bblic

All dissases in Part | must be cousally 1efaféd.

falth,
Welface

breice

USE OMLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

4

THE DIVISION OF HEALTH OF MISSOURI

99-019254

e STANDARD CERTIFICATE OF DEATH 3 _____
STATE FI ﬁq
Il ”i[] MAY 1 8 195909i5'ruﬁon District No. - _Primory Registration District No. Regist.g No‘.*1
= 3~ PLACEOF DEATH~ —m"r 2, USUAL RESIDENCE (Where deceased lived. [f institution: Residenc ’b)cfara
. COUNTY . STATE b. COUNTY admi gL1on,
0 ° Missouri /
b. C(IJTY {if outside corporate limits, give TOWNSHIP only} Inside Limits <. C(|)TY - idside Limits
R R (29?7* -
TOWN St, Louis Yes (1 No [ TOWN Yes[] Ne[D)
¢ FULL NAM%OF {If NOT in haspital, give location) | Length of stay in 1b d. STREET {lf sutside, give location) Reside on Form
HOSPITAL OR ADDRESS
6 mstitution_Homer G, Phillips 2520a_Ne. Sarah Yes[] Ne[]
3. :‘TAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
ype or print) OF
Carrie Holloway DEATH 5 7 59
5 SEX 6. COLQR QR RACE| 7. marrien[Jnever marriep[] s DATE QF BIRTH 9. AGE {Inyears IF UNDER i YEAR| IF UNDER 24 HRS
bjhday} [ Months | Doys Hours Min.
Female 3 Negre 3, wioowegh, mvonceo[l 9/?0? # l ’
10a. L OCCUPATION {Give kind of work dene | 10b. KIND OF BLISINESS OR n. BlRTHPLACé (Clly on or coumry{ 12. CITI F WHAT COUNTRY?
iF rotired) INDUSTRY "
2PV X

13b. THERSS MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

-

DECEASED EVER IN

s

MED FORCES?
nqwn)l{lf yes, giv tes of sarvice)

16. SOCIAL SECURITY NC.
e

Address

oy Y.

4)1’4,_,___4

18. CAUSE GF DEATH (Enter only one cause per line for {a), {b), and {c).}

S INFORMANT
174

INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ONSETJN%DEATH
IMMEDIATE CAUSE (o) Pulmonary Edema undet,
Conditions, if any, DUE TO {b)
which gave rise to
obove cause (o),
stoting the under- }
z lying cavse lasr. DUE 10 ()
E PART Il. OTHER SIGNIFICANT CORDITIONS CONTRIBUTING TO DEATH but not related to tha terminal diseose condition given in PART I {a} 19 gA: AéJTOF’SY /
ERFORMED?
g Retroduodenal Hematoma sA2x YESOX NO[]
&1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART 1) of item 18.)
w
v O J I
o 2. TIME OF  Hour  Honth, Doy, Yeer
o INJURY a.m,
E p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT wHILE" O farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from 2-24-59 to 5—7_59 and lost saw ];' alive on 5-7-59
Death occurred ot L 2' 06 m on the date stated gbove; and to the best of my knowledge, from the couses stated.
22q. § F. g Degres pe title) g | 22b. ADDRESS 22c. PATE SIGNED
: 2601 Whittier Street 5«8=59
23a, BURIAL, CREMATJON, | 23k. D W:\ME OF CEMEY MATORY 23d. CATION ity, tawm or coumy) tate)
VAL {Spec )
5)1/:7 Y ¢ o

24 FUNERAL DIRECTOR

ADDRESS

by 1389 7) Vpsens

MAY 9 59

25. DATE RECD. 8Y LOCAL REG.

GIST;#R




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme
by me, 0r by oo Seseereiriesr e ra e «» Student Embalmer No. ..................

working under my personal supervision.

Student .o eas i a"’\ ........................ L‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur

~ ’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.




