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WU SYMPTOMms Wire oa 11572Q.
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All diseases in Port | must be causally reloted,
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THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

istration District No.

Primary Registration District No.

—-2P=019304
N 4577

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If institution: Residence pifore
a. COUNTY a. STATiII INOIS b. COUNTY ST CIL !iﬁmssfn)
b, ClTY {If outside corporate limits, give TOWNSHIP anly) Inside Limits c. ClTY Inside Limits
100915 N GRAND ST LOUIS MO |ve=fl MO row EAST ST LOUIS Yos X Mo []
. FlOJLPL. NAM%OF (If NOT in hospitol, give location) | Length of stay in 1b d. STREET (If outside, give lacation) Reside on Farm
HOSPITAL ADDRESS :
O INETITUTION m ADMIN HOSPITAL | 156 DAYS 1305 ILLINOIS AVE Yes [ ] No
3. (NTAME OF DE)CEASED First Middle Lost 4, DATE Month Day Year
ype or print OP
HARRY A JONES peatH MAY 9 1959
5. SEX 6. COLOR QR RACE| 7. 8. DATE OF BIRTH 9. AGE (in years | F UNDER | YEAR| IF UNDER 24 HRS.
MARRIED[ ] NEVER MARRIED K] re -
1 irth Month. Da: Houw Min.
HAI;E 8 WHITE a WIDOWEDD plvorced[ ] 8/15/07 ﬁ“ birthdor) fHonthe " o l "
160. USUAL OCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (City end stata or country} 12. CITIZEN OF WHAT COUNTRY?
during most of wetking life, aven if retired) INDUSTRY
SrRucT/aAt B ST 10UIS, ILLINOIS ! USA
132 FATHER'S NAME 135 MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
SAUL JONES CLARA MEUCAL
15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
(chﬂr unknqvmll[lf Y"W \Irr dates of sarvice) VA HOSP RECORDS 915 N GRAND ST I_'OUIS Mo

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART L.

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

DIFFUSE BRONCHOPNEUMONIA

INTERVAL BETWEEN

OSSEﬁmDEATH

EPIDERMOID CARCINCGMA OF ESOPHOGUS

Conditions, if any, DUE TO (b}
which gave rise to
b (o},
e el } /80% A
% lylng couss last, DUE TO (<)
= PART IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat ralated to the termirial dis«ase conditien given in PART | () 19 \;AS AéJTOPSY
« ERFORMED?
U
z TUBERCULOSIS IUL / YES[g wo[}
21 20a. ACCIDENT SUICIDE  HQOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART Il of item 18.)
w -
; 1 1 0
Ul 20c. TIME OF .Howr :Month, Doy, Year
2 INJURY  a.m.
1 p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT E’o [LE farm, factory, street, office bidg., stc.}
WORK
/
21. cm.n%ed the deceased from l‘_?l Z&l 5& , 1o 54 9[ 5E and last ioﬁm' alive on 5/9/59

TOR ADDRESS-

24. FUNERAL DIR

QS)T/-w

25. DATE RECD. BY LOCAL

REG.

| MAY11'839

Death occurred ul__zxm_m m on the date stated above; and to the best of my knowledge, from the cavses stoted.
220. SIGNATURE, - {Dogree or title) a 22b. ADDRESS 22¢. PATE SIGNED
E. citarE (€ qnccent M.DS | VA, ST LOUIS, KO 5-9-59
23e. BURIAL, CREMATION, mtl;ATE U 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, rown, o county) (Stm)
EMOVAL (Specily) 5' N
ORIa L, |~ 1257 M7 CARME coleviete Loy,

on Reverse Side)

.+ T )
= 7 A




“ STATEMENT BY LICENSED EMBALMER

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

by M, OF DY oo ..... , Student Embalmer No. ...oevveeveeinn.

L;censed Embalm Nof???/fé‘ 9
P. O. Ac:lc:lresg'gy P‘ﬁ"‘

working under my personal supervision,

LTS 1= 11 SO PP PO PP
Signature of Student Embaimer

‘_‘.‘\,\. E '.\.-_'.

- -

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 1s'not_embalmed fact should be so stated above,




