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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

F“—ED APR 24 19599iuro|inqbi;tric1.No.

99-01580%7

. STATE Fll?% %
Primary Registration Qistrict Mo Registr Mo, 98

1. PLAGCE OF DEATH 2. USUAL RESIDENCE (Whore daceased lived. If institution: Rasé;dne';r()ofou
. . STATE b. COUNTY admi yfion
a. COUNTY a Mi. Ssouri
b. CITRY {If cutside corporate limits, give TOWNSHIP enly) Inside Limits < CIOTRY Inside Limits
TOWN St - Louls Yes [Ev Ne [] Town SE - Louis Yesfe] No[]
c. FULL NAM%OF {t{ NOT in hospital, give location) | Length of stay in 1b d. i-ll:.)?)%EEES (If outside, give location) Reside on Farm
Pl
o REINitPhillips Hospital 40 yrs. 2618 Burd Avenue | Y[ N[#
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year
{Type or print) OF
ACEY STRICKLAND oEATH Mapch 15, 1959
5. SEX 6. COLOR OR RACE 7'MARRIEDDNEVER MaRRIED[] 8. DATE OF BIRTH 9. AGE (In years JF UNDER 1 YEAR| IF UNDER 24 HRS,
Mﬂ.le Negro wioowEDEE 7. DIVORCEDD Unknom] a‘bl:ﬂ.}lﬂhdeﬂ Months | Days Hours l Min.
10a. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (Ciry and state or country) 1 12. CITIZEN OF WHAT COUNTRY?
uring most of king lifa_ wven if ratired) INDUSTRY
Retived Thecker I, C. Reflrond | Uyersburg, Tennessee | Us S. A
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF ﬂUéBAND OR WIFE
Frank Strickland Fannle ? Elvira Strickland
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
{Yes, nNubunkmwn][(lf yus, give wor or dates of service} 709-23-26 Dhn nie Mae Quar le 8 5820.. St . FoId

MEDICAL CERTIFICATION

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o

PART I.

Conditions, if any,

DUE TO (b

18. CAUSE OF DEATH ({Enter only one cause per iygfe for {a), (b}, and {

?

MM—&

INTERVAL BETWEEN
ONSET AND DEATH

Hraelre qma@wo/

which gova rise to
obove couse (u),
stating the under
lying cowse last.

20a. ACCIDJINT SUICIDE HOMICIDE
O O
TIME OF Hnun Month, Day, Year

2HE = J 5

/

19. WaS ALITOPSY
PERHORMED?
! ves o]

204, NIURY OCCURRED e

WHILE AT
work L]

F’LACE OF |

N, {e. <@ inor bourhome,
NOT WHILE O farm, factor office , eic.)
AT WORK - g

TION = = Y

W c

201 CITYrIDWN OR L

STATE

21. 1 attended the decoased from

Daath occurred at

ond last (!uw h

alive on

K on the date stated above; and te the best of my knowledga‘, from the causes stoted.

" 22a. SIGNATHRE _

/D‘greeorz e} C 3 EA?\E;O‘O Z Z /

22c. DATE SIGNED

3777 Sy

230. BURIAL, CREMATION, | 23b. DA

Remova T |3/20/59

/

Greenwood Cemetery

23c. NAME OF CEMETERY OR CREMATORY

234. LOCATION (City, town, or county)

St. Louls County,

(Sufbe)
Mo

24. FUNERAL DIRECTOR ADHRESS

Charles J. Gates

4107 Finney

25 D?aaﬁECf BY LOCAL REG.

{Li d Embalmer's 5 on Reverse Sids)

”'%:y gcnggs :’{ ' 0.
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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

DY M€, OF DY et iiiiriee i ir et reasiassaenss rraesnerrrnerts e snastanans rreees «» Student Embalmer No. ...........ouones

working under my personal supervision.

Student ................. et e et bbbt aaataa e
Signature of Student Embalmer

' 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.




