it - THE DIYISION QF HEALTH OF MISSOURI 58-045869
foslh, IS Fo§-F STANDARD CERTIFICATE OF DEATH T o §206

;:::;:. I F"_ED JAN 5 1ngation_ District Now . 3_1 8Pumary Registration District No. .l QQQ__-___.M- Registrar’s NewA- S SR FRY

. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decaoscd lived. If institution: Residence ufore
00 & a. COUNTY o. STATE b. COUNTY adm-?véﬁ)
1-57 b. C:)TRY {If suiside corporate limits, give TOWNSHIP only) Inside Limits <. CIOTY Inside Limits
tom SR, LOUIS ,MO. Yos [ No ] Tome  ST.LOULS,MO. Yes[T] Ne[J
c. FULLI NAlJ_vll(E)OF {If NOT in hospital, give location) | Length of stay in 1b STREET (If outside, give location) Reside on Farm
OSPITAL OR v ADDRESS N
25 henrotion ST. 1OUIS CGITY HOSP, #1, 1.2 2_ PD 2708 WALNUT Yes [ No [
| |
3. (NTAME QF DE;:EASED First Middle Lns1 U 4. DATE Maonth Day Yeor
ype or print OF
BABY GIRL JONES DEATH DEC, 10, 1958
5. SEX ) 6. COLOR OR RACE| 7. MARRIED[INEVER MRR'ED& 8. DATE OF BIRTH 49 AGE {In yaors iF UNDER 1 YEAR] IF UNDER 24 HRS.
LE J NEGK) {ost birthday} [ Months | Doys Ho %3
; FEMA winoweo [] vivorcen[ ] DEC.10, 1058 L
E 10a. USUAL QCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or couniry) 12. CITIZEN QF WHAT COUNTRY? -
' HCITgiRes! of working life, aven if retired) NOXREsTRY ST. I.OUIS,MO. o U.S,A. e ‘\{
] =
13a. FATHER’S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUsBAND_ OR WIFE
UNKNOWN WILLIE DEAN JONES
] w
. = W 15, WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addrass
. 2 (Yl‘n‘o or unlmnwn)| (H ynoiv- wat or dates of service) S T mUIS CITY HOSP 1.
) 17}
(o]
E a 18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), and (c}.)} INTERVAL BETWEEN
] w PART I. DEATH WAS CAUSED BY: W W‘L‘. ONSE EATH
w IMMEDIATE CAUSE (¢) . -
& -
. x
i E Conditions, if any, DUE TO (b)
i t which gave riss to }
; above couse ([a}, . 0
; =z ing th der-
-1 P iying couss tasr. / DUE TO () 7 b >
5 =N PART Il. OQTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal disease candition glven in PART | {a} 19. WAS AUTOPSY
T &< PERFORMED?
F o« : YES[] NO 2
- x 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
= ZRu
2 » v O a -- ] .
¥
o <ES[ 20c. TIMEOF Hour Month, Day, Year
2 wpd INJURY  am.
‘3'. : B p.m.
E Z 20d. INJURY OCCURRED Me. PLACE OF INJURY {e.g., inor abouthome,] 20f. CITY, TOWHN, OR LOCATION COUNTY STATE
- w WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
.f g WORK AT WORK 12111 IISS
f 21. | ottended the deceased from] 2/10/58 , to 12/ jsb and last saw terrn alive on
2 Decth ogeurred of 3!]‘2‘1 m on the'dote stated obove; and to the best of my knowledge, from the causes stated.
g g 22a. SIGHAT] (Degtee ¢ title 22b. ADDRESS Z2e. DATE SIGNED
-] -
3 ,‘D 1515 LAFAYETTE A VE 12/11/58
23a. BURIAL, CREMATION, | 73k. DATE 23 NAME OF CEHETERY OR CREMATORY 23d. LOCATION (City, town, or count - {5tate)

REMOVAL (spmcifr) | 20 ~ 2, /ﬂ Anatomical Board _St. Louis, 8O-

= %/0#@ DEC 1359

(Li od Embalmer's 5 t on Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY 1ireveiiiiiiiiiii i niirrrrn e sis e s , Student Embalmer No. ..........cooeinee

working under my personal supervision.

SEUAENL  evreaiariniiieieiteanenrerenrnnrareensssrnsiaanranisess SHEREM Loeeesiivrieerretise s ee st
.. Signature of Student Embalmer

. Licensed Embalmer No.w....ococveiivunnenss

P. O. Address .. ...ooviieveveeiiiiiiniiniianas

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).

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,




