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. USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cousally ralated.

X

MAY 11 1g§'g?_eqis:me:on_ District No.

THE DIVISION OF HEALTH OF MISS50URI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. .

99-014976

—— 7 [F 1

STATE FIIéNUMBER

No.t

-1.-PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived.

[f institution: Residenceibefore

a. COUNTY a. STATE Missouri b. COUNTY admisgion)
b. CITY (If sutside corporate limits, give TOWNSHIP only) Inside Limits c. CIDTY Inside Limits
OR } R
om Ste Louls Yes3g] N[ Tom St, Louls Yes] Nol]
c. FULL NAME OF {H NOT in hospital, give location) | Langth of stay in 1b d. STREET (If outside, give location) Reside on Farm

HOSPiTAL OR
© INSTITUTION

City Hospe #1

ADDRESSZA00 Franklin

Yes [ NDE

3. NAME OF DECEASED
(Type or print)

First

RICHARD

Middle

Last

FREDERICK

4. DATE Menth

DEATH Apr 11

Doy Year

22, 1959

5. SEX 6. COLOR OR RACE[ 7. yugeieo[ Jnever marnieo[]| & DATE OF BIRTH T o ::1?:’.“.;3:“‘ T |
Male > | Negro 3 voowso[]  oworceoi| Febe 25,1898 I
10a. USUAL QCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE ('Ciry and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTFi 1
™ Unempl oyed Cahoma, Misgisaippi USA

13a. FATHER'S NAME

GEORGE FREDRICK

13b. MOTHER'S MAIDEN NAME

MARY JANE (Unknown)

4. NAME OF HUSBAND OR WIFE

Looria Predrick

15. WAS DECEASED EYER IN U. 5. ARMED FQRCES?
{Yes, no, or unkngwn}| (If yes, give wor or dates of servica}

Unknown

16. SOCIAL SECURITY NO.

17.

INFORMANT

Leoria Fredrick E.St,Louis, 11,

Addres :62:4

IMMEDIATE CAUSE (a

Conditions, if any,
which gova rise 1o
ocbove couse (e),
stating the under-

DUE 70O

18. CAUSE OF DEATH (Enter only one caus
PART \. DEATH WaAS CAUSED BY: ?

line for {a),

b}, and {c}.)

Market

INTERVAL BETWEEN

ONSQAND DEATH

} DUE TO (¢}

s, lying cawse lost.

PARTVTHER SIGNIFICANT COND

20a. ACCIDENT SUICIDE HOMICIDE .
a (]

. TIME OF Hour Menth, Day, Year

155 = 5

MEDICAL CERTIFICATION

204. INJURY océunneo'

WHILE AT NOI WHILE
WORK D L'_-'

farm, foctor

20& "PLACE OF | (a g/ﬂmru ome,

: frice bldg., "etc.)
a4

y ¥

STATE

28 CITY, !QIN;:O% % .

21. | atiended the deceased from

aliva on

’D.nq[tl occurred af

and last saw h:m

m gn the date stated above; and 1o the best of my knowledge, from the cguies stated.

|67

ﬁggﬂ{mm..z C'/ |zzb ADDRESS / 50 ) % {

£ 2.5

23a. BURLAL, CREMATIGN,
REMOV AL {Specify)

23b. DA

@ NAME OF CEMETERY OR CREMATORY
ookar Washington

23d. LOCATION {Clty, town, or county)

C

ntravilla Tao

4/27/59

24. FUNERAL DIRECTO

as

S1Y8 o, Avoe
Sty,Louls IL_]._.

{Liconned Embalmer's Statement on Reverse Side)

25. DATE RECD, BY LOCAL REG.

APR 2 459

{State)




STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. ........ocovveenn

BY ME, OF BY 1eoiuiiiiemunieeiiiiieiniarminis s srgmre e e st rrar s te e st r et

working under my personal supervision.

STUAENE +rrriiniririitiiinrsrertrcaassrensanariasrarasanares
Signature of Student Embalmer

P. O. Address

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). \
. L If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so statedsabove. s
. < .

-




