tealth, _ THE DIVISION OF HEALTH OF MISSOURI 59_0190 48
Walfare STANDARD CERTIFICATE OF DEATH STATE FILE pUMBER. "

IMBE
*ublic ) 2 &536
Lervice &gistrntioqpi_siﬂc? No. F'_r_imury Reg_iilrulion District Now e Rggi:!rw' A S L
- wr T .
_ 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residen _ibefcro
300 a. COUNTY o STATE Fandag b. COUNTY udmffon)
-57 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits <. CITY Inside Limits
3 Pl Yos [] No[] OR . . Yos[] No[T]
Town ST, LOUIS, MISSOURI TomN Mission os i
X c. FgLL NAME %Kﬁ'ﬁmspiml, give location) | Length of stay in 1b d. STREET (M outside, give location) Reside on Farm
HOSPITAL O ADDRE
. 9 ___INSTITUTION S HOSPITAL 3440 Maple Ave. Yes (] No ]
g 3. (NTAME OF DE)CEASED First Middle Last 4. DA;E Month Day Y ear
| ypo or print 0
| GENEZIEVE L. COLE oearh May 7 1959
5. SEX 6. COLOR OR RACE| 7. MARR‘EDENEVER MARRIED[ ] B. DATE OF BIRTH 9. AEE &,:'m:,,; :ol-:‘l:l’l‘)'ERll)LEAﬂ I::::OER ZL:RS.
Female |t White § Wooweo[ | vvorceo}| Hov., 20, 1900 ]
100. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 13- BIRTHPLACE {City and state or country} o |12 CITIZEN OF WHAT counTrY?
during moat of working life, even if retired} INDUSTRY .
ork At Home St. Louis, Mo. U.S.A,
13a. FATHER’S NAME 13b. MOTHER"S MAIDEN NAME 14, NAME OF HUSBAND DR WIFE
.| James F. Halley Anna E. Barrett Jess W, Cole Sr,
2 ] 15 WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT addres My gsion ,Kansas
o [ (Yes « unknqwn)| {If yes, gi d f ica}
] e |1 Mo AR |15 - S Jess W. Cole Sr. 3440 Maple Ave.
Fod 18. CAUSE OF DEATH (Enter only one cause per line for (o), {b), and (c}.) INTERVAL BETWEEN
w PART I. DEATH WAS CAUSED BY: QONSET AND DEATH
w IMMEDIATE CAUSE (o) _PNEUMOCOCCAT, MEYTNGTTIS : 6 DAYS
=
>
w Conditions, if any, . DUE TO (8 _ENBUMOCOCCAL SEPTICEMIA 1 WEEK
- which gove rizse to —
b= abave couse (o), } ﬁ 5 3‘ %
=z stating the under-
8 z Iylng couze lost. DUE TO (c)
s ZE= PART (I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease conditlon given in PART ) () 19. WAS AUTOPSY o
? < PERFORMED?
] CHRONIC RENAL FATLURE veEs (] no[X
- % 2| 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART Il of item 18.)
- wl
E 5 ; 1 D O
5 j U| 20c. TIME OF .Hour .Month, Day, Year
g wpa INJURY  a.m.
: E p-m.
S 20d. INJURY OCCURRED 20e. PLACE OF INJURY ("g.'.' inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATL—J Nowu_g 0 tarm, factory, street, office bldy., ete.)
9 WORK AT WORK L
21. | attended the deceased from MA%} 1959 s to MAY 7} 1959 and last saw ::; alive on MAY 7) 1959
Deoth occurred at * 3 m on the dote stated above; and to the best of my knowledge, from the causes stated.
220. 8| MRW T or titla) Q| 22b. ADDRESS 22¢. PATE SIGNED
\ PITAL
C- . M 2 57 u. | BARNES HOS 5/1/59
230. BURIAL, CREMATION, | 23b. DATE 23c. MAME OF CEMETERY OR CREMATORY 23d- LOCATION (City, town, or caunty) (Stare}
REMOVAL (Specify}
Furial " May 11,1959| Calvary Cemetery St. Louis, Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. [ 28. REGISTRAR'S SIGNATU
: . o ? »
Kriegshauser 4228 S.Kingshighway MAYS 'B9 @:4 / kD
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STATEMENT BY LICENSED EMBALMER

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

DY IIE, OF DY oottt eeer e vsis s e e e s s s , Student Embalmer No. ...................

working under my personal supervision.

SHUdERML  cccreerenrerrseratreronrarereancrorstssssainmnrsninasser
' Signature of Student Embalmer

Licensed Embalmer No..... rOCL ...

U P. O. Address........ooniininininnenienes

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.
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RIS et -~




