MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 362-049486
DEPARTMENT OF PUBLIC HEALTH AND WEL n.n:dl  prinary Regianaion Disvir No. -1_003““““mm" .. lg*z“j““ ) STATE FILE NUMBER

Registration District No. ___________%f o %

DO NOT WRITE .
ON TH1S STUS AMENDED
1. ¢lact OF DEATH 2. USUAL RESIDENCE (Where deceased lived. Lf institution: Residence before
a. COUNTY . STATE b. COUNTY dmissi
V$§ 300 8 a Mo. admission)
Rev. 4/59 g b- ccn)er (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. cct)rnv Insids Limits
w
= own St, Louis _ 31 yrs own 5+, Louls Yes [ No [
1 ::_, c. ﬂg_;?rTAAACEogF {If NOT in hospital, give location) Inside Limits d. ASEJEEEEETSS (i outside, give location) Reside on Farm
2 2 ) G—g . - INSTITUTION 51 15 Northland YesJ No G || 5115 Northlenhd Yes O Ne O
3 3. (qums OF DE)CEASED First Middle Lost 4 DOATE Month Day Year
ype or print
" ISABEL ALLEN eam December 31,1962
3 5. SEX 6. COLOR OR RACE 7. Married ]  Nover Marrled [J |B. DAIE OF BIRTH | 9. AGE (last birthday) |IF UNhDER | YEAR :: UNDER 2M4 HR
% i 4 Mynths s in.
5 Female Negro Widowed X overed O 13/8/79 | 83 o] P23 [
— 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
i t orking life, even if retired
5 2 Hotigaw'rhg™ ‘ Johnson Co., Mo, U.S.A,
7 p O 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME g T4. NAME OF HUSBAND OR WIFE
e
s Charles Brisco Drucilla Dyvis John N, Allen
8 2 " 15. WAS DECEASED EVER 1N U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT Address
-8 (YGI, r unknown) | (If yes, give war or dates of service)
9 < Ng' | None Isabelle Allen,5115 Northland
o — 18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and {c). hd INTERVAL BETWEEN
10 < z PART |. DEATH WAS CAUSED BY: CNSET AND DEATH
a L z IMMEDIATE CAUSE (a) Cerebral Hemorrhage 1l Day
n 0 o
O o R
] (o]
12 o % [S a Conditions, If any,]  OUE TO () Hypertension. i . 2 YIS,
b~ w 5 wb'Lich Gbéve rise f;:
v (a),
I Z :Mr;:\eg tc?:u“ der- 3
13 = lying - catrse. last. DUE 10 {c} 3 ,' k
g =z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH buf not related to ﬂle terminal PART I, If deceased was female was
?a .(_3 disease condition given in PART 1 (a) .4 , there & pregnancy in last 90 days,
Wy
5 S [ ver | Mo | O Unkaown
g £ | 7. WAS AUTOPSY | 20 ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.}
S = PERFORMED? 0 [} O
S o YES [ -NOQ' \ -
< 20 20c, TIME OF Hour Month, Day, Year -
Zz |z 2 INJURY  am. ‘
b4 8 ;- p.m. .
Zz m 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or abaut home, | 20F. CITY, TOWN, OR’ LOCATION . COUNTY STATE
& WHILE AT WORK T} farm, factory, street, office bidg., etc.}
5 NOT WHILE AT WORK [J
& o a o A :
5 (o] g é ‘.t sttend [/ . taMlﬁL_md 1y sow :ﬁ; alive cn_ml&lmz—
@ o fa] Desth urrgd 2 on the date stated above, and to\tha best of my knowledge, from the csuses stated.
w = P R
; ] ! e
v 1] u- 222, (Degree or title) 7 ADDRESS 22: DATE SIGNED
> 5 = | c KA D2 ) ,P/m_n——z .
b 23c. NAMEJOF CEMETERY OR CR| 23 . LOCA ar (SmeJ
o a
z e Calvary C Mo.
= L4 24, FUNERAI DIRECTOR ADDRESS
wi >
= o Charles J.Gates, Jr.,Q_'_L 7 Finney
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STATEMENT BY LICENSED EMBAI.MER

+

1 hersby cerfify that the body whose name is recorded on the reverse side Of; this certificate was embalmed by me,

or by Raymond Djckson Student Embalmer No.6_65____

working under my personal supervision. %
Student Signed A(A,ﬁx Aﬂn’(/

Signature of Student Embalmer

.

Lacensed Embalmer No. ’4‘580

il N ]

T | ' A = k P.O. Address__ 11107 Finney

Nofe: The above MUST BE SIGNED BY TT-{E LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

I1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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