JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH N :60—:01_6886
HLEQGG"%N'U"%"W“ gﬂ 1-?-5-9--------__-__-.Prlmary Reglistration District NO. oo oo __| RmillﬂZIo. .4:161---_ STATE FILE NUMBER

NDED
1. PLACE OF DEATH 2, uSUAL RESIDENCE (Where decoased lived. [f institution: Residence before
a. COUNTY a. STATE MSSOURI b. COUNTY admisslon)
b. COI':‘Y [If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. C‘IJ'LY Ingide Limits
TowN ___ST. 1OUIS 114 DAYS ToWwNST. LOUIS Yo ) No O
c. ng.gplﬁ[ﬂEo?F {If NOT in hospital, give location) Inside Limits d. :;EEREET (If cutside, giva location) Rasida on Farm
INSTITUTION Y No &O ' Y N
o HOSPI- | ‘“E 0 7 0 FALI.ON, APTO 3]—1 s [ °|x
3. #AME OF DE)CEASED First Middle Last 4, DSJE Manth Day Year
ype or print,
T. C. CASTON biAM  AFRIL 20, 1960
5. SEX & COLOR OR RACE 7. Married B Naver Married {1 |8. DATE OF BIRTH | 5- AGE (st birthday] |IF UNhDER ‘DYEAR ’: UNDER 24 HR
Widowed [J Divorced [] Months I ays ours Min,
MAIE NEGRO 4/23/26 | 33
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPI.A(;E (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of werking life, even if retired)
- - - COAHOMA. MISS, UsS.As
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
LEE CASTON ROSIE GRIFFIN . TILLIE CASTON
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT
{Yes, no, or unknown) l(lf yes, give war or dates of service) 1229 N. lé‘i‘" ST. » APT 128
YES Wa 1T 498-20-5897 | TILLTE CASTON g7, 1o(1S, MO
= 18. CAUSE OF DEATH {Enter only one cause per line for (a), (b}, and {c). l INTERVAL BETWEEN
I.‘Z-I PART 1. DEATH WAS CAUSED BY ONSET AND DEATH
£ iamenIaTE cause ) GARDICAVASCULAR CALLAFPSE
O
Q OMA
[a] - Conditians, if any, DUE TO (b} CARCIN TSI
wag‘:’h gave riu( T,o
above cause (al), '
stating the under- (H:L uI(MA LUNG é
— - Iyinggcnula last. DUE TO (c) OAT L CARCI OF / 3 *
z PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART 1II. If deceased was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
§ - -— - ||:teaI O No I O Unknown
E 19. WAS AUTOPSY 20s. ACCBENT Sui%DE HOM[I]CEDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
Rl ED? .
& ves & NOOD.
—
.5 20¢. TIME OF Hour Month, Day, Year
a INJURY am.e
g ‘\ p:m. . g
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK[] farm, factory, sireel, office bldg., etc.)
NOQT WHILE AT WORK [
g 21 VAurtended the deceased from__lzll_wg—— _Mm./m—md last nmhva on l:_’/m'/m
Death occurred ot Q:’%O P.M, m on the date stated above, and to the best of my knowledge, from the causes stated.
6 (D r;e af title) 22b. ADDRESS 22c. DATE SIGNED
e . MD VAH, ST. LOUIS, M§. L/2Y60
< A NAME OF CEMETERY OR CREMATORY 23d. LOCATION ({City, town, or county) {State)
[=]
& _LM_O____H_&_LQ[}Q]_ Cemetery Jefferson Barracks, Mo.
<C | "24. FUNERAL DIRECTCR ADDRESS 25. DATE RECD. BY LOCAL REG. [26. %mn's % ™
% AP 60
%lcnarles J. Gates 4107 Finney R22 13 arf i, M1 D.
TV Y da

{Licensed Embalmer's Statement on Reverse Sids}
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STATEMENT BY LICENSED EMBALMER ?- ‘ }
| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by
- P |
or by |

tudeht Eml?e-ulmer No.

Student - ’?/Sig;ned ) —M: . - . ; a ‘
{ / g 2/
—4-EB-0—4

Kicensed Embalmer No.

working under my personal supervision.

Signature of Student Embalmer

P. 0. Address___ 4107 Finney

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN 'HANDOVRI?'?NG. {Failure to co
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 embaimed, fact should be so stated above.



