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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

; THE DIVISION OF HEALTH OF MISSOURI
EJ[ED VS JAN - 4 1985 STANDARD CERTIFICATE OF DEATH

REG. DIST. NOw, BZ 2!_

’5904632

State File No...

PRIMARY REG. DIST. m.\m Registrar's No.

3499

BIRTH. NO.
:.PLACE OF DEATH I d 2, USUAL RESIDENCE (Where decessed lived, If ioetliation: residencs’befors
a. COUNTY . . STATE b. COUNT dinissfan).
St.Louis . I1linois ONTY Madison
b. %EY Qf cutside corpurste limits, write RURAL aad give G l?ENGTH OF c. CITY \ >y 4. 1n Residence within limits of
townghip) (I.n a :n incorporated townt
ToWN Valley Park i weeks TOWNW%od River el S~
d. FULL NAME OF (If pot in hospital or lastiwation, give strect sddress or locstion) o STREET (If rurs!, cive location}
6( HOSPITAL OR ] ADDRESS
INSTITUTION Mpl1 Nursing Home 1207 Madison
s.éﬂEAcths%FE a. (First) b. (Middie) c. (Last) 4. DS}I__'E (Month) (Dsy) (Yean)
{ Type or Print) Leona Leulla Pippin peatH December 28, 1959
§, SEX 6. COLOR OR RACE § 7. #IAD%RIEB' ]‘IgﬁggclgsRRIED, 8. DATE OF BIRTH 9.]:\'652&::.;." ml:r UNDER 1 YEAR | & UNDCR H4 HES.
f {Bpecify) t ¥, onths | Days | Hours | Min,
Female | White pa dow. Dec.12,1881 78 | |
10a. USUAL OCCUPATION (Gikv - 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE < P -
5, USUAL OCCUPKTION (ovint ot OF BUSINESS 08 I i s s o | VDT
us e At Home | Meridian,Miss, - U,S,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR YIFE
i James Ansley. Princess Hill |  Samuel
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SQOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
Wu.ﬁ.er unknows)} | {If yom, wive war or dates of serviee) NO.
None Mrs.Helen Tipmord, Wood River,Mo,

8. CAUSE OF DEATH
. Enter oniy onecausaper
line for (m), (b}, and (¢)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5

ANTECEDENT CAUSES
Morbid conditions, if any, gleing DUE TO (b)

*This does not mean
the maode of ditnp, such

ERTIFICATIO o INTERVAL BETWEEN

ONSET AND DEATH

rige to the abors cause {a) stating

a# heard fatlure, gsth ,
cart fatlure, asthenta the underlying cause last.

ete. It means the dis-

care, infury, or complics- DUE TO (¢}

11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition cauring death.

tion which caused death.

bl Hreddtd

2ot

192. DATE OF OP‘FI%AIG 19b. MAJOR FINDINGS OF OPERATION 2. }dTOPSY? .L
4/ 14 )( YES D NO E
21a. ACCIDENT (Bpeciiy) 21b. PLACEOF INJURY (e.g..inorabeut | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bome, farm, Esstory. street, offics hidy. . et0)
HONMICIDE
21d. TIME (Month)  (Day) (Yew) (Heus) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?T
WHILE AT NOT WHILE
INJURY m. WORK AT WORK

22, [ hereby certify that I attended
aliveon __2ufld 1

£ rd
¢ deceased from - R M io WQ_, thet I last saw the deceased
£ _, and that death occurred al == &'M., from the causes and on the dale slated above.

2. SIGNATURE/

Deggpe or titlgf ] 23b. % {é,,r; /}4‘ %{) I )yESIGPjK;

BURIAL, CREMA- . DA

TlOPhe%D%g;fpdh) n 31- 59

4c, BAl

2%

DATE REC'D BY LOCAL STTJ\'?GWIRE

- -

ZRY OR’CREMATORY
Antlerg City Cemetery

24d. LOCATION (City, town, or comty) /  (Hiate]
Antlexr Bkla,

25. FUKERAL DIRECTOR'S SIGNATURE ADDRESS

Marks Funeral Home,622 E,lorens Ave.

(Lifensed Embalmer’s Staternent on Reverse Side)

[l T

0 Ver,



- owb .

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY oottt s fananmas , Student Embalmer No......cccovvonnc
working under my personal supervision..
Student"'""""Si'"';'""}'él'é"i'iﬁ{'l ............ Signed.......! // gM ..................
atyre o uden alner
Licensed Embalmer No... 7 =.7<.

P. O. Addre sﬁ/"“/&ﬁd

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

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall s1gn in his OWN handwntmg. -
1 this body’is not'émbalmed, fact should be o stated above. - ;

-
s
e




