Heolth,

Welfare

Public

Service

Doctor, coroner, ete. must use only standard nemenclature in item 18. No symptoms will be listed.

All diseases in Part | must be cousally related.

USE ONLY BLACK INK OR RIBEON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

. 59-020007__

STATE FILE NUMBER

UN__ 2 195 Qeoisrerion Diswict No.

Primary Reglslruﬁlon Dlsnlc! No. _

S 00.

. Registrar’s No-...... /,,Bfﬁ__

3,7

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befo
o. COUNTY  St, Louis o STATE Mo, b. COUNTY n)
b. CJDTRY (T outside corperate limits, give TOWNSHIP only}) | Inside Limits .. cgg Inside Wimits
TOWN Pk JG;H Yes L1 No (X TOWN St. LouiS Yos [} Noa
c. FgLé'. NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (1f outside, give location) Reside ¢n Form
HOSPITAL OR ADDRE :
0 nsniutiown Robert Koch Hosp. 365 davd 2604 N. Leffingwell ved %K
| |
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Y ear
{Type or print} OF
Mardell Moore DEATH 5 15 59
5 SEX 6. COLOR OR RACE| 7. warrieo[ ] Never marrteo[ ]| & DATE OF BIRTH 9. AGE {In yaers LFUNDER 1 YEAR| IF UNDER 24 HRS.
last birthday) | Months | Doys Haurs Min,
Females Negro 2. wiowen [ pivorcen[ ] 1-6-38 lI-T | l
10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City gnd state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY . - .
Presser Mississippi ! USA

13a. FATHER'S NAME

Ernest Wiggins

136, MOTHER'S MAIDEN NAME

_Ella Pete

rSon

14. HAME OF HUéBAND OR WIFE

Willie Monre

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yas, 0o, & knqvm)l(l! yes, give wor or dotes of service)
No

?

16. SOCIAL SECURITY NO,

17. INFORMANT

Address

h, Mo,

PART I. DEATH WAS CAUSED BY:

Conditiona, If any,

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

IMMEDIATE CAUSE (o} ____Spontaneous Pmeumothorax, Righh == |S

EA

Robert Koch Hospital, Koc

INTERVAL BETWEEN
onsa ND DEATH

whieh gave rise to
above cawvse (o},
wafing the under-

} DUE TO (b}

Chronic Pulmonary Tuberculosi S,

g lying cause lost. DUE TO (c)
E PART {l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the 1erminal disaase condition given in PART | () 19. gegpggﬁgg:
P 202 x_ YES[] NO[X 2.
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART Il of item 18.)
8 O O O
S| 20c. TIME OF Hour Month, Day, Year
8 INJURY a.m.
X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, strest, office bldy., etc.)
WORK AT WORK
21. | attended the deceosed - 15-' 58 , ta 5 - 15- 59cnd last 'suwt.; alive on ﬁ - 15 59

i

Death occurred ot

@ m on the dula stated above; ond to the best of my knawlodge, from the causes stated.

22a. SIGNATURE (Degres or title)

22b ADDRESS

22¢. ATE SIGNED

55¢A »m , 7. ¢ |Robert Koch Hospital, Koch! 5.15-59
23aJBURIAL JCREMATION,| 23b. DATE ’23:. MNAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, ¢ county) MU L4 {5tais}
L ecif
g 5=20/1959 Washineton Park St. Louis County, Missouri

24. FUNERAL DIRECTOR ADDRESS

Ellis Funeral Home 2820 Stoddard St,

25. DATE RECD. BY LOCAL REG.

S-/9-57

(Licensed Embalmer’s Statemwnt on Reverse Side) =

26- GISTRAR'S SIGNATURE
F’ L/ (]
1”8 /




STATEMENT BY LICENSED EMBALMER

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

: DY ME, OT BY it ettt rrter v e eseeer e e aesanaereeane b s s e s saesasaseaaan .» Student Embalmer No. .....cocoevvnvnnnn

working under my personal supervision.

SHUAEnt cevreniieii e e e T

2 -~ -

P. O. Address.

-7 _l\.lote: 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.




