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USE ONLY BLACK INK QR RIEBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

THE DAYISION OF HEALTH OF MISSOURI|

STANDARD CERTIFICATE OF DEATH

r'L‘;D FEB 3 TQE_gsmﬂior! Disl_ric! Na. Primary Regisrm:i_oi Disl‘ric‘l_N_ﬂ_-.___

--59-002982—
___________________ Regi sfrural:._-_ﬁg.i_“

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Rnlédnm:e by
. COUN . STAT . b CO odmissio
o. COUNTY a E Missouri COUNTY
b. CITY (If outside comporate limits, give TOWNSHIP only} Inside Limits c. CITY Inside Limirs
R . CRrR
TOWN St. Louis Yes [] Ne (] TOWN YelD No[ ]
c FgLr!’. NAM%SF {1f NOT in hospital, give location) | Length of stay in 1b LT o gFSTREET (IF sutside, give location) Reside on Farm
HOSPITAL ADDRESS
iNsTITUTION _Homer G, Phillips a 5129 Northland Yes (] No[]
3. (NTAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
ype or print) OF
William Gonder DEATH 1 16 59
5. SEX 6. COLOR OR RACE| 7. MARRIED{ | NEVER marrizo[] 8. DATE OF BIRTH 9. AGE (In years FUNDER | YEAR| IF UNDER 24 HRS.
1 Bh.,rhaqy) Manths | Doys Hours Min.
Male .| Negro woowee[] 3 ovorcedk]| June 19,1913 4
10a0. USUAL QCCUPATION [Give kind of wark dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
dwmoéfrkmg life, even if retired) stfam'n!hill st. Loui' . MO. c.' U. s.‘.
13a. FATHER'S NAME 1ib. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Henry Gonder 8race Flernory -
15. WAS DECEASED EYER IN U. §, ARMED FORCES?A 16. SOCIAL SECURITY NO.| 17. INFORMART Address
(o ek y0n aiv o ot f e CMattle Reed 5129 Northland Ave,
18. CAUSE OF DEATH (Enter only one cause ppedine for (a), {b), and (e}.) INTERYAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (q) atrf kg,e
Conditions, if any, . DUE TO (b) 4 undet,
which gove rize 10
above ::u;- {a). } p P
ing # ders
z lying " cavwe. lase. 7 DUE TO {c) oﬁw QARAAATTNA
=4 il. OTHER SIGNIFICANT GENDITIONS CONTRIBUTING TO neﬁu but net reloted to the termitial dizwass candi glvon in PART [ {a} 19. WAS AUTOPSY
3 : Af / é PERFORMED?
i WA J7 YEs{X] no[J /
£1{ 24 ACCIDENT SUAIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART Ior PART Il of item 18,})
w
v a (] [
S| 2c. TIMEOF Hour Month, Day, Yeor
a INJURY o.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor oboutheme,| 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATG NOT WHILE D farm, factery, street, office bldg., atc.)
WORK AT WORK
21. | attended the deceasod hom 1-15-59 lasOA L 10 1~ 6‘59 b=25ugd last mwﬁuliva on 1-16-59
Death occurred at 6 125 P m on the dote stated above; ond to the best of my knowledge, from the causes stated.
22a. SIGNATPRE {Degree or title) O 22b. ADDRESS 22c. DATE SIGNED
77 Aage~— , M.D. 2601 Vhittier Street 1219-59
23a. BURFA_L, CREMATION,| 23b. DATE 23c. NAME OF CEMETERY DR CREMATORY 23d. LOCATION (City, town, or county) (State)
REMOV AL {Spacify)
Removal 1l - 21- 58 Washington Park eemetery | St. Louis, County Mo,
24, FUNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. ISTRAR'S SIGNATURE .
G, Wads Granberry 4202 Finney Ave, JAN 19 '59

{Llcensed Embolmer's Statemant 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

DY ME, OF BY ervreaeiiiiiiiiiniiieeerrrrieses st b s aa st st b , Student Embalmer No. ........cccvvnenn

working under my personal supervision.

, .
SEUAEIIE «oveemreeeeremesreseressseneeeseseeseeasreseensesnsnnes Signed é%‘f/l

_ Sig_l_'natur& of Student Embalmer

-

Lic—ensed Embalmgr No..! 4‘#[!
P. O. Address 2V A2 G ...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the abeve eonstitutes grounds fax 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. oo

-




