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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE

N Primary Registration Distriet No.

OF DEATH

59—022962

STATE FI

Registrol

N 9 4 1q59299i5"0950r[ District No.

1F PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. [f institution: Reslden gbufure

. COUNTY a. STATE Missouri b. COUNTY Imi hicn)
b. CITY (Hf ourside gorporats Iimit.s, give TOWNSHIP only) Inside Limirs c. CITY Inside Limits
Tom Saint Louis Yes [J No [ rony Saint Louis Yes[] Ne[]J
c. FULL NAME OF (if NOT in hospital, give location) [ Length'of stay in 1b d- SB%%EES {If outside, give location) Reside on Farm
HOSPITAL OR o A E N
/ INSTITUTION | 024 N. Leffehgwell |Ave, 102 N. Leff:mgwell Ave Yos [ No[]
3. NTAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) . OF
Theola NMN Harris pEatH 6 7 1959
5. SEX 6. COLOR OR RACE]| 7. MARRIED[XNEVER marriED]] 8. DATE OF BIRTH 9. AGE (In yuars £ UNDER | YEAR| IF UNDER 24 HRS
last birthday) | Months | Days Hours Min,
Male | Colored | wooweoll  oworceoll| 11-25-1903 |58 15 |
100. USUAL OCCUPATION (Give kind of work dona | 10k. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12. CITIZEN OF WHAT COUNTRY?
during most werking life, even if ratired) INDUSTRY
Ch]_pﬁer None Arkansas P U.S.A.
13a. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 4. NAME OF HGSBAND CR WIFE
Unknown Unknown Gagsie Harris
15. WAS DECEASED EVER IN U. 5. ARMED FORCEST 16. SOCIAL SECURlTY NO.| 17, INFORMANT Address :
(a3, no, or unknown)' {IF yos, dNownr or dates of service) Wlllle H lS 1 61 9 Delmar 1vd.

Conditions, if ony,

RYAL BETWEEN
ET AND DEATH

above couse {g),
stating the under-

which gove rise ta }

18. CAUSE OF DEATH (Enter only one cause per for {c) (b) and (c) } |
PART . DEATH WAS CAUSED 3Y:
IMMEDIATE CAUSE {a)
DUE TO (b) m /gég&&l

DUE TO {c)

lying couss lagt.

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the tarminal discase condition given in PART | {a)

19. WAS AUTOPSY
PERFORMED?
YES[ ] NO

A/, %

ACCIDENT  SUICIDE  HOMICIDE

a | (]

200.

20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART | er PART |l of item 18.)

2¢c. TIME OF How Month, Day, Yeéar
INJURY  am. - .

p.m.

MEDICAL CERTIFICATION

~

20d. INJURY OCCURRED
WHILE ATD NOT WHILE
WORK AT WORK

20e. PLACE OF

O

form, factory, sireet, office bldg:, etc.)

INJURY (e.g., inor about hame,

204, CITY, TOWN, OR LOCATION

COUNTY STATE

21. | gttended the deceased from

euth oceurred ot

/ 720, $ nnug Q

M’O /d m on the
. {Degr,

and last saw :

olive on

date stated gbove; and to the best of my knowledge, from the causes stoted.

2\ VS0 2

?//;MNED

23a. BURIAL, CREMATI

REMOVA ith
Rémoval’™

3b DATE

6=13-59

23e. NAME OF CEMETERY OR CREMATORY

Father Dickson

23d. LOCATION {City, town, ot county}

(Srnu)

S§. Louis County, MlSSOUI‘l

24. FUNERAL DIRECTOR ADDRESS

Ellis Funeral Home 2820 Stoddard St.

25::DATE

RECD. BY I

L REG.

b

EGISTAAR™S NATU.

b (1D

s
-

T



:
-

STATEMENT BY LICENSED EMBALMER

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

., Student Embalmer No. .............cueee

bY M@, OT DY 1iiiiiieiiiriier e ieii i et e st e n e

working under my personal supervision.

21 T 1= 1| OO P RPP Signed .
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
tg comply with the above constitutes grounds for revocation of license). o

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is r'lo‘t_embalmed, fact should be so stated above.




