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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally reloted.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

...Primary RegufmﬂorLQOB

istration District Mo, 318

STATE FILE NUMBER / -
Registrar’ n No._____Jf_ & ______

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residegice befors
a. COUNIY o STATE M4 sgouri b COUNTY ?ﬂ..m)
b. CITY {If outside corperate limits, give, TOWNSHIP only) Inside Limits c. CITY Ynside Limits
TOWN (57- A—- OU/ \S' Yes [] No [ Tg}\\z‘N St. LOUiS Yes[[] Ne[]
c. FULL NAME OF {If NOT in hospital, give lecation Length of stay jn_1b ~ITREET If wutside, give location Reaside on
CEINOST 2auns CIT Y | Aosh ¥ 7350 1421 crattan ST | wap w0
3. :{Tt}:fot:l;'?n%fEASED First Middle Last 4, DS'FTE Month Day Year
JANIE S - OLLFRED | osfm 1 = 1-'&9

5. SEX 6. COLOR OR RACE] 7. MARRIEDDNEVER MARRIEDD 8. DATE OF BIRTH 9. AGE (bli,:“,';:;; ::‘T}?-ER;LEAR I:ol:I‘:DER 2;:1!5-
Male a White wibowen[] ¥ pivorceo[R 12-15-1872 8’6 I l
10a. USPAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE ({City and stote or country) 12- CITIZEN OF WHAT COUNTRY?
urmg :r of working lifs, even if retired) INDUSTIRY
Worker Retired Kentucky U.S.A.

13e. FATHER'S NAME

Joseph 0Ol1lford

13b. MOTHER'S MAIDEN NAME

] 14. NAME OF HUSBAND OR WIFE

Cynthia Grimes i

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yas, Nd unkmwﬂ)l {tf yos, givea wor or dotes of service}

365-28-1963

16. SOCIAL SECURITY NO.| 17.

INFORMANT

Ola Robinson, 1421 Grattan

Address

MEDICAL CERTIFICATION

PART L

18. CAUSE OF DEATH (Enter only ane cause per line for {a), (b), ond (c}.)

entocin Prlicrminio.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

INTERYAL BETWEEN
ONSET AND DEATH

Condltiona, if any, DUE TO (b)

which gave rise to }

above cause (o), 4 9

tating th dar-

lying cavse last 2 DUE TO (c) o y

&5

PART H. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the termina! diasass conditien glven in PART | (a)

19. WAS AUTOPSY
PERFORMED?
yeEspd no[] 7

2200. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE @\V INJURY OCCURRED. (Enter noture of injury in PART | or PART I! of item 18.)
(] td a
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

WORK

20d. INJURY OCCURRED
WHILE ATD NDT WHILE [

20e. PLACE OF INJURY (e.g., inor about home,
farm, wctory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. | attended the deceased from
Death occurred at

E_ZLJ_%_& 7=

/-/ qS-Qc:nd last saw :'; alive on

[~ 1=~ /959

m on ﬂ'n dote stoted cbove; and to the best of my knowledge, from the causes stated.

Z 2N

22b. ADDRESS

/575

Y AERAYETTE ME.

22c. DATE SGNED

-1->59

BREMOiAL ipoclfy)

23b. DATE

1-3-59

23c. NAME OF CEMETERY OR CREMATORY

St. Matthews Cemetery

23d. LOCATION (City, town, or county]

St. Louis, Missouri

{5tate)

24. FUNERAL DIRECTOR

McLAUGELIN'S, 2301 Lafayette

ADDRESS

25 DATE RECD. BY LOCAL REG.

48 3 59

{Licenssd Embalmers Statement on Reverse Side)

i



STATEMENT BY LICENSED EMBALMER

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

DY ME, OF BY ittt riaiiites e v e et et e e s e sy an e , Student Embalmer No. ..............oc0en

working under my personal supervision.

T Tt T (=111 ST PPN Signed .\
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 embaimed by a STUDENT, he also shall sign in his OWN handwriting.

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




