THE DIVISION OF HEALTH OF MISSOURI
Hoali, 99-010712
, Welfare STANDARD CERTIFICATE OF DEATH STATE FIL g MBE] 4 0
Public a’ 2
|s."|:. *luu MAR 2 5 195 gistration District No. . SN of 111> 2% Regis?rntion Dif-"ic_' 'ji‘~—vv--——-vv----——---------uum--.m-..... Registror °~...... 4 e
i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. Hf institution: Residence efnre
300 a. COUNTY a STATE M4 ggowrd 5 COUNTY Reynol&*"" n)
|]-57 b. CéJTY (If ousside corporate limits, give TOWNSHIP only) Inside Limits c. Clc;l'Y Inside Limits
R R
) TOWN St.louls Yes @ No (] TOWN Black Yes[§) Ne [
<. FULL NAME OF {If NOT in hospital, give location} | Length of stay in 1b d. STREET (M outside, give location) Reside on Farm
| RSSTALOR 14213 Fair Ave. ™. sooess  Route 1 Yo O o8
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Type or print) G OF
l eneral Jackson Black DEATH March 8, 1959
5. SEX &, COLOR OR RACE ?'MARRIEDmNEVER MARRIED ] 8. DATE OF BIRTH 9. AGE ﬁ’;?.i::’,} |;:|T£ER3:’EAR |:°L::DER z:m:.l:es.
Male o White winoweo[] pivorcen(] Jan e 15, 1882 77 I
I 10a. USUAL OCCUPATION (Give kind of work dona | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country} 12. CITIZEN OF WHAT COUNTRY?
during qgst of working life, yavenif retire INBUSTRY
Farmer’ - Retired Black,¥o, i} U,S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Joseph Black Sarah Smith Beulah Black
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCEAL SECURITY NO.| 17. INFORMANT Address
{Yas, or unkngwn}| (FF yes, give wor or dotes of service)
o l Unlnown Mae Shackelford,1329 Madigon Ave. _

18. CAUSE OF DEATH {Enter only one cause per line for (u), (b), and {¢).)
PART |. DEATH WaS CAUSED BY:

IMMEDIATE CAUSE (a)

Ao %Eison, 111,
/

INTERVAL BETWEEN
ONSET AND DEATH

M&WOW——-

Conditions, if any, DUE TO (b)
which gave rise to
above couse (a),
stating the under. } 33 /X
<ZJ lying cowss last. DUE TO (c) I
E PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | (0} 19. \PVAa AgTOPSY oA
ERFORMED?
. ves[] No (X
£ | 20a. ACCIDENT SWCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18.) 7/
w
o | O ad
S[ <. TIMEOF Hour Month, Day, Year
- INJURY o,
X p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20i. CITY, TOWN, OR LOCATION COUNTY STATE

farm, factory, street, office bldg., efe.)

(,9/3",? /}f - Z /f/)i cndlnsisaw*"awaon j/?/ff

/_L‘,_{J’/”/,"T mon lh{dute :fu!ed above; and 1o the bcsl of my knowledge, frnm !héuuses stated.

(Dogreeor title) 23b. ADDRESS 22c. DATESIGNED
0. faw e, 37570

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

WHILE AT[y NOT WHILE
work L1 4 U

21.

| attended the deceased from
Death occurred at

il O

S WALV RWERIDT OGN STUa e UGRTE IRNUAITE O NTAETE TUTuT e I TTEIT 700 80 By mpIioans winr e Tiafoid -

All diseases in Part | must be causally reloted.

’ 230 BUR!AL CREMATION,| 23%. DATE 23-= AME OF CEMETERY QR CREMATORY 23:!- LOCATION (City tovm or county) (anv.)
MOV AL ify}
FeRovET 3-11-59 Locsl Black,Mo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

28 REG% ;:WAM /7 p

o J 7

Albert H,Hoppe,li700 Washington Blvd.

L d Eebel

3
s 5 on Reverse &Eof




g W

gl 0

STATEMENT BY LICENSED EMBALMER

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

..........................................................................................

working under my personal supervision

<, Student Embalmer No. .........ovienens

Student

Signature of Student Embalmer

P. O. Addres DI f TEUI

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 i’s not embalmed, fact should be so stated above

-
)




