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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

Mimomn District No.
o

1. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. |f institution: Rendencn fore
o. COUNTY a. STAT EM {sgouri b. COUNTY a ““529"
b, C(l;rY ({If outside corporate limits, give TOWNSHIP only) Inside Limits c. Clc;rl-_‘:( Inside Limits
TOWN St, Loutls Yes £ No [ TGWN 3t. Louls YesBE Mo [
¢. FULL NAME OF (If NOT in hospital, give locatien} | Length of stay in 1b LJO/d‘ STREE';S (if outside, give location) Reside on Farm
R
IeniruTion 5036 Northland | 2 years |97 %% 5036 Northland Yes (] Noff;
3. NAME OF DECEASED First Middle Last 4. DATE tdonih . Day Year
{Type or print) OF
MARTHA JANE JACKSON pEatH January 26, 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (I F UNDER 1 YEAR[ IF UNDER 24 HRS,
1 N MARRIED[ ] NEVER MARRIED[ ] é’ ‘Llf:'z;:'y: Tt I Baye | Focs T
Female 2 egro wiooweofd 2 owvorces[JDac, 5, 1869 9

100. USUAL OCCUPATION {Give kind of work done
during Nii werking life, sven if retired)

108, KIND OF BUSINESS OR
INDUSTRY

Lebanon, Tenhe

11. BIRTHPLACE {City and stote or country)

¥2. CITIZEN OF WHAT COUNTRY?

Use S. A

/

130. FATHER'S HAME

Thomas Stokes

13b. MOTHER'S MAIDEN NAME

Sarah

‘?

14. NAME OF HUSBAND OR WIFE

Andrevr T, Jackson

15 WAS DECEASED EVER IN U, S, ARMED FORCES?
(Yeus, NS unkmwn)' {If yes, give war ar d dotes of service)

16, SOCIAL SECURITY NO.

Nona

17. INFORMANT
Ewva Jane Bemlss

Address

5036 Northland

PART I. DEATH WAS CAUSED BY:

Conditions, H any,
which gave rise to
above covie (a),
atoting the under-
lying cauvss lost.

}

OUE TO (c}

18. CAUSE OF DEATH (Enter only one cause per lins for {a), (b}, and (c}.}

IMMEDIATE CaUSE (o) _Arteriosclerotic Heart Disesse with

INTERVAL BETWEEN
ONSET AND DEATH

oueto ) Congegtive Failure

Y20.0

PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal dissase conditlen glven in PART { {a)

19. WAS AUTOPSY
PERFORMED? .
YES NO

[ vobd ™

MEGICAL CERTIFICATION

Death occurred at

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART } or PART i) of item 18.}
] [ O -
2¢. TIME OF Hour  Month, Day, Year
INJURY a.m.
p.m. -
204. INJURY OCCURRED 20e. PLACE OF INJURY {e.q., inor aboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK -
21. 1 attended the deceased irom 12 % 245 586 . 10 and last mwt alive on 1/1 1/59
Dalls

m on the date stoted above; and 10 the best of my knewledge, from the couses stated.

A f} 22b. ADDRESS 22c. DATE SIGNED
W Al L,ﬂp ? 3167 Sheridan Avenue 1/27/59
23a. URIAL£REMA’HON 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or tounty) (S101e}
REMOYAL At
Removar " 1-29-59 Yiount Hope Cametery Champaivn, T1l4inois
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGI R*% &), NM
Charles J. “ates 4107 Flnney JAN 28'59 @l@,«f 1D

d Eabal ’

5 on Raverse Side)

(Li

=y



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 DY L oiiiiiiiriivnrrias e eeteissaessseersanssensesnssanssnrnernnrrssanssstnsnnns .» Student Embalmetr No. ......cocvvvuerene

working under my personal supervision.

Student oo e
Signature of Student Embalimer

Licensed Embalmer No.... o5 0 e e
T P. 0. Address 4107 Finney Av

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 iz not embaimed, fact should be so stated above,




