i_'“m‘- THE DIVISION OF HEALTH OF MISSOURI 58 —046246

| Welfare STA"DARD CEM“ICATE OF DEA‘H STATE FILE NUM
"ublic i i
Service gisrﬁmrion District No, S 8 Primary Rnglstmnon Dlstrlcl Ne. lms et meran Raglsirar s 6 _____
{ R A DEATH ~ 2. USUAL RESIDENCE (Where deceased lived. f institution: Rnsédence ,fcre
300 a. COUNTY a. STAT Mi b. COUNTY admi ssysn
~Saint—beuts sourl -
157 b. cgrRY (f outside corporote limits, give TOWNSHIP only) | Inside Limits< c chY lnside Limits
TOWN Saint. Louis Yes (G Ne (] towy Saint Louis Yes{] No[]
c. FULL NAME OF (If NOT in hospital, give location} { Length of stay in 1b d. STREET {If surside, give location) Reside on Farm
HOSPITAL OR 1 DDRESS .
2/ wstiiution 4481 San Franciseo '{/d fD 4481 San Frandisco Yes ] No[]
3. MAME QF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) OF
Minnie Lee Russell DEATH December 1, 1958
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 1 ars IF UNDER 1 YEAR| 1F UNDER 24 HRS.
_3 MARRIEDEﬁEVER MARRIEDD . last Ll’:&:n;; Meonths | Doys Hourx I Min.
Female Negro wiooweo[]  oworcen{]| April 9, 1993

10e. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE [City and stare or country) 12. CITIZEN OF WHAT COUNTRY?

3 during most of working [ife, even if retired) INDUSTRY
! Housewife Columbus, Missiasinni _U. S. A.
3 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN HAME 14. NAME OF HUSBAND OR WIFE
E
g w Dora Whitfield John Russell
3 Fn' 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
;. = (Yes, no, or unknqwn)]| (If yes, give war or dates of service)
> A neiscg e
, 2 John Russell ALB1 San Fra
4 [ 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), und (€)) INTERVAL BETWEEN
s I PART |I. DEATH WAS CAUSED BY W @ w&\g AND DEATH
: w IMMEDIATE CAUSE (g} _WM . Y é "
b -
- & 4 7
- E Conditiens, if any, DUE TO (b)
; t which gave rise to
: above couse [al, - P
: z ing the under-
-] A Iying covre. fom. 3 DUE 10 {c) ) -3 ‘
] = g E PART ). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal disecss condition givan In PART 1 {a) 19. gé%pggﬁgg;
. © .
] ves[] NORLD
1 - § | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.) 4
- = = w
v O 1| 8
> U
= B -8 Y
’ @Yl 2c. TIMEOF Hour Month, Day, Year s
;3 @fd INJURY  a.m. N
- = p.m. _
2 E é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inerabouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY = STATE
; = w WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.)
P WORK AT WORK ; y -l - P
;E 21. 1 ottended the deceased from . d lost 3aw h * alive on
; 5 Death occurred at - m on the date sfated obove; ond to the best of my knewledge, lrom e caufes stated.
)
L]
- - 220. SIGNATURE (Degr 2 or title) 226. ADDRESS 22c, DATE SIGNED
)7 /7“% 94 By B B L cctomen |y
i
3 d t / Z 7 £ - .
23a. BURIAL, CREMATION, | 23b. DATE Z3e. NAME OF csuerenv‘un CREMATORY 23d. LOCATION (City, tawn, or county) (5tétey ~
REMOYAL [Specify) . R
12..5_1953 Greenwood Cemetery St., Louis, Missouri

ADDRESS 25. DATE RECD. BY LOCAL REG. | 24§ GISTRAR'S SIGNATURE -
O CE 1221 N, Grand DEC 4 58 JM M}%

T Licensed Embalmer’s Stat Reverse Side)
\. {Licens mbalmer’s ament on Reverse o -—7% }6 .
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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, or by .i.iiiviririiie e e ereteeeereraresasrvarrrsrtraetnanataneraarn e ris .+ Student Embalmer No. ...................
working under my personal supervision. ] /
. I/‘)
Lo w .
/’ Vs > -
Student .oorniiiii e e e Signed ’WU{"‘// ........ i W '.:::./

Signature of Student Embalmer

......................

................................

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.



