TSSOURT DIVISION OF HEALTH — STANDARD CERTIFICATE DEATH
| 1603

Registration District No. _________ %@ % 2o __ Primary Registration District No. . ____Registrar's No. 8.4..20 .....

T

AMAMENDMENTS UIN TS KELUKLD AKE A3 TULLOUWS

—651-034854

STATE FILE NUMBER ¢

AMENDED I L8 T P U T, W T
Iy SEF 10 JYhY i
1. PLACE OF DEATH bl 2. USUAL RESIDENCE (Where decessad lived. |f institution: Residenca before |
. COUNTY a. STATE b, COUNTY admissk
8 a Mig_souri misslon) .
% b. CITY (If outside corporate limits, give TOWNSHIP only) Langth of stay in 1b c. CITY Insice Limits .
g TOWN : ok ¢ Ste Louls v ;
§ St., Louis TOWN [ Noe D |,
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location} Reside on Farm
E HOSPITAL OR ADDRESS 6 B lt
ﬂ? INSTTUTION  Homer G, Phillips Yum Ne [J 160] Be Yes 0 Neo g ;
oV - '
7 3. NAME OF DE)CEASED First Middle Last 4. DOA":I'E Menth Day Year -
or print .
(Trpe or pr Leona Rockamore oy 9 61
5. SEX 6. COLOR OR RACE 7. Marrisd [1  Never Married (] [8. DATE OF BIRTH | 9 AGE (last birthday) | {F UNDER | YEAR IF UNDER 24 K&’
Female Negro Widowed ﬂ Divorced [ 5 /? / g 3 Months | Days | Hours | Min.
10s. USUAL OCCUPATION [Give kind of work done § 10b, KIND OF BUSINESS OR INDUSTRY| 11.° BIRTHPLACE {Ciry and state or country) | 12. CITIZEN OF WHAT COUNTRY

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

8Y AFFIDAVIT OF

during t of working

S Zwr

lifey even if refired)

(=4

——

Sta csudle Ga.

(. S.A.

13a. FATHER'S NAME

QRMK DAauS

5. WAS DECEASED EVER |

{Yes, no, M?;jmn)l {If yes, give war or dates of service)

7

13b. MOTHER'S MAIDEN NAME

14. "NAME OF F

AJOIPA EOGK

USBAND OR WIFE

Coece

AMNupee

N U.5. ARMED FORCES?

VL CmmiAl SECIDITY KM

17.

INFORMANT

olA t[:n.d/e.e

¥ Address

[Colf RBel7

18. CAUSE OF DEATH {Enler only one cause par line for {a), (5, ana (5. INTERVAL BETWEEN
PART ). DEATH WAS CAUSED BY: OMNSET AND DEATH
IMMEDIATE CAUSE (a} Diabetes Mellitus Undet.
Conditions, if any, DUE TO (b)
wbI:ch gave riu( r)o
above cause al),
stating the under- 9240 x
lying causa last. DUE TO [c}
z FART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminst PART il If deceassd was fesmale was
g disease condition given in PART | (a) there & pregnancy in last 90 days.
b Gangrene Foot, Rt. = Arteriosclerotls Heart Disease fOve [ @ | O Unknown®
E 19. WAS AUTOPSY 208. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.}
[ PERFQRMED? a O a
u YES NG O
- 2
& |"20c.TIME OF Houl  Month, Day, Yeer
a INJURY a.m.
2 p.m. )
20d. INJURY OCCURRED 200, PLACE OF INJURY (e.g., in or about home, | 201. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., etc.}
NOT WHILE AT WORK [J
- - s K -
21, 1 attended the d d from 7-27 61 1o, 9J' 9 61 and lait saw :;:' alive on 9-9 61
Death occurred ot 1) 15 de m on the dete stated above, and to the best of my knowledge, from the causes stated.

22a. $IGNM URE‘ ree or title) . 22b. ADDRESS Z2¢. DATE SIGNED
M W, Fﬁqt’, (M0 2601 N, Whittier 9-11-61
23b, DATE - 23c. NAME OF CEMETERY OR CREMATORY ATION [City, town, or county} (S1ate)

730, BURIAL, CREMATION,
MOVAL, (Specify)

WH-SAJNGT‘(:AJ /J‘?Q ’( &m.

m/\f;e_ Kelo

RGR.p | 9/15/6/ g, Na.
FUMNERAL DIRECTOR * { ADDRESS — 25. DATJE RECD. BY LOCAI: REG. 24. REGISTRAR'S ::murc
“RoA Ro< 5625Caoc.d A4, ¢/7oe4) SEP 12 1961 7 /B,




"

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

- et .. PRLI O S
2 IR

PR . . -

- *~__¢- Vtudent Embalmer No.

or by

- working under my personal supervision. ) ’
9 . ' .
Student Signed

Signature of Student Embalmer
" Y S _ Licensed Embalmer No. /]{ 7 gl

- = _
« -itpo. Address_mO_SM

Note: 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.






