq District Mo ...

OF MISSOURI

o8-038214

STATE FILE NUMBER .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution: Residen, be!ore
a. COUNTY a. STATE Mi ssouri b. COUNTY admifsion
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. C!)TY Inside Limits
R
TOWN St, Louis Yes 11 Mo [J TOWN St.loulsg Yesl] Ne[]
c. FgLL NAM%OF {lF NOT in hospital, give location) | Length of stay in Ib d. STREET (If cutside, give focation) Reside on Farm
HOSPITAL OR DRESS
INSTITUTION H G 2 /7 %" 3861 Delmar Yeos ([ No[]
v 4 rat |
3/ NAME OF DECEASED First Middle T ast 4. DATE Month Day Year
{Type or print) OF
Tina Sherrell DEATH 10 22 5B
5 SEX 4. COLOR OR RACE| 7. MARRlEDEENEVER MarRIED] ] 8. DATE OF BIRTH 9. AGE (I yoors IF UNDER I YEAR! IF UNDER 24 _HRs.
birthday} | Months | Days Hours Min.
Female .3| Negre wooveo[] 7 ovorceo[]] Qct 22,1908 5% [ |

10a. USUAL QCCUPATION (Giva kind of work done

ogﬁossli}rfng life, aven if retired)

10k. KIND OF BUSINESS OR
INDUSTRY

None

11. BIRTHPLACE (City ond state or country}

12. CITIZEN OF WHAT COUNTRY?

/1U.8.4,

Tennesseeo

¥3a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

All disecses in Port | must be cousally related.

| _Frahk Simon Tina Maiden Hame Jénes Sherrell
E’ }5. WAS DECEASED EVER IN U. 5. ARMED FQRCES? ‘| 16, SOCIAL SECURITY NO.] 17. INFORMANT Address
= N (Yos, or unknawn)| (1§ . give waor or dates of servica)
g L 1] no Yeaa, give Qi v date - James Sherrell 35 51 1
a 18. CAUSE OF DEATH (Enter only one cause per line fof {a), (b), and {c).) INTERVAL BETWEEN
W PART 1. DEATH WAS CAUSED BY: @ é7 ONSET AND DEATH
w IMMEDIATE CAUSE (q) _B;Oub 7 A.Q‘/vkm a1y Gé.@vv\ AN
& * Canditlons, if any, CUE TO (b) gj..Q undet,
- which gave rise 1o
= above cavie fa), }
=z stating the under-
8 ‘z) lying cause lost DUE TO (c)
s E PART ll. OTHER SIGNIFICANT CONDITIONS fFONTH|BUTING TO REATH put pot raloted 1o the terminol dissass cendltion given in PART | (a) 19. :‘egpgTOPSY
' RMED?
] [ d é\.ﬂd\c‘%‘o RoAarn o’ ij YES[] NO X o~
x = 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
- w .
« @Y O ] O
o]
j Ul 2. TIMEOF Hour Manth, Doy, Year
oo INJURY a.m.
_>_|‘ X p.m,
3 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE O form, factory, street, oifice bldg., e1c.)
4 WORK AT WORK
21. t attended the deceased from 10-5-58 ) 10-22"58 and lest zsaw her alive on 10’22-58
Decth eccurred ot 13 ‘5 A m on the dote stated gbove; and to the best of my knowledge, from the couses stated.
2 IGNATURE {Degree or titls) (3 | 22b. ADDRESS 22c- DATE SIGNED
(: ' k VR C"En 0 -\-\r—r A> . M.D. 2601 Whittier Street 10-22-58
730, BURIAL, CREMATION, | 23%L. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {51ate)
i)
RefigvdY™ | 10/27/58 | Washington Park St.Llouis County Mo

24. FUNERAL DIRECTOR ADDRESS

Boyd Bros

3706 Finney Ave

25. DATE RECD. BY LOCAL REG.

_QCY 2 458

(Li

4 Embal

on Reverse Side)




X

3

diottar3 ) ) nnil

1L algme™

STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No. ..ocoevvvvernennnn

DY ME, OF DY 1iiriiiiiierieereeieiiiiesieiiianirrarrre e s sesae s r e s as s s an e n s ae s st e s ,
working under my personal supervision.

LT Y 1= 1| PR P Signed
Signature of Student Embalmer . -

R ‘
PN 1 e SRR Jladarng f /
A Licensed Embatmer No. é(? eeeepee

I | —\J._-'-' ":‘)f.;j'r N fﬁ":

Note: The above MUST BE SIGNED BY THE L[CENSED 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. . -

z:




