Health,
 Welfare
Public

Service

/3

All di s-aasn in-FcrI | must be cnu':nlly related.

X0
157

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

qi:rmtion District Nouw e vt

....Primary Registration District No.

el

PLACE OF DEX'TH
a. COUNTY

2. USUAL RESIDENCE (Where doceased lived.
o. STATENM{ ssourl

If institution: Residen

before
b. COUNTY admi }

ion

(Yas, no, or unkr\qwn)'ﬂ@‘, give war or dates of service}

WA

Mary Maxwell,

b. CIOTY {IF autside corporate limits, give TOWNSHIP only} lnside Limits <. CBTRY Insida Limita
R P
oW ST 1OUIS, MO Yos [ Ne [ rown Saint Louis, Yes(J Ne[J
¢. FULL NAME QF {If NOT in hospital, give location) | Length of stay n 1b STREET M out %3‘ ive docation) Reside on Farm
HOSPITAL 72 [ gaDDRESs 2131 Cole STHEEL
STTUYioST, 1OUIS CITY HOSPJ #1 f Yer O e J
3. NAME OF DECEASEDP First Middle Last 4, DATE Month Day Yeor
{Type or print} OF
TOM LOVE peath JAN, 16, 1959
5. SEX 6. COLOR OR RACE] 7. 8. DATE QF, B! 9. AGE 0 [F UNDER | YEAR] IF UNDER 24 HRS.
MARRIED] NEVER MARRIED[ ] ; g (In yeors !
I-]ale a 0010fed WIDOWE .:1 DIVORCEDD 11 1 /1 égb 70'"' birthdoy)} [ Mopths qu Houra l Min.
105. USUAL OCCUPATION (Give kind of werk done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during ing lifa, wven if retired) INDUSTRY N . . .
Lgobr None Mississippl / UsA.
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Melson Love Unknown Deceased
IS. WAS DECEASED EVER IN U, 5. ARMED FORCES? 17. INFORMANT

2131 Cole “Strect

18. CALSE OF DEATH (Enter only one cause per line for (a), (b}, aggd (c).)
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEMH

-t -

Conditlens, if any,

Goviorsl antorirascloprmes

Mo

form, .ctory, street,

WHILE ATD NOT WHILE 0

office bldg., etc.)

DUE TO (b) -+
which gave rlae to }
above cause {a),
Ing the und “?
z ying - cavas. test. 7 DUE TO {c) 3 Z2 A
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal diseass condltion given in PART { (a) 19. WAS AUTOPSY -~
A PERFORMED? ~~
o YES[] NO[M
| 20a. ACCIDENT SWICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART If of item 18.}
w
o O O O
5[ 20c. TIMEOF How Month, Doy, Year
s INJURY a.m.
k3 p.m.
20d. INJURY OCCURRED ey PLACE OF INJURY (e.g., inor abouthome,[ 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. | ottended the deceased from 1/12/59

Death occurred of 2 3 S‘ ) A M

. to _ML__ and lost saw t;:l alive on

m on the date stated above; ond to the best of my knowledge, from the couses stated.

1734759

22a0. SIGRATURE {Dogrea or title)

yeer.

M- D

)

22b. ADDRESS

1515 LAFAYETTE AVE.

Z2c. DATE SIGNED

1/16/59

23a. BURIAL, CREMATI

L] 236, DATE
Reffypay e f 21/59

23c. NAME OF CEMETERY OR CREMATORY

Washington Park

PSS, TSt

{Srare]
o, e

24. FUNERAL DIRECTOR

Fllis Funeral Home,

28210 ¥toddard St.

25. DATE m BY1L6C'A.5L9REG.

Fo

{Licensed Embalmar’s Statement on Reverss Side)

_Z\




STATEMENT BY LICENSED EMBALMER

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

by IME, OF BY it e e , Student Embalmer No. ...................
working under my personal supervision.
1] T T (=3 1| S PP, Signed ’%L’M&éﬁ ............ *“-"
Signature of Student Embalmer ?g/
) T " Licensed.Embaltmer No. 5. B ...

P. O. Address .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies 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.




