ealth, THE DIVISION OF HEALTH OF MISSOURI ,""h"_ﬁszgggiga _________ )

Weldare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
ublic
ervice hl E“ FEB ] “ 19%31,@““_ District No. Primary Registration District Nowo oo RGQ""°2“°~-—--4,2?»~-—-
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. H institution: Res&'de_nc )do:e
OUN . STATE . s b COUNTY admi 5 pfan
3°° - COUNTY . Missouri,
CgRY {If cutside corporate limits, give TOWNSHIP only} Inside Limits c. CSI'Y Inside Limits
R .
g TOWN  St. Louis, Mo. Ves [3f No ] tom  St, Louis. Vel No[J
4_3 c. FgLL NAME OF (If NOT in'hospitul, give location) | Length of stay in 1b Z.z ‘/ STREET (If surside, give location) Reside on Farm
HOSPITAL OR . : 3 ADDRESS M
insTiTuTion Enroute City Hospitial DOA 4 2223a Pestalozzi Yes [] No[X]
.’ 3. MAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OP
Austin A, Jones DEATH  Jan, 12, 1959
5. SEX 6. COLOR OR RACE} 7. MARRIED] ] NEVER MARRIED[ ] 8. DATE OF BIRTH . AGE {In yeors FUNDER | YEAR| IF UNDER 24 'HRS.
o la rthday) { Months | Days Hours Min,
Male o | White wooweo(] 3 oworcedl®| Dec, 9, 1919 3 ] |
10e. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
ing ragst.gf working lils, aven if retired) INDUSTRY R
Steel forker " Viarren, Ohio. / | U.S.A.
130. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HIYSBAND OR WIFE
Austin Jones Icilene Winfield Irene
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.} 17. INFORMANT Address
(Yes, no, k If 3 { sarvica)
BED € M A i Leo A. Jones, Warren, Ohio.
18. CAUSE OF DEATH (Enter only one couse per e for (a), (b}, and (c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) .7% ,

Canditians, if any, } DUE TO (b}

which gova rise 1o
abave cauvse (o),
stoting the under-
lying covse laost.

PART Il. OTHER SIGNIFICANT CONW& TO DA + pot selot the mznz i"'"M' LogP A {s) 19. 'geaéu SES;’
/ \5.-3 () YES /

. ACCIDBNT SUICIDE HOMICIDE . cu, X f ipi uw.n PAg EEW
- O/ =

. ITM!ER%F l;|c::r :;mh/‘oaé,v or P 4 E 261 '0 ( /

20d. INJURY OCCURRED e’ PLACE © URY (e.g., i I;abouthc;me, 20f. CITY, TOW R LOCATIQ, COUN STATE
WH|LE AT NOT WHILE rm, fac, tepat, offi g.. etc. el lD
O %m0 (24§ e

DUE TO (<) ri

MEDICAL CERTIFICATION
2
o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cau‘saHy related.

21, tended the deceased from and last saw hlm alive on
Deat| QC:M O dﬁ@’nn the date stated gbove; and to the bost of my knowledge, from the causes llered
o. SIGHETURE /ﬂ g |2 ADDRESS %—/ 220 QARE SiciD
Z /200 /  fr 3 NT
3a. BURIAL, CRE“’”ON, 23b. DATE 23c. NAME OF JEHEYERY OR CREMATORY 23d. LOCATION (City, town, or covnty) V4 (State)
MOV AL {Specify) T :

emova 1-13-59 Oak Wood Cemetery warren, Ohio, a
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26, ISTRAR'S SIGNAJURE
Albert H, Hoppe L700 Viashington, Blvd,. JAN 13°59

L 4 Embal ‘e §
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STATEMENT BY LICENSED EMBALMER

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

DY 0, OF DY ot rs i rr rere et s ee e s e a et st , Student Embalmer No. ...............co..

working under my personal supervision.

AT 133 1 | RO PP PR
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. B

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




