THE DIVISION OF HEALTH OF MISSOUR!

ealth, —
o STANDARD CERTIFICATE OF DEATH 59-011181
ublic STATE F N R
Service s aglstrutmn DSt NOu s e _..Primary Registration District No. .. . . ... Regist N, 061 e
'.'—su.'_l“'-“l-l i L)
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased Jived. |f institution: Residence before
300 = & COUNTY a STATE Migspuri P COUNTY odmission)
] o
1-57 b. CITY (If outside corporate limifs, give TOWNSHIP only) ] Inside Limits <. CITY | Inside Limts
R Y N D OR Y N |
TOWN St. Louis esX) Mo ToM  St. louis esfl Mo 5
j{l“_)_ c. FULL NAI’_MEE)OF {1 NOT in hospital, give location} § Length of stay in 1b d. STREET (¥ outside, give location) ‘ Reside on Farm
‘ HOSPITA R ADDRESS N
6 _mstiuTion Homer G, Phillips 11114 Lecnard Yes [ No[]
’ 3. NAME OF DECEASED First Middle Cast 4. DATE Month Day Year
{Type or print} OF
Kizzie Marshall DEATH 3 24 59
5. SEX 6. COLOR OR RACE T'MARRIED!:] NEVER MARRIED[ ) 8. DATE OF BIRTH 9. AGE‘ Ll_n';:ar; |:::i:|££R I;::AR '::::DER 2:"::'25
: ast birthday] .
Female Negro woowed[] 2 pivorceo[ ]| Mareh 20, 1879 80 I
108, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS CR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

ANPGRS Y T W WL S i TR T TR DYTHPIVIN Y WET e T S

All diseases in Part | must be causally 1etated.

.

during most of working life, sven if retired)

Nil

388"

Wynne, Arkanses

!

U. so A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Jack Harris Unknown Decoased
B 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address
3, no, or unknown)| (If yes, give war or datas of service) R ow 1105 R- Le°n d Av
[+ ong - Unknown Mrs., Ruth H, Owens . ar e

LSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

MEDICAL CERTIFICATION

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART I.

18. CAUSE QF DEATH {Enter only one cause per line for {a), {b), and (c).)

_ 'Cardiac Arrestc Ul -

INTERYAL BETWEEN
ONSET AND DEATH
Unaet,

Conditions, if any, DUE TO (b)

which gove risa 1o

above couse (a), } . ; 40 0
stating the under- '
lying causs last. DUE TO (E)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not ralated to tha tarminal disease condition given in PART | (a)

19. WA AUTOPSY

PERFORMED?
Ruptured Gastric Ulcer - Mild Diabetes Mellitus YES(] NO 3
200. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O O ]
20c. TIME OF Hour Month, Doy, Year
INJURY o.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF 1.tJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O tarm, factory, sireet, office bldg., etc.}
WORK AT WORK
21. | attended the deceased from 3-22-59 , to 3-24-59 and last sow her alive en 3-24-59
Death oc:urred ot - 103 15 _ m on the date stated obove; ond to the best of my knowledge, from the couses stated.
2%a. SIGNATUI‘E (Degrle/or tale) o | 22b- ADDRESS 22¢. DATE SIGNED
2559
M.D. 2601 Whittier Street
23a. BURLAL, CREMA'“ON, 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, tawn, or county) {State}
REMOVAL (Specity)
3/27/509 Father Dickson Cemetery St, Louia, Missouri

ADDRESS

4202 Finney Ave,.

25. DATE REB.RBYZL%CAIL@G.
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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, OF DY ivtiniieii it et e st vt et ettt re e esaasa s s e saasnanesnanennenas «» Student Embalmer No. .......coovvenvinne

working under my personal supervision.

Stadent ..o
Signature of Student Embalmer

Licensed Embalmer No,. 4444 ..........
o7 T " P. 0. Address.4202. F.inney.. Ava....

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.




