MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -62-0
PEPARTMENT oF PuBI-I:eg::frEa:i:'lrl:i‘srr:::o.w_f_L.:‘_‘_Tj_-_algimary Registration District No. -_--l0.0.aRegisrrar‘: No. _:;.(189.___ STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED |2)%] £ 1000
1. PLACE OF DEATH Y 1 9L | 2. USUAL RESIDENCE (Where deceased lived. IFf institufion; Residence before
. NTY .S b. €O issi
Vs 300 o] 8. COU a 'I'Al'!'MisSouri UNTY admission)
Rev. 4/59 2 b. <y (I outside corporete limis, give TOWNSHIP only) Length of stay in 1b e cny Inside Limifs
wr
TOWN TOWN Y N
1 = St. Louis St, Louis e Re D
E <. FULLPNTAJ\LAEO(IZ;F {If NOT in hospital, give location) Inside Limits d. SI’REEE'I'ss (If cutside, give location) Raside on Farm
_ HOSPITA ADDR
o
2 E i ﬁg INSTITUTION Homer G. Phill im Yes{T] Na (O 720 NO. Leonard Yes [0 No O
3 3. {":AME OF DECEASED First Middle Last 4, Dé\g'E Manth Day Year
T
¥pe or print} Synetta Mae Cellins DEATH 3 15 62
1 3 5. SEX 6. COLOR OR RACE 7. Merried (1 Never Marriad 8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER ] YEAR IF UNDER 24 HR
5 Fem, Negro Widowed [ Divorced 3-15-62 Months | Days Haga—’ 15
2 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY) P1. BIRTHPLACE (City and slate or country) | 12. CITIZEN OF WHAT COUNTRY
& [’ during most of working life, even if retired) .
- Saint Louis, Missouri Us#A
7 o Q 135, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—
" Q Arthur Collins Earline White
f ™ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
< Yes, no, ki 1f yes, give w. dates of service .
o - {Yes, no, or unknown}| (If yes, giv ar or dates o ice} Se Mary D. Jett’ R.R.L. , 2601 N. Whlttiel
g E 18. CAUSE OFPDE?TIH (grEn;aT'How gné :G;EJ?Y’ line for (a), (b), and {c). mg?’“ BETWEEN
10 Z ART L. AS CA : P T AND DEATH
8 s E \WMEDIATE CAUSE {e) remature birth, Neonatal death
O
1 G la S
% |5 Q Conditions, if any DUE TO (b}
]277— O v E which gav; rise to
— % above c':use d(a}. é
= ’ stating the under-
13 = lying csuse [ast, DUE TO (¢} 7 5' ‘S’
% 4 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1l. If deceased was female was
7 = disease condition given in PART 1 (a) there a pregnanty in last $¢ days.
L1y ]
7 = g Intracranial hemorrhage fOYes | DN | O Unknown
g ‘E 19. ‘é\éﬁo’?ﬂ%z“ 20a. AcClDaEm SUKI::llDE HOMEl’UDE 20b, DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART 11 of item 18.)
e § YESX] NO O
Zz "5" | "20c. TIME OF  Houf  Month, Day, Yoar
o o < 5 INJURY a.m.
w p-m.
aa =
Z =@ 20d. INJURY OCCURRED 200, PLAGE OF INJURY (e.g., in or about home, | 20F. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [J farm, factory, street, office bldg., ete.)
i 5 NOT WHILE A¥ WORK [J ,
" o [n]
w - - - h - -
S 1% [t é 21, 1 attended the deceased from 3 15 62 to 3 15-62 and last saw ﬁ!hve on. 3=15=-62
: g o Desth occurred at 9105 8, m on the date stated sbove, and to the best of my knowledge, from the causes stated,
— Y
g E 8 5 5o SIGNATURE {Degree of fily) 22b. ADDRESS 22c. DATE SIGNED
- <>( ~23a. BURIAL, CREMATION, [*23b. DAT 23c. NAME OF czmgremi ORB cnsn;f&onv §€ LQCATIQN (caz,lroown, or county) (State}
G a REMOVAL (Specify} MAR 71 1962 Anatomical DOG . ﬁau ’ .
Z L .} - ya
= ? 74. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. %SITRAR' W /7
- fal
= zﬁowland Mortuary S.  4104-06 Manchester MAR g;! 1862 4«4 AL L.




pran -

- - co. e --4'.,a‘-

s .S:I'ATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed
Signature of Student Embalmer

Licensed Embalmer No.

P. O. Address

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 handwrmng

If this body is not embalmed, ‘fact should be so stated abgve.




