THE DIVISION OF HEALTH OF MISSOURI 8
bth, TMEDVSONOFMEAHOfMsmOw 59-010882
l\'l:llfurc STA" DARD CER"HCATE 0‘ DEATH STATE FILE NUMBER
ublie
Service (& 9! stration District No. Primary Registration District No. e Ragislrnr’tg ....... 2533—
1. PLACE OF DEATH 2. USUAL RESIDENCE ({Where deceused lived. if institution: Residence before
300 a. COUNTY a. STATE b. COUNTY udm?;-'on)
Missouri
1-57 b. CITY (If outside corparate limits, give TOWNSHIP only) Inside Limits . CITY Inside Limits
Yes [] Mo ] oR Yes[[] No [
. TOWN 5t. Louis TowN St, Louis
4 7 c FlélLL NAM% QF (If NOT in hospital, give location) | Length of stay in 1b d. SB%%ETS {If outside, give location) Reside on Farm
HOSPITAL OR A
O INSTITUTION 1533 Marcus Yes [} Nol]]
3. NAME OF DECEASED First Middia Last 4. DATE Month Day Year
{Type or print) , OF
James Ellis DEATH 3 2 59
5. SEX 6- COLOR OR RACE[ 7., c0ienJnever marrico(hy & DATE OF BIRTH 5. AGE (n yours ::‘r‘qﬁﬁqg;fm LF UNDER 24 HRS.
Male 51 Negro wiDOwWEb(] 4 oivorcen(] 3-2-59 Y '3 ] 3U

SWNU S Frpeana T

AT .

OV B VT WITETT R b WAL WEW WY SIS IS e e

All diseases in Port | must be causally related.

10a. USUAL OCCUPATION (Give kind of work done
during most of working life, svan if retired)

10b. KIND OF BUSINESS OR
INDUSTRY

Saint Louils, Missouri

11. BIRTHPLACE (City and state or country)

e

12, CITIZEN OF WHAT COUNTRY?

USA.,

13a. FATHER'S NAME

Charles Ellis

13k. MOTHER'S MAIDEN NAME

Ernestine Ginger

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EYER IN U.
(Yas, no, or unknawn)| {If yes, give war or dates of service)

17. INFORMAN

A -

5. ARMED FORCES? 16. SOCIAL SECURITY NO.

PART I. DEATH

18. CAUSE OF DEATH (Enter only ane cnuso pet line for (a), (b), and (c).)

WaAS CAUSED B

Address

¢ RR.L_ 2601

N. Whittier

IMMEDIATE CAUSE (o) Premature bil‘th, Neonatdl death

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (b)

which gave rise to }

above cause {a), 740

tating th dure . ,:5
lying cavre. laar. ) DUE TO {c}

PART Il. OTHER SIGHNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal dissase conditian given In PART | (a)

Brain, subarachnoid hemorrhage, Congenitsl atelectasis

19. WAS AUTOPSY

rmeED? /)
ves éo NO [

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

AMa. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
| ] d
Xc. TIME OF Hour Month, Day, Year
INJURY  am.
p.m.
20d. INJURY OCCURRED e, PLACE OF INJURY {e.g., in &r abaut home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.}
WORK AT WORK
21. | attended the d d from 3-2-59 ] 3'2-59 ond last saw ﬁaliva on 3"2'59
Death occurrad at Q lo’o-—}A. m on the d:m stated above; and to the best of my knowledge, from the causes siated.
22a. SIGNATURE Qree or title) & | 22b- ADDRESS 22¢c, DATE SIGNED
’ M. D. 2601 N, Whittier 3=-5=59
230. BURIAL, CREMAT(ON. . DATE 23¢. MAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) * {Srate}

REMDYAL, {Specily)

Anatomical Board

St. Louis, Mo.

24 _FUNERAL DIRECTOR

3-3/-57

DRESS 25. DATE RECD. BY LOCAL REG.
W)&’JW

vLi d Embalmer’s S
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Ty T

R 7




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 et ee e et e e eeerrnnens veeriireaeens s - Student Embalmer No. ......oveesovonns

working under my personal supervision.

Student ..voiieiiiiii e i e nens Signed ... ..iiieciineireiien e e st e b e e e tnan coreen

LT - - : Licensed Embalmer No..........cccninianen l
’ P. 0. AddIeSS........c.cocvvrirrerereereenennns

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.

by




