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All diseases in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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THE DIVISION OF HEALTH OF MIS50URI

290227766

FILED JUE 131959 STANDARD CERTIFICATE OF DEATH ey ﬁi‘)
Registratien District Ne. Primary Re;‘;isirﬂ _District NO st ins s s Regls r 43_,___ -
1. PLACE OF DEATH 2z USUAL RESIDENCE {Where deceond |cwed If institution: Rcsédy(;fem
. COUNTY STAT OUNTY admisgion
° 2708 Mills Stree Missouri
b. C(I;FRT (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY Infide Limits
o St. Louils Yes [J Ne [ town St. Louis Yes[(] Ne[]
c- zgls.l:l.‘.”h_lAAMEOF {If NOT in hospital, give location} | Length of stay in 1b d. STR%E';S [If cutside, give lecation) Reside on Farm
L OR ADDRE
/___ nstiTution 2708 Midls St, " 2708 Mills St.. Yes 0 Mo (]
3. NAME OF DECEASED First Middie Last d. DATE Manth Day Year
{Type or print) / . OF
/ Robert Childs DEATH Juns 23 59
5. SEX 6. COLOR OR RACE| 7. MARRIECHC] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. A&E 9{:.2’.32’5 ::‘:III‘)-EQ;;EAR lzni::«‘oen 2:"1:325.
Male |Colored mooveo(] owvorceo[d] 3-12-1900 88 I
10a. USUAL CCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR ) 11. BIRTHPLACE {City and stats or country} 12, CITIZEN OF WHAT COUNTRY?
during most of warking life, even if retired) INDUSTRY
Laborer Construction Arkansas /1 U,S.A,
130. FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSB.AND OR WIFE
Josh Childs Lula _2% Roberta Childs
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address
(Yes, no, or unknawn)| (If yas, give war or dates of sarvice
y e e atve werer g A~ 17-38 A5 Della Hamilton 2708 Mills Street

18. CAUSE OF DEATH (Enter only ane cause per lin
PART |. DEATH WaS CAUSED BY:

IMMEDIATE CAUSE {c)

(a) (b), and (c}.)

0@4‘,%

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (b)
wbhclch gova rise l)n
(a),
el © 0.1
Z lying couss lost. DUE TO (¢) hd
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal dissoss condition given in PART 1 (a) 19. WAS AUTOPSY
2 PERFORM oL
ro YES[] NO
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
I
v a d (.
;’ 20c. TIME OF Houwr Month, Day, Year
I INJURY  am.
‘X p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the ¢ d from m// and last suwt alive on
D).sh occurred ot /lM the dute stated above; and to the best of my knowledge, from the causes stat
22 SGNATURE m (/3] 2> #ooREss TE sighep
3 (200 (/s
730, KA1AL, CBhaTION, | 730, DATE _23c. NAME OF CMETERY OR CREMATORY 234 LOCATION (City, town, o covary) / (s-u )
MOVAL ecify} .
emoval 6= 27-59 Greenwdod Cemetery |St. Louis Countv, Mo.

. FURERAL DIRECTOR

ADDRESS

Dement & Son 2629-31 Cole St.

25. DATE RECD.

B8Y LOCAL REG.

JUN 2639

{Llcensed Emba!mer’'s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

B 2= T «» Student Embalmer No. .......ccovnvvninn.

working under my personal supervision.

Student ..coovniinii e e
Signature of Student Embalmer

Licensed EmbuimersMe. . &7 T4 Lic L4
P. 0. Addressed %A =3 /. Lo

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




