1ealth,
Welfare
'ublic

dervice

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

I_ﬂ@ MAY 6 1gsagistrmi°n_ District Now

v Peimary Registration District No. ...

59-015867
e BEDe

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. If institution: Resi fnce before
300 o. COUNTY o STATE Mo, b. COUNTY ission
| ~57 b. CIOTRY {If ourside corporate limits, give TOWNSHIP only) Inside Limits c. CETRY St LO i Tnside Limits

. . u
7 own ot ., Louis YesgJ Mo [] TOWN * 8 YesgK] No{]
] ‘L c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in Ib d. STREET (|t qutside, give location) Reside om Farm
HOSPITAL OR : ADDRESS 2 omas

S !o HOSPITAL OF Chronic Hosp . ye. 3 mo| 937 Yes (] NoX]

3. NAME OF DECEASED First Middie Last 4. DATE Maonth Day Year

{Type or print) OF
Joseph Tucker peath  4=16-59

6. COLOR OR RACE| 7
col.

4r woowen[X

"MaRRIED[JNEVER MaRRIED] ]
DIvORCED(_]

8. DATE OF BIRTH

1881

. AGE {In years | F UNDER 1 YEAR|
{ast birthday) [ Months ] Days

IF UNDER 24 HRS
Hours l Min,

10c. USUAL OCCUPATICN (Give kind of work done

106. ¥IND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12. CITIZEN CF WHAT COUNTRY?

{Yes, nuﬁar unknown)| (If yes, give war or dates of swrvice)

none

during most of working life, #ven if retirad) INDUSTRY ]
- - . ? U L] s - Ac
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
unknown unknowm
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address

Hecords of the Chronic Hoapital

MEDICAL CERTIFICATION

JSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be cuus&“y reloted.

Removai

PART 1.

18. CAUSE OF DEATH (Enter only one couse per tine for (a), (b), and {c).)
DEATH WAS CAUSED BY: .

IMMEDIATE CAUSE (o}

MM

INTERVAL BETWEEN
v ONSET AND DEATH

Conditions, if any, DUE TC (b)
which gave rise 1o
obove cause (g}, } # 9 X
stating the under- /
lying causa lost, DUE TO (c)
PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diswase condition given in PART | (a) 19. WAS AUTOPSY 2
PERFORMED?
— fege - YES (] _NO [N
20c. ACCIDE UICIDE  HAOMICID 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PARSA or PART tl of item 18.) -
(3
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.
208. INJURY OCCURRED 20e. PLACE OF INJURY (a.g., inar abouthame,| 20f. C!TY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0] tarm, lactery, sireet, oftice bldg., etc.}
WORK AT WORK

Death occurred of

.t 4‘16-59

21. | cttended the deceased from 1-16- 58
1

D.ili,

and last sow ::; alive on ll'-lb" 59

m on the dote stoted gbove; and 1o the best of my knowledge, from the cavses stoted.

220, SIGNATURE

T BURIAL, CREMATION,
REMOVAL (Spacify}

23b. DATE

April 21,1959

[Degree or title)

23¢. NAME OF CEMETERY OR CREMATQRY

Father Dickson Cemetsry

@1 20b. ADDRESS

IEDD e wevead

22¢. DATE SIGNED

§/e7/ 5

23d. LOCATION {City, 1own, or county)

St. Louis Go, Md. N

(Stote)

24. FUNERAL DIRECTOR

. H-R&ndle

ADDRESS

3133 Bell Ave.

25. DATE RECD. BY LOCAL REG.

AR 1889

)z%jzms ;:7.\1%; . % ’ /7 p;




STATEMENT BY LICENSED EMBALMER

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

by M@, OF DY (it et en e ea s aba s st rens B oirreareas .» Student Embalmer No. ................. ;

working under my personal supervision,

M/?_—(__/
Student ..o e Signed (o slerlerPetir .. %//EJ .........

Signature of Student Embalmer
Llcensed Embalmer No. ﬁ j c;

.P. 0. Addres;//f/..................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
‘t0 comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I this body is not embaimed, fact should be so stated above.




