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1. PLACE OF DEATH - -
County............cc..o. P

St. Louis, ko,
2. FULL NAME Clotilde Shackelford

City Fospital No.- -
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(a) Residence, No.... 2032 Aldine .
(Usual place of abode)

Length of residence In clty or town where death occurred ], Ty, mos.

(If nonresident, give city or town and Stata}
ds. How long In U. 8., if of foreign birth? yre. mog, ds.

PERSONAL AND STATISTICAL PARTICULARS

MEDICAL CERTIFICATE OF DEATH

3. SEX 4, COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR
L DIVORCED (write the word)
Female Negro Single
SA. IF MARRIED, WIDOWED, QR DIYORCED
HUSBAND oF

{oR) WIFE OF _————

6. DATE OF BIRTH (monTH, oAv. anpvaamy S 11y 3rd, 1934

sified. Exactstatement of OCCUPATION is very important.
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220

8. Trade, profession, or particular
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13. NAME Albert Shackelford '}/
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BIRTHPLACE
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21, DATE OF DEATH (MONTH, DAY, AND YEAR)

Feb. 1, 1937

22 I HEREBY CERTIF'Y That I atterded deceased from

NPLE -V s W

%0 bave occurred on the date stated above, lt..ll ........ § P - M.
The principal canse of death and related causes of Importance wera as follown:

_lobar Pneumonia 1-5?“3?

Date of....ovvieenipissaninnns

tem of information should be carefully supplied
BATH in plain terms, so that it may be properly clas

i

Hazel 'McClendon °

15. MAIDEN NAME

MOTHER| FATHER

Altheimer
16. BIRTHPLACE (ciT o %‘/efrkanszis

17. INFORM.

(ADDRESS) Tawton

Mauner of injury

3

18. BURIAL, CREMATION, ¢ REMOVAL .
Was t I'_Kﬁ;_F.B@_.i,.lg 3 7!_

HWName of operation

‘What test confirmed disgnosis?,, T T T ‘Was there nn autnply?.....Y.e.S
23, If death was due to external csuses {violence), fill in also the following:
Accident, suicide, or homieide?.......ovoiienirninae Data of injury.........c.o.c...... A8
Where 2id injury occur?

«Specify city or town, county, and State)
Specify whather injury occurred in industry, in heme, or in public place.

Nature of injury.
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24. Was diseass or injury in any way related
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