MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 563—030903
Registration D-smﬁ No ______55 __Z_.anary Registration District No. __é:q_g___-nngmrar': No. Ga/‘[ __.___ STATE FILE NUMBER

DO NOT WRITE T
ON THIS STUB FHLED JUt2 2363 =

1. PLACE OF DEATH nff: - C‘ A 2. USUAL RESIDENCE (Where decesed Tived. 1f intiitotion: Residance belore
So, Ki ch

s. COUNTY Iﬁssour.i a. STATE }hsso.url b. COUNWSZ-LOO ,\5 sdmission)
b, CITY (If outside corporate limits, give TOWNSHIP anly) Length of say in 1b €. CITY Lnside Limirs

TOWN Kinloch 19wn So. Kinloch Y Ne

c. 'I:-IUOL‘;-P“"?\TEO?F {If NOT in hospital, give location) Inside Limits d. STREET {If cutiide, give location) Reside on'Farm
wstiutioN 8306 Granberry Drive Yor® No(J APORESS 8306 Granberry Drive Yo O NoBD

VS 300
Rev. 4/59

2o X)
3

[DATE AMENDED

3. NAME OF DECEASED First Middle Last 4. DATE Manth Day = Year
F

{Type or print) . [o i
_ Joe Washington | DEA™ 7 1 63
5. SEX &. COLOR OR RACE 7. Married I Never Married [J 8. DATE OF BIRTH 9. AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
i i Month [5] H Min.
male Negro Widowed O Oiverced IJ | 5_]3.87 76 e ! bys [ Howrs [ Min

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Clty and state or country} | 12, CITIZEN OF WHAT COUNTRY
durlng most of working life, even if retired)

METLE Yazoo, Miss, YeSe.As

13a. FATHER‘S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Joseph Washington Mandy *? Idella Yashington
15. WAS DECEASED EVER [N US ARMED FORCES? 14 cACial SECHBITY NG, | 17. INFORMANT Address
(Yeshrg, or unknown) I (If yes, give war or dates of Idella w,ashington 8306 Granberry‘ Drive

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (¢}, INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: QONSET AND DEATH

mmepiate caust . Natural causes (long history of severe
asthmatic condition)

DOCUMENT

Conditions, if any, DUE TO (b}
which gave rite to
above cauie (a),
stating the under-
lying causa last, DUE 7O {c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART [, If deceasad was female wa
, disease condition given in PART | {a) there a pregnancy in last 90 days.

’ O Yes I O Ne | O unknown
19. WAS AUTOPSY 20s. ACCIDEN'I" SUI%DE HOMEI]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of irem 18.)
o\

PERFORMED?
- YES[]- NORJ

-+ 20¢, TIME- OF Hour . Month; Day, Yaar
INJURY am. g SN

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p.m. -
20d. INJURY QCCURRED 30e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factary, streer, office bldg., atc.}
NOT WHILE AT WORK O

“MEDICAL CERTIFICATION

v T

i

h -
to. and last saw h?r:'l slive on

~ v
, "lattended the deceased from

Death occurred at 4 : 30 A oM ] _m on tha date stated sbove, and 1o the best of my knowledgs, from the causes stated.

{Degree or 1itle) 22b, ADDRESS I'22c. DATE SIGNED

Coroner| Clayton, Missouri 7/5/63 .

23a. BURIAL, - DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)

el 7-8-63 Washington Park Cemetery |Berkeley, St.Louis County, to.

_%JIFUIP“J%RAI. DIRECTOR ADDRESS 25 DATE RECD BY ZAL REG. 26, ISTR R’S SIGNATURE -
Dement & Son 2629-31 Cole Street W

’ {Licensed Embalmer's Statement on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

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

Student Embalmer No.

or by

working under my personal supervision. j/
Signed L, &aa,/(/ w”’f’

Student

- Signature of Student Embalmer
Licensed Embalmer No 3‘?4!7
P. O. Address, //935 77

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply

with the above' constllutes grounds for, revocation of license).
if embalmed by a STUDENT, he also shall sign in his OWN handwrmng
© L 1§this body:is not ernbalmed fact should be so 5taied above




