- Health,

& Welfare

Public

1 Service

stondord nomenclotyre in item 18. No symptoms will be lisred,
ally related,

Nclar, coroner, alc. MUsy use anly

All diseases in Part | must be cous
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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

OF MISSOURI

o98-045873

STATE FILE

1003

%451

IE” EB JAN 1 2 19@':;:";130:-‘ District Mo, oo 3 1 8..Primary Registration Diﬂri:vifir:- ........................... Registrar® s N - .
. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residance Wefore
a. COUNTY a. STATﬁ . b. COUNTY admis=ifn}
issouri |
C:)TRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c CITY Inside Limits ‘
OR
Tow ST, LOUIS, MISSOURI Yes L1 No[] oW St.Llouts YesJ No[]
FgL;. _FIAC’IIE)OF (1f NOT in hospital, give location) | Length of siay in 1b d. STREET (If outside, give location) Reside an Farm
HOSPITA ADDRESS
V) ¢|NST|TUT|0NRBARNES hUbPI] Al . Oﬁ 55'56 Maple Ave, Yes [ Nof ]
r
3. NAME OF DECEASED First Middle Last 4. DATE Hanth Day Year
(Type or print} OF
MACK NMN JONES OEATH DECEMBER 21, 1958
5. S5EX 6. COLOR OR RACE| 7. MARRIECE | NEVER MARRIED ] 8. DATE OF BIRTH 9. A|GE1 ".,,';;,,; lzati:casﬂg;r:m l:ngN'DER 2;:125.
o% ir oy, r .
Male & ro wooweo(] / owvorceoll| Bent 9 1902 28 I

10k, KIND OF BUSINESS OR
INDUSTRY

10s. USUAL OCCUPATION {Giva kind of work done
during mast of working lifte, evan if vatired}

M. BIRTHPLACE {City cnd ssate or country)

/

12. CITIZEN OF WHAT COUNTRY?

(If yos, give wer or dares of sarvice)

(Yes, n ﬁ, ar unkrgwn)

497071247

Minnie Jones 5456 Maple Ave,

Self Employad Holly Springs, Migs
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Simon P.Jones Carrie McKinney Minnie Jones
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 18, SOCIAL SECURITY NO.| 17. INFORMANT Addrass

18. CAUSE OF DEATH (Enter only ane cause por |mu for (a}, (b), and (c).)
PART I. DEATH WAS CAUSED BY

TLOBAR PNEUMONIA

Caonditions, if any, DUE TO (b}

IMMEDIATE CAUSE (a) MNABLEDEM

INTERVAL BETWEEN
ONSET AND DEATH

5 DAYS

which gave rise 10
chbova couse (o},
stating the wnder-
lying cavse last.

!

pue 10 () ACUTE MONOCYTIC LEUKEMIA

UNKNOWN

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminak disecse condition given in PART | (&)

19. WAS AUTOPSY

=z
<]
=
b PERFORMED?
v o0 ‘/ < YES[& nof]/
=] 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v 3 O |
§ 20c. TIME OF  Hour  Month, Day, Yeor
2 INJURY  q.m,
= p.m.
20d. INJURY OCCURRED e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, facfcry, stroet, office bldg., etc.)
WORK AT WORK
21. | ottended the deceosed from JAMJ"' 195}"" . 1o DEC. 21 1958 and last uw: alive on DEC. 2lJ 1956
Death occurred ot ' P m. m on the dote stated above; and to the bast of my knowledge, from the couses stoted.

22b. ADDRESS

BARNES HOSPITAL

22e. DATE SIGNED

12/22/58

-———m
220, W ' (Dggfeo or tit [&]
. M A M.
23a. BUREAL, CREMATICON, | 23%. DATE - 23c. NAME OF CEMETERY OR C
it
HBfdval  12-27-58

Washington Fark Cemetery

REMATORY

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

St.louis Co,,Mo

{S1ate)

ADDRESS

1221 N, Grand Blwd,

25. DA

&y%mscm

ISTRAR'S SIGNATURE

TE RECD. BY LOCAL REG.

nee 2% 58

{L.Iconsed Embalmer’'s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

T DY ME, OF DY e e s s ae s s s s st e e bea e e ., Student Embalmer No. ..........cccceeeeee

working under my personal supervision.

Student oo
Signature of Student Embalmer

Licensed Embalmer No%?“‘\\‘r-‘
. . P. O. Address.‘{éarg{.fx{:%ﬁm

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).
« Ifeembalmed by 2'STUDENT, he also shall sign in his OWN handwritifig. ~
If this body is not embalmed, fact should be so stated above.

. - . PO

" 1




