THE IAVINUN OUF MEALIFR Ur MDoUUK] 18588

No . 300
STANDARD C iFICATE OF DEAT
. State File No..o.oviyge. g g sinen
o-¢ | FILED JUN 3 1950 003 R g1}
'BIRTH NO. REG. DIST. NO. _ " - - PRIMARY REG. DIST. NO. Regintrar's No.ae wve e s sortronsima
Rl bl
1. PLACE OF DEATH 2. USUAL, RESIDENCE (Where decansed lived. If loatiation: residencs before
a. COUNTY . STATE b. COUNTY dmimion),
G . , : Missouri )
: [ <:|1';‘,lr (I outolde corpurste lmite, write RURAL and give g_.rALYENhGTm}: HE)F, ¢, CIT&' {If outaids corporate limits, write RURAL and give townehip)
townghip) i o .
TowN St, Louls davs QeTo:wu St, Loui 8 = /G
d. FHOL%P#AI;I‘EO%F {If oot 1a bospital or inatitation, give street address or location) d. A%Trl’?EEr Ql
Gl INSTTURON . Homer G Phillips Hospital 1311 So, Spring averihe
;:; ,‘3. gﬁ%’éﬁ 2F a (Flru:) b. (Mlddle) c. (Last) . ] i Dg;g (Month)  (Dey)  (Yean)
Cl_tDwpeorprint)  Mador Ross DEATH . Mg 2L 1950
L 5.5Ex @ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE {In yesrs| o 00ER 1 YEAR | ¥ twoem 8 mED,
ﬂ—' WIDOWED, DIV RCED (8pacity) 1 Laat gﬁhﬂ m' Days | Hours | Min.
Vale Negro Married "/ 1-14=190 |
0a, USUAL OCCUPATION (Giwekindof work | 10b. KIND OF Busmﬂss OR IN- | 11. BIRTHPLACE (itate or forelen comntry) 12_ CITIZEN OF WHAT
done during most of working e, eves if retired) sr&v : O cou
Parter Ind, Packing 9. st, Louis, Missouril
!lsa.,nmzn‘s NAME "[13b. MOTHER'S MAIDEN NAME 14. NAME OF HWUSBAND OR WiFE
Ma jor Ross Lizzie Jackson | Alma Ross
1‘3 WAS DECEASE:J E\{.ER mnu S.ARMED FORCES? | 16. SOCIAL SECURLTOY 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
unk: dates of searvios) 5 +
W or T | Ky vy waron datanof Alma Ross 1311 S, Spréing ave,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
. Enter only onscsuseper | |, DISEASE OR CONDITION | . Cerebral Hemorrhage | _Undet

lina for {a), (b}, and (c)
*This does not hean ANTECEDENT CAUSES

the mode of dying, such | Mordld conditions, if any, gmng DUE TO (b)
a# heart faflure, axthenia, | 7ite to the above cause (o) stating

Hypertensive Heart Disease -

NG UNFADING BLACK INK—MAKE A PERMANENT,  RECORD

de. It means the diy. the underlying cause last. ’ I:l? .
ease, injury, or complica- DUE TO {c) _ .
tion which covsed death. | 1. OTHER SIGNIFICANT CONDITIONS ' .-.:'"":“-' :
Conditions contributing to the death but not -
relgted to the dlseqae or condition caunsing death.
.19a. DATE OF OPERA-\|. 195, MAJOR:FINDINGS OF OPERATION ' . * 2. AUTOPSY?
TION .
L YES D NO E
21a. ACCIDENT (Bpecity) . | 21b. PLACEGF INJURY (sg..inorabens | 2lc, (CITY, TOWN, OR TOWNSHIP) (COUNTY) k'I'E)
- SUICIDE ~ o bome, farm, fuctory, street, cffios bldg.. e30.) : '
HOMICIDE 5
21d, TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- : ) WHILEAT NOT WHILE
INJURY WORK AT WORK

2. [ hereby certif] that I atlended the deceased from _5_111___ to _5__21_._ 19_5.0. that I last saw the deceased

“alive on =21 ‘-~ 1.9_5_0_, and that death occurred gt - _5.2.55& m., from the couses and on the date slated above.

m . an ar tit}s).. | '23b. ADDRESS 23c. DATE SIGNED
: o - . D.g 1- 260L N Whittier St - 15-22.50

WRITE PLAINLY—USI

C FONBII&JERMISVLALCREMA 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or connty) . - (State)-
al | _s5/25/50 Greenwomﬂ Cemetapy | St, Louls, Missouri
DA REC'DB'I’ I.%:EAGL RAR'S SIGN 5. FUNERALYDIRECTOR'S S1GNATURE "ADDRESS
24 190 ﬂ Russell Und., Co. 2732 Pine Blyd
(T:c!med Emlnlmrl Sutmum oty Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

. .. Student Embalmer No..
working under my personal supervision. udent tmoalmer No

Signed m m LA A AT "-,_.

Cerieerenearnees = < Y
Student Embelmer ) . Licensed- En,;ﬁ,;alme@ 2

P. 0. Address Q(fa fw

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

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