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UNFADING BLACK INK—MAKE A PERMANENT RECORD

WRITE PLAINLY—USE

FEDERAL SECURITY AGENCY
Natmnal Office of Vital Statistics

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

(ol

VAR 15 1948 State Pile Novwwoewrsn or) W

Registration District No..._gf_._..u_i_g Ptimary Registration District No....... .,.......4 @03 Registrar's No.

“||*1.. PLACE OF DEATH: R 2. USUAL RESIDENCE OF DECEASED: )
() County...... B @ sme Xisseuri 6 couny g2
{8) City or town St... Louis

(if outaids cit¥ or town limits, write “RURAL” and nama of towmbip) () City or town St. Louis /7
()£ Name of hospital or institution: T i oataids ey or towa Timite, writ FRURALY)
...Homer G_Phillipa Hospital (@ Street No.......3200 W Bell g
. (If not in bospital or institution, Writs streat ber or location) (If rural, give location) 7
(d) Length of stay: In hospita] or ingtitution 31'(108 24 daYS
. . .- . {Specify whether (e) Citizen of foreign country? (Yes or No)
; ln this community: !
years, months or daya) - If yes, name country.
PRINT MEDICAL CERTIFICATION
Full AAME. Johnnie Mitchell . ... Mar 4
- 20, DATE OF DEATH: Month : day.
3. (&) If veteran, 3. (¢) Social Security No. l 8
name war. ) ) w year. 91" hour. 7 minute. A My,
,21. T hereby certify that I attended the d d from
- -5, Color or 6. (6) Single, widowed, Al Nowv, 11 1o, Z_ﬂ w. . Mar. 4 10 48
4. salgmale’ .| ne Negrol divorced. DI VO COM e 1ast sawn €L _aliveon _ Male 4 10,48 °
6. {b) Name of husbandorwife.. .. . 6. (¢) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
. Vaughn Mitchell . ve .. 4.5 years || Immediate cause of death
7. Birth date of deceased..... S ULY 6 1900 -Larcinoma.of Cervix, Advanced...._...l.lndet,
i {Month) {Dax) (Year) i A R :
.8.AGE: Vears Months Days 1f less than one day Due to . ~i
r . i
i F
" 4 .,‘ 4 7 7 2 8 hr. min %
- , Due to | ,/ !
o. Birtholace. A EUS L8, Arkansas , Hy
{City, town, oz county) (State or foreign country) N g
10. Usual occupation Dome S t ic N Other mnd‘tinn’ “m‘ﬁg‘]‘r}fh of deathy
11, Industry orb Rfor Bndi PHYSICIAN
.. or findinga: o
12, Name HB!’]I‘V Wellﬁ r Of operations
iy ’ Underline
#1 13. Birthplace Edmonson, frkansas , i the canse o
o (State or forelgn country) - BNO : houl
E 14, Maiden name. ﬁlif é cﬁ:e:hart Of autopsy :h;r:e:?saf
. A 2] ltansasg dstically.
g 15, Birthplace. qugg’iirm’mm“? n e o || 22, 16 death was due to external causes, fill in the following:
16. (@) Informant.. 108 _Wells # - || (@ Accident, suicide, or homicide (specify)
(®) Address 3900 West Belle #Avenue () Date of occurrence
17. (@ Burial (6) Date thereof.. B 8. () Where didinjury occur? ity or towey " (Couniy o
. (Burial, cremation, or removal) (Month) {Day) (Year) (&) Did injury occur in or about hame, on farm, in industrial place. in public plaee?
" @ Place: burial or cremation S5« FetE TS
18. (g} Signature of funeral director Chas et a. Gates
® Adires 4107 Finney. jyenug
19. (@) 1948 & ... QM
. {Dnte received local repistrar) {Registrar's signature) H

{Licensed Embalmer’s Statement on Rﬂc.no Side)




STATEMENT BY LICENSED EMBALMER , ;

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

L John K. Cunnil’lﬂham_ . , Registered Apprentice No...... o ), !

worling under my personal supervizsion,

1
e Licensed Embalmer No...... .. 4476 ..

T

P.0. Address,... 4107 . Finney. Avén

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to con}p
the above constitutes grounds for revocation of license.)

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




