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All diseases in Part | must be causally reloted.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

p Registration District No. e

THE DIVISION OF HEALTH OF MISS0UR1

STANDARD CERTIFICATE OF DEATH

Pr

imary Registration District No.

59-014971

STATE FiL

S v T R g

. PLACE OF DEATH 2. USUAL RESIDEMCE (Where deceoased lived. |f institution: Residence ;re
“a. COUNTY a. STATE Missouri b. COUNTY udmrss}lﬁ{
b. CITY (If curside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
I Tgst St, Louis Yes (] No [ Tg;“m St. Louls Yes[ ] Ne[ ]
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in tb d. STREET {}f outside, give location) Reside on Farm
I 0 isniutiow Homer G. Phillips ADDRESS 2619 Slattery Yes [T No[]
3. NAME OF pECEASED First Middle Last 4. DATE Month Doy ¥ eor
(Type or print) Minnie Foster DEATH 4 28 59
5. SEX 6. COLOR OR RACE| 7. MARRIEDDNEVERMARRIEDD 8. DATE OF BIRTH 9. AGE {in yeors FUNDER 1 YEAR| IF UNDER 24 AHRS
Female 9 Negro 2 wmowj:‘DZ" DWQRCEDD bf— ”-t-./ry/ 7ymhdcy} Months | Days Hours I Min.

100-

USUAL OCCUPATION (Give kind of work dene

during mogt of warking life, even if retired)

4

10b. KIND OF BUSINESS OR

MISE

11. BIRTHPLACE (City and state or country}

U S

12. CITIZEN OF WHAT CQUNTRY?

A

13a. FATHER'S NAME

Ovkown

13b, MDTHER®S MAIDEN NAME

UMN OV

14. NAME OF HUSBAND OR WIFE

I5- WAS DECEASED EVER IN U.'5. ARMED FORCES?
(‘(.‘Wﬁr unkmwn}j}lf ves, give war or dotes of service)

16. SOCIAL SECURITY KO.

MINVE

17. INFORMANT

ReSIRXISHERA bot? SLAT T,

Address

Yid'4

18. ClAUSE OF DEATH (Enter only ore cause per line for (a), (b}, and (c).}

INTERVAL BETWEEN

PART |. DEATH WAS CAUSED B ONSET AND DEATH
" IMMEDIATE CAUSE () Cerebral Vascular Accident undet,
Cenditions, if any, DUE TO (b)
which gove rize t§
bov e {o},
e S e } 53 /%
g lying cause last, DUE 1O (c)
= PART Il. BTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarmingl disaaze condition given in PART | (o) 19. ge;:ggOggY
X . MED?
z Cholecystitis and Cholelithiasis -~ Hypertension Yes[ ) NO[R 2.
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
8 o o |0
§ 20c. TIME OF Howr Month, Day, Year
a INJURY a.m.
E ..
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 204 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bidg., etc.}
AT WORK
N 21. | attended the deceased from 3-20-59 L 4-28-59 and lost saw ST glive on 4-28-59 '
Death occurred ot 3115 P m on the date stated obove; and to the best of my knewledge, from the causes stoted.

22¢. SIGNATURE

Tt

{Degree or it

o] 22b. ADDRESS

, M.D,

2601 Whittier Street

72c. DATE SIGNED

4-29-59

23a. BURLAL, CREMATION,

EHDVAL [ﬁﬁm

23b. DATE

S - #15‘1

/NAME OF CEMETERY DR

.

WRSHINGTON FARK

CREMATORY

23d. LOCATION (City, 1ewn, or county)

24. FUKN ERAL DIRECTOR

SWA

EENEE

Sy

ADDRESS

e /2 o

25 DﬁYRElC’D B'.('lggAL REG.

{State)




. 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, 0 By ..o e e fevernerrarenreeansnriaves «» Student Er’nbalmer ¢ [+ S

i,

working under my personal supervision.

SEUAEOE wecrevrrreenerrereseeesieeetreseeesesess et eeener s Signed..éj{éﬁM%../.ﬁ. Lot ot A

Signature of Student Embalmer

Licensed Embalm No{{ﬁ’y‘y .
jf W

-7 c " -P. 0. Address 1 AMLE ...

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 riot embalmed, fact should be so stated above.




