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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally reloted.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

. .___§___3_:_018 204

STATE FILE NUMBER

FLLED JUN 4195 0ureron i

1.
300

PLACE OF DEATH

2. USUAL RESIDENCE {Where deceased lived

. If instisution: Residghce before
b. COUNTY agfli ssion)

a. COUN Y a. STA Emis S olmi
b. CITY ({If cutside corporate limits, give TOWNSHIP only) lnside Limits c. CBTRY Tnside Limits
OR .
Town_Saint Louis Yes X Mo L] Towd Saint Louls i Yes[Xi No [
c. FULL NAM%OF (M NOT in hespital, give location) | Length of stoy in 1b d, S'II;RDEEE'ES {If cutside, give location) Reside on Farm
HOSPITAL OR Al
¢ nstiution 1706 Goode Ave. 1706 Goodes Avenue Yes[] No
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Walter Thomas .: CEATH May 16, 1959
5. SEX 6. COLOR OR RACE] 7. 8. DATE OF BIRTH 9. AGE (In yoars IF UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIED[_JNEVER MARRIED[ ] o Li";:a;; Worthe | Daye | Fioura ] i
Male = Negro . wooweo[®  oworceolS) Jan, S, 1885 (7L
100. USPAL OCCUPATION (Give kind of work done | 10k, KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote ar country) 12. CITIZEN OF WHAT COUNTRY?
during mas of working lite, aven if ratired) INDUSTRY _
or Electric Co, Belleville, Tllinois e S. A,
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_U‘SBAND OR WIFE
Kerberi Thomaa Ergna~ N3 _Harris
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY nO.| ¥7. INFORMANT Address
Yo ar unknawn)] {If yes, give war or dotes of service} .
N 193-05-0988 Pauline Psyne _ 37,,7 Pa

MEDICAL CERTIFICATION

PART L

18. CAUSE OF DEATH (Enter anly one cause
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

per line ﬁu), {b), and (c).) : \ :7 : :\ E

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (b)
which gave rize to }
above couss (a), é
i hi der-
e e i ) oue 10 40 Lleox

PART Il. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition givean in PART | {a}

19. WAS AUTOPSY
PERFORME
YES[] WO

2,

Wa.

0 (N

'ACCIDENT  SUICIDE HOMICIDE

|

0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)

20c. TIME OF  Hour
INJURY  am.

p.m.

Month, Day, Year

20d. INJURY OCCURRED
WHILE ATD NOT WHILE

WORK AT WORK .

20e. PLACE QF INJURY (e.g., inor al ame,
form, factory, street, office bldg, B

208 CITY, TOWN, OR LOCATION

COUNTY

STATE

2 | attended the deceased from

h occurred at

and last suw:
on the date stated gbove; and to the best of my k

alive on

dge, from the

stou’/;

DRESS

(72X

2. A

Ot . of

/
22c. E Sl
f o

URIAL, CREMA'IION
REMODVAL {

emove

23b. DATE

5=-21

weify)

SIGNATURE V3
e Y

F CEMETERY OR CREMATORY

-59

24. FUNERAL DIRECTOR

Metropolitan Funeral gygtem, Inej

DATE RECD. BY LOCAL REG,

ADDRE§O]_O Enr q ,59

23d. LOCATION (City, town, r cousty)

St,

26. ISTRAN'S SIGNATURE
e

Louls Count

-~

/ (ng.)

72.

(Licansed Embalmer"s Stotement on Reverse Side)

g &




1 - .- -
. - ~ roa oo
” 1. b -
- . ; -,
. i - L - - e

STATEMENT BY LICENSED EMBALMER

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

B M, OF DY oot iriree i i ens st iraes s eererereere s e aaabaa s srarnrraeanss «» Student Embalmer No. ...................

working under my personal supervision.

Student

........................................................

Signature of Student Embatmer

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).

Jf embaimed 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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