MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ol A ‘

DEPARTMENT OF PueLI:HT:‘:LEE;N;%MELFAHm§ . eeierarion Drus K 1003 e N 1 .= STATE FILE NUMBER
eQistr atiod TN t _g_. __Primary Registration Distrizt No, o ———Registrar’s No. ___ (;‘)9.-_
DO NOT WRITE L s
ON THIS STUB AMENDED e B 1 6
1. PLACE OF DEATH - 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence before
Vs 300 a a. COUNTY a. STATE i ssouri b COUNTY admission)
i
Rev. 4/59 2 b. CITY (If outside corporate limits, give TOWNSHIP only) Longth of stay in 1b <. CITY Tnside Limits
Z oR . oR .
< rown  St, Louis : owd  St, Louis Yes B No [J
1 < c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Raside on Farm
E HOSPITAL OR ADDRESS
2 a5 INSTTUTIoN  Homer G.. Phillips Yes B Ne 3206 Lucas Ye O Ne Dl
3 3. (’#AME OF DECEASED First Middle Last 4. DggE Month Day Year
Ype of print}
Sylvester Hughes OEATH 2 2 62
4 2 5. SEX §. COLOR OR RACE 7. Married [1  Never Married @ |8, DATE OF BIRTH | 9- AGE (last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed (] Divorced Months | Days Hours Min,
5 0 Male Negro ' o /%7
102. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS CR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& 7] diring most of warking Jife, even if zatired) K g
= e o, ArKANSAS,
7 { 9 13a. F HER‘S N v 13b. MOTHER'S 1DEN NAME 14. NAME OF PUSBAND OR WIFE
—
e Ric N?ql cshesr Un Know
8 2. lw 5. WAS DECEASED EVER IN U.5. AJSAED FORCES? 6. SOCIAL SECURITY NO. [17. INFORMANT Adduu
< (Yes, no, or unknown) |(if ye1, Qigpgwar or dates of service) 771 P d
9 w (1 tsao Foveeeett .
g [ 18. CAUSE GF DEATH (Enter only one cause per line for (8), (b}, and (c). INTERVAL BETWEEN
10 uzJ PART |. DEATH WAS CAUSED B ONSET AND DEATH
oly s mmepiaTe cause () carcinoma of Head of Pancreas with Metastasis Undet.
1 019 3 :
O s O
A e
12 o ud = Conditions, if any, DUE TO (b}
Z 7- o w {5 which gave ri:a(t;:
I Z :!a!ing :[::yn.md:r: -
13 = Iying cause last. DUE TQ (¢} . /‘5 7&
g =z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to ‘the terminal .PART HI. If deceased was female was
7' g disease condition given in PART [ (8) there a pregnancy in last 90 days.
0
7'2 g) rD Yes ] 0O Ne i £} Unknown
g E 19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natwre of injury in PART | or PART Il of item 18.)
3 & PERFORMED? m} ] o
z ] YES[] NO[H
w i
20c. TIME OF Hour Manth, Day, Yesr
Z § g BUURY  am.
x 8 El p.m.
Z [-+] 20d. INJURY OCCURRED 20e. PLACE OF INJURY [(0.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
oc WHILE AT WORK [J tarm, factory, street, office bidg., etc.) .
5 NOT WHILE AT WORK [J
ot O o
5 o E 5 21. | attended the d d from 2 1 62 3 OO DPsMy ta 2-2-62 and last uw)ggnliv! on 2=DafD
- o
a ; o Death occurrnd et 0:25 [D- m on the date stated above, end to the best of my knowledge, from the causes stated.
[TV -
L W 3 ol 7Za. SIGNATUR Dz or 1itie) ; 225, ADDRESS 22¢. DATE SIGNED
> I e - Y2z 4 2601 N, Whittier Street 2=5-62
3 23a. BURIAL, C TION, | 23bFOATE Zac. NAME OF CEMETERY OR € TORY 23d. LOGATIQN (City, fown, of agunty) Grate) _
a a) OVAL [Spacify P G
z & e MO VA 2 8—¢ 2 Reenwp o Mme oyl s j
= < 24, FUNERAL DIRECTOR ADDRES 25. DATE RECD. BY LOCAIfREG. %RAR’ SIGN R
wi b St E) ”
-
= = GOL_EW__MMﬂo - . M Taylr_  FER 7 1962 ot /1D,




- - T o - - L A g e

T ettt S-S i

S_'I’A‘I'EMENT BY LICENSED EMBALMER

R

| hereby cerfify that the body whose: name is recorded on the reverse side of this certificate was embslmed by me,

or by L . Student Embalmer No.

+
H

+

working under my personal supervision.

Student Siéned_w%_

Signature of Student Embalmer
Licensed Embalmer No. ﬂ J .é

- T * T P. O. Address

Nofe: 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.




