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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseasses i Part | must be causally related.

THE DIVISION OF HEALTH OF MISS0UR!

STANDARD CERTIFICATE OF DEATH

59-015870

TTSTATE TH

I_HED MAY 6 195g9i!rru!ior! Districd Nau st oo e

Primary Registration District No. ... ... .

5
. Registrz Nﬂml .......

- 1."PLACE OF DEATH "~ '™" 2. USUAL RESIDENCE (Where deceased lived. I institution: Resédcnce efore
. COUNTY . 5TATE b. COUNTY admi's gion)
¢ : Missouri
b. CgRY {If ourside corporate limits, give TOWNSHIP only) Inside Limits c. CgY Inside Limits
R
TOWN St. Louis Yes ] Nof ] TOWN SfLJﬂU /S Yes(] N
<. ﬁgL’L- NAM%OF (If NOT in hespital, give locotion) | Length of stay in 1b d. STREET ({1 outside, give location) Reside on Farm
SPITAL OR ADDRESS
¢  Nstitution Homer G, Philips 3947 Ashland Yes[] No[]
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year
{(Type or print) CF
Gussie Turner DEATH 4 11 59
5. SEX 6. COLOR OR RACE F'MARRIEDD NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In years 1F UNDER i YEAR] IF UNDER 24 HRS
Ta irthday) Monl Hours Min.
Female 2 Negre a  wioowenpA”  pivorceof 5'—' Z_i? /g?ﬂ (ﬂ y l ?L l

bk, KIND OF BUSINESS OR
INDUSTRY

10o. USUAL OCCUPATION (Give kind of work done

during mnv 1Iung 1ila, wvan if ratirad)

Honey GRove, f}(

11, BIRTHPL ACE {City and state or country)

12 CITIZEN QF WHAT COUNTRY?

L. S

13a. FATHER® S NAME

TiM__SMTh 5

13b. MOTHER"S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Jot

?

ToRwn-2EX

M IVERIA

15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL'SECURITY HO.

{Yes, no, 01 Weﬁ)l {If yas, give wor or dates of servica)

17. INFORMANT Address

FRAaNC S Va,ALE 39478 pski

18. CAUSE OF DEATH (Enter only one cause per ine for (a), (b), ond {ch) INTERVAL BETWEER,
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH (
. IMMEDIATE CAUSE (o) q undet,
Cenditions, if any, DUE TO (b)
which gave iise to }
cbove couse {a),
tating the wunder-
z Tying “cwvse lasr. 2 DUE TO (e) S /A
fd PART Hl. OTHER SIGNIFICANT CONQITLANS cou'rmsmmc T0 DE but nopyeloted to the tegminal d-u aw condition given in PART t (o) 19. WaAS AUTOPSY 1
3 A PERFORMED?
o a YES 3 NO[]
E1 200, ACCIDENT  SUICIDE HORICIDE | 20b. DESCRIBE HOW INJURYCOCCURRED. (ffnter noture of |n|ufy in PART | or PART Il of item 18.)
']
v O [ i
§ 2c. TIMEOF  Hour Month, Doy, Yeor
8 INJURY  a.em.
x p.m.
26d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, otfice bldg., etc.)
WORK AT WORK
21. | attended the deceased from 3-10-59 , to 4"1 1-59 and lost sow her alive on 4-1 1-59
Death cccurred at 7325 A m on the date stated obove; and to the best of my knowledge, from the couses stated.
220. SIGNATY (Degree or title) Q] 22b. ADDRESS 22c. QATE SIGNED
0 oA/ - M.D. 2601 Whittier Street 4-14-59
230. 8URIAE, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY DR CREMATORY 23d. LOCATION (City, fown, or county) {Stote)
MOVEL (Y- /8 d
EMOVAL (Y~ [8§ 57 1 (reenwoo S

24, FUNERAL DIRFCTOR

L]

ADDRESS

97 STeddAnd

Al Tor

25. DATE RECD. BY LOEAL REG.




STATEMENT BY LICENSED EMBALMER

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

by me, or by .» Student Embalmer No. .................

working under my personal supervision.

Student

Signature of Student Embalmer memmm .
_Licensed Embalmer No. ?54{7
_ .P. 0. Address,. 117/\‘ 7\.( <

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
" to comply with the above constitutes grounds for révécation of license).

if embalmed by a STUDENT, he also shall sign in his OWN handwriting,

If this body is not embailmed, fact should be so stated above.




