THE DIVISION OF HEALTH OF MISSOURI

S58-045500

{Cf:l'u" STAN nnngtflgmcm OF DEATH SRTE R i
Service 1—“ r_-n {ﬂ N192 1qq9-sm:non Distriet No. Primary Ren_iﬁ'ﬁfioi’"iﬂ"_laoa ~~~~~~~~~~~ Registar's -—--—6-—43——~——
[ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residegfs before
300 a. COUNTY a. STATE Missouri b. COUNTY ml}':gon)
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY Inside Limits
Tom St. Louls Yes 0 No (J R, Ste Louis Yes[] Nol]
3 & FULL NAME OF (If NOT in hospital, giva location) [ Length of stay in b STREET JV .1 avtside, give location) Resids on Farm
neriTuvionEnr, Homer G, Phillips Hospitall/ ﬂ ?DDRESS 3124 Vandeventer Yos [ Na[J]
3. m;:f QOPFP rrinrﬁ)ce;\sen First Middle Cost 4. DATE Month Day Yoar
Gabe Carter peatTH 12 27 58
5. SEX 6. COLOR OR RACE 7‘MARR|ED[}4EVER marrieo[] 8. DATE OF BIRTH 9. AGE (in years IF UNDER i YEAR] IF UNDER 24 HRS.
Male = Colored woowen[] ; pivorceol] GeBm1004 54.,.' birthday) Mgfn.. Ty Hours ] Min.

10a. USUAL OCCUPATH

CN (Give kind of work dons | 10b, KIND OF BUSINESS OR

11. BIRTHPLACE (Cirty ond state or country)

12. CITIZEN OF WHAT COUNTRY?

{ Iﬂﬁ’a"féwf" of working life, even if retired) INDUSTRY None M.'lBSiS Si Ppi / USA
; 13a. FATHER'S NAME §3b. MOTHER"S MAIDEN NAME 14. NAME OF HU&BAND OR WIFE
- Gabe Carter, Sr, Ayna Dreke Maggle Carter
w
Y 2 | 15 WAS DECEASED EVER IN U. §, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
X 7 [ (You no, y v
: § {(Yes, no ﬁ unlmnwn)l(ll Yo, give war or dates of service) ? Mﬂ,ggie Carter 3124 N o vandervente!’
z a 18. CAUSE OF DEATH (Enter only one couse per line for a), {b), and (: INTERVAL BETWEEN
5 w PART I. DEATH WAS CAUSED BY Z / ONSET, AND DEATH
. W IMMEDIATE CAUSE (e) .@n—cczm (" & %f-"AfOE’é -
1 o ﬁ
- 3
- o Canditions, if any, DUE TO (b) 2&(/5‘_[ L
- > which gove rise 1
.z iy e } % el 33/% pA
: ing the und :
-1 P Iying _covae lasr. 7 DUE TO (¢} 2L xS an o7
E - =N PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the tivginal disease condition givan in PART | {2} 19. WAS AUTOPSY Y
; P 3 PERFORMED?
] ves[] NOE
2 7 ¥ 05| 200. ACCIDENY  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
2= Z A5
2 xf° O | O
- ki
v JRYi 2c. TIMEOF Hour Month, Day, Year
£ a5 INJURY  a.m.
';'. : 'E p.m.
€ g 20d. INJURY OCCURRED Ne. PLACE OF INJURY {e.q., inor abouthome,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
_= w WHILE ATD NOT WHILE D farm, foctory, street, cffice bidg., erc.)
& 2 WORK AT WORK
E 21. | ottended the deceased fom /A?—— ’% -E /f- f?'-‘ J? and last sow !h"' alive on /,.,9- 2¢S Py FE
- Death occurred at / _3 D/ m on the dote stated obove; and 1o the best of my knowledge, from the couses stated.
g 22a. SIGNATURE egree or n!|e) & | 22b. ADDRESS é“‘ i ;‘! 22¢. DATE SIGMED
-l
3 m S G (T2 d-?-——é?"ﬂ’

REMOY AL {Specify)
Remo

BURIAL, CREMATION,

/1% &

23c. NAME OF CEMETERY OR CREMATORY

Washington Park

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

St. Louis County,

{State)

¥Missouri

24. FUNERAL DIRECTOR
1lis Funeral Home,Inc,

ADDRESS

2820 Stoddard

25. DATE RECD. BY LOCAL REG.

DEC 30'58

L d Embal Y

on Revarse Side)

s 5t




STATEMENT BY LICENSED EMBALMER

T T

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

DY M, OF BY (i1iituuiuunt e ereniiiaiieinrr e e e s e an s aaa st , Student Embalmer No. ._..........occen

working under my personal supervision.

o] FE T (13 o SO
Signature of Student Embalmer

e MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failute

Note: The abov
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,




