DERFARTMENT OF PUBLIC HEALTH_ .AND__WELF’AFl
Registration DHetriet Mo, oo

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH &&1_049577

STATE FILE NUMBER

DO NOT WRITE
ON THIS StUB AMENDED

1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence befora
a. COUNTY s STATE  Mi ssour jb. counrr admissicn)
b. Cég {If outside corporate limin, give TOWNSHIP only) Length of stay in 1b €. COI? Insice Limins
TOWN St. Louis 1own St. Louis Yes [1 No O
c. FULL NAME OF (If NOT in hospital, give lacation} Inside Limirs d. STREET {f cutside, giva location) Retids on Farm

oG Homer G. Phillips Yes O No D3 APPRES 4053 Shreve Yo O Ne D

V5 300
Rev. 4/59

ATE AMENDED

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) Charles Jennings DEATH 12 31 63

5. SEX 4. COLOR CR RACE 7. Martied [0 MNever Married [J |B. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER 1| YEAR _IF UNDER 24 HR
Male Negro Widawed [ q Divarced (] 10_1 _191 ) 53 tMonths | Days Hours Min,

10a. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and stale or country} [ 12. CITIZEN OF WHAT COUNTRY
H mon of wurlung lifs, evan if retirad)

Ark. — USA

13a. FA'IHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Unknown Unknown Single

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. S5QCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, No, or unknawn) | (If yes, give war ar dates of servi Q. Eva Dandri ]

18. CAUSE OF DEA'I’H {Enter only ona cause per line e ooy INTERVAL BETWEEN

FART 1. DEATH WAS CAUSED BY: ONS
Cerebral Hamorrhage (Suspected) Undet,™
IMMEDIATE CAUSE (a}

DOCUMENT

Conditions, if sny,]  DUE 10 ib) Hypertenslve Cardiovascular Disease

which geve rise 10
sbove cauie {a),
afating the under-
i DUE TO (<)

Iying cavse laat,

PART 1. OTHER SIGMIFICANT CONDITIONS CONIRIBUTING TO DEATH but nor relsted to the terminal PART IH. If docessed was  female wa
disease condition given in PARY | (a} thare & pregnancy in last %0 dayn

Carcinoma of the Prostate Gland | O ves | 0 Ne | 0 Unknown

19. WAS AUTOPSY | 202, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? a O m]
YES[1 NOR

20c, TIME OF Hou Manth, Day, Year

INJURY a.m.
p.m.

20d. INJURY OCCURRED 30e. PLACE OF INJURY [e.g., in or about homa, | 204. CITY, TOWN, OR LOCATION
WHILE AT WORK [ tarm, factory, sireet, office bldg., eic.) -

NOT WHILE AT WORX 0
21. 1 atended the deceased from 12-19-63 10. 12-31.63 and last saw ﬁalivﬁ on 12-31-63
Death #% at. 2= 10 P- m an the data stated sbove, and 1o the best of my knowledge, from the causes stated.
egree or lirl 22b. ADORESS 22¢. DATE SIGNED
y/ 2601 N. Whittier 1-2-6§

-23b. DATE C}dJ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county) {S1ate)

- 'Y d. M uri
24. FUNERAL DIRECTOR l—”- 6)+ ADDRESS Father D cL%ﬁf)%’éCl:!cBeYILBOC.N. REGKi'.’E]:E%E:\?IGNiSR?O ]
A. L. Beal Und. Co, 4303 Delmar . b4 i M /1D

{Licansed Embalmer’s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

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,

or by Student Embalmer No.

working under my personal supervision.

Student - ‘ | - '_ .Signed Ldzﬂ%&/ \ﬂﬂ"\ﬁ%ﬁj\ﬂ) Z/’j/,;/@«rm/

Signature of Student Embalmer

e sl 8 P

Licensed Embalmer No.

P. O. Address 4//-}71 5 vfé-jbé)?%

- 77 = Note: The’hbove 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 embalrr:ed, fact should be so stated above.




