THE DIVISIOH OF HEALTH OF MISSOURI

29007187

fealth, [T -
Welfare " STANDARD (ERTIFI(AT! OF DEATH STATE FILE UMBER
ublie w
ervice R 2 19%,,".“.0,. District No. Primary Registration District No. e Registrar o, ___§ A~
- 1. PLACE OF DEATH T 2. USUAL RESIDENCE (Where deceased lived. If institution: R":‘d._ co-belore
. CO . . . .
200 o. COUNTY a. STATE MlSSO'llI'l. b. COUNTY a ""7?0")
-57 b, CgRY {If outside corporate limits, give TOWNSHIP only) Inside Limits < CBTY 2 3 g ? Inside Limits
R )
/ é TOWN  St. Loyis. Mo, Yes{k Ne (] Town  St. Louis., ¢ Yeif § N 0J
2 A . Fngg_I NAE\%OF (M NOT in Twspital give location) | Length of stay in 1b d. STREETS {If outside, give location) Reside on Form
HOSPITAL OR ADDRES
di insTiTuTioN City Hospital 1607 Picker Yes (] Nog
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print} OF
Minnie Mae Harrison DEATH  Jan, 25, 1959
5. SEX 4. COLOR OR RACE 7'MARRIEDME £R MARRIED[ ] 8. DATE OF BIRTH 9. AIGE' L",.'z:,,; ;:'}:'I‘)ER[\;::AR l:el.‘J‘NDER 1;:!!5.
Ferale ' | White wooweo[] ! _owonceol]| March 6, 1899 | B |
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
ng mest of flng life, aven if retired) lEDlﬁTRY
‘Hovsew!: At Home Jackson County, Arkansas,! U.S.A.

130. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John L, Williamson Julie Hansford | August
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

('1 61\0 or unkmum)l(ll y.NivI war or dates of servics)

None

August Harrison, 1607 Picker, St,

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one cause pe; e for (o}, {b), ond {c).}
PART I. DEATH WAS CAUSED BY:

,A[.JéZ&-0L4.¢444Z1L4LAL;J

INTERVAL BETWEEN
ONSET AND DEATH

DeulhBurred at

\m em on the date stated above; and to the bast of my knowledge, from the couses stated.

- BURIAL, CREMATION,
EMOVAL (§pecify)
emova

23b. DATE

1-25-59

22b. ADDRESS

\1e0 € .. .

22¢. DATE SIGNED

2

w

o

m

2
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L

wr
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o

=

o Condltions, if any, DUE TO (k)

).: wbhelch gave rlu( r,o } 4
o ¥é Cauvis al,

z ing the und

=1 B iying "caves lost. / DUE TO (c) 20./ ,

. DTEE PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal dissase condition glven in PART | {q} 19. WAS AUAOPSY
ER b PERFORMED?
+ of: YES[¥ NO[]
:- % | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}

Pt = w

] ¥ g O O
S ZHG[ 20c. TIMEOF Hour Month, Day, Yoar
2 mps INJURY  am.
® i B p.m.

_E' % 20d. INJURY OCCURRED 20e. PLACE OF iNJURY (e.g., inoracbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

«  w WHILE ATD NOT WHILE O farm, .ctory, street, office bldg., etc.)

g 3 AT WORK
E 21. | attended the deceased from and last sawz alive on

)

g
"

z

AME OF CEMETERY OR CREMATORY

Local

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

Campbell,

Miesouri,

/fSrm

24. FURERAL DIRECTOR

7
ADDRESS

Albert H. Hoppe 4700 Viashington, Blvd.

25 DATE RECD, BY LOC

N 2658

szRAR'S SIGNATUR

{Licenssd Embaolmer’'s Stcrtement on Reverss Sude)

AN




086 ¢

STATEMENT BY LICENSED EMBALMER

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

L3R T I o < e PPNt , Student Embalmer No. ..........ccveeie

working under my personal supervision.

Student .o
Signature of Student Embalmer
Licensed Embalmer No. 5552, 2.
. P. O. Address..ég..:ﬁz%%.%/:

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 is not embalmed, fact should be so stated above.




