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NO symptoms wi

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseasws in Port | must be cousclly reloted,
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THE DIVISION OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

98-045963

STATEF

-

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence b ‘grc
a. COUNTY a. STATE Ill ino is b. COUNTY Mad i Sd%‘”'"
b. CITY {If cutside corporate limits, giva TOWNSHIP only) Inside Limits <?f2 é CBTRY Inside Limits
o St. Louls Yes [ Ne[] o Tom Madison Yes[ No [
c. Eglé_'!’_I‘PAr%ROF (I# NOT in hospital, give location) | Length of stay in 1b d. iE%%EETAS {If outside, give location) Reside on Farm
Al
l/_? nsTiTUTion  Peoples Hosp. 2 days 2, 700 Webster Yos [] Ne [X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
T r pring OF
(Type o print) CALLIE LEET of, Dec 25, 1958
5. SEX 6. COLOR OR RACE| 7. MARRIED[RNEVER MARRIEDD 8. DATE OF BIRTH 9. AEE {|i,, ,.;:;; ::,’;.D,E Qg:rEAR I::J:DER 2;.:!25.
Femal €z Negro wooweo[] , oivorcenJ| Dec 2, 1890 3134 l
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond stata or country} 12. CITIZEN CF WHAT COUNTRY?
during mast of working life, evan if retired) INDUSTRY
Housewife at home Mayfield, K /- USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF H_USBAND OR WIFE
Robhert Mason Unknown Edward Leet
15. WAS DECEASED EVER IN U, $, ARMED FORCES? 16, SOCIAL SECLRITY NO.{ 17, INFORMANT Address
Yas, no, or un ey, give wat or dates of servies
(Yas, knawn}f (I yes, gi t or dates of serviee) None Edward Leet—?oo V\Iebster ,L&adison' Illo

MEDICAL CERTIFICATION

21
Death occurred ot

| attended the deceased from

und lost xow

o |

!

8=

alive on

18. CAUSE OF DEATH (Enter only one cause per ling for {a), {b). snd {c).} INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ONSET AN EATH

IMMEDIATE CAUSE (a} - ¥ am'
(]

Conditions, if any, (:EfE2J{,04.(/&41145:;gk4:;:i’~) J’€§<!71Ag‘141‘

whl:lll' :::- Ir uhy } DUE T0.(8) - U w

above cause (a),

stating the under-

lying couse last. DUE TO (cl

PART Il. OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted to the terminel disease cendition given in PART | {0) 19. gég'?ggggg\' ;

332 % YES[] NO

o, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)

o O O
2c. TIME OF .Howr Month, Day, Year

INJURY a.m.
p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, factory, street, office bldy., etc.) . .
WORK AT WORK »
A) hor -

m on the date stated above; and to the best of my knowledge, from the couses stated.

22.0._ SIGNATUR,

-’ (D.w:le)

&

22b. ADDRESS

LLS &

230. BURIAL, CREMATION,

REMOV AL (Specify)

3b. DATE

23z. NAME OF CEMETERY OR CREMATORY

oL oz *SEh

234, LOCATION (Clty, town, or county)

Eest St. Louis, Illinois

}%‘E yi::D 3

{S1ote}

Removal |Dec 29,1958] Booker Washington Cem.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.
larsaell Fun Home-E.St.Louis,T11]| UEC 29'58

d Eebal

(Li

on Reverss Side}

25& ERAR'S SIGNATURE
.
4




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY ittt iier i st ssennrsrenennarrenrer st s can s n s anrr eyt basanas ., Student Embalmer No..............o.ene

wotking under my personal supervision.

Student coeoeveeieiiiiiiircre s Signed W% .............................

Signature of Student Embalmer ]
Licensed Embalmer No’:“+79

P. O. Address Rast- Fp-Touts

-

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 hcense)
' If embalmed by a STUDENT, he ulso shall- sign in his OWN handwriting, - * N

If this body is not embalmed, fact should be so stated above.

. -




