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All diseases in Part | must be cousolly related.

USE ONLY BLACK INK OR RIBBCN TYPEWRITE IF POSSIBLE

gistration District No. ..........

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

28-046017 |

STATE FILE NUMBER

218 —-Primary Registration Dtsmcf N 003.,"__..__. - Registrar's N127_80 _____

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Re}s#{ncg b)ufore
. COUNTY . STATE : b. COUNTY 1asian,
¢ ° Missouri
b. CITY (M ourside corparate limits, give TOWNSHIP anly) Inside Limits c. CETRY Iinside Limits
R s
TOWN St. Louis Yes L] Mo [ TOWN St. Louis Yest] No[]
FgLé_ NAM%OF {If NOT in hespital, give location) | Length of stay in b d. STREET (If outside, give location) Reside on Farm
HOSPITAL OR DDORESS .
R 7 hEtiution Homer G. Phillips fld 5 - 14224 Biddle Yes [J No[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) . oF
Donald Madison DEATH 12 18 58
5. SEX 6. COLOR OR RACE MARRIEDD f{‘ marrien[] 8. DATE OF BIRTH 9. AlGE L.f,':;,,; ::::holeq [!;‘l;EAR Iﬁ‘::DER z:runs, |
s3 birthday! a in, |
Male A | Negro wioowep[ ] qu Sivorceo[]|  unknown 69 |
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
during moxt of working lifa, even if reticed) INDUSTRY T UcA
unkhown unknown enn, { ~
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND DR WIFE
unknown unknown unknown
15. WAS DECEASED EVER [N U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO,| 17. INFORMANT Address
Yes, no, 1f . glve w da f vi -
I {Yes, no, or urt(nqum)l( yws, give war or dates of service) unk Medi cal Records Homer Phl lnps H-OSDital

PART I. DEATH WAS CAUSED B

IMMEDIATE CAUSE (u)

18. CAUSE OF DEATH (Enter only one cuuse per line for {a), (b) and (¢).)

LVvETL

N E AT

PiSEass.

INTERVAL BETWEEN
ONSET AND DEATH

undet,

Condltions, if any, DUE TO {b)
which gave rise 1o } B
obove caurs (a),
tating th der-
g l’yingng:ou.uw;u::. DUE TO {c) 0 & 5_'X
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass condition given in PART | {a) 19. WAS AUTOPSY
X PERFORMED? ;\
d YES[] NO[R
21 0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART If of item 18.)
s a 0 O
S| ¢ TIMEOF Hour thonth, Day, Yeor
'S INJURY  gm.
k3 : p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.q., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.)
WORK AT WORK
21. 1 ottended the deceased from 11“25-58 , to 12"‘ 18-58 and last saw :f' alive on 12"18'58
ng:hﬁungd at 8 3 50 P m on the date stated obove; and to the bast of my knowledge, from the couses stated.
22a. §1 gJRE egrnn or tithe) fs) 22b. ADDRESS 22¢- PATE SIGNED
s M.D. 2601 Whittier Street 12-22-58
23a. BURIAL, .CREMATION, 23b. DATE} 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or eounty) (Smh)'

EMOVAL (Specify)

MO YAL,

/- .Z-/?JV

GREEN WOooD LEA.

St Lowis Lo Mo,

24. FURERAL DIRECTOR

e ! Doasss??’a#.

25. DATE RECD. BY LOCAL REG,

DEC 31'58

2Bt L

s [Licenged E[bclmor‘l Statement an Reverss Slde)

26. REGISTRAR'S SIGNATURE
4




et ]
»

STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY oeciiiiiiiiireeciir e ittt tr e e r st g e e e a s , Student Embalmer No...................

working under my personal supervision. NOT EMBAIMED

STUGRME  wevetiiiaemir e e ee s rarsaseab e s Signed ... AN, &’V“-ﬂ_.“ ..........................................

Llcensed Embalmer No......ccovvvvvrninnnn
P. O. Address........ccoceeviiiiriiinrinnanees

a w ‘
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.
I this body is not embalmed, fact should be so stated above.




