F".ED SEP 5 . TRE BAVIIUN UF FEALIF UF MISAJUNI

+ No, 300 .
e 4113456°0  STANDARD CERTIFICATE OF DEATH Stte Fil Mo, 2885‘5_”
BIRTH RO. _ REG. O18T. noag_a_ PRIMARY REG. DIST. AQD_. Registrar's No........ .'2:'_2:2,
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whars descased lived. If logth i
0 a. COUNTY _ a. STATE b. COUNTY Mhnlﬂinn)
: MO' A WX
b. CITY (U ontelde corpurate Lmite, writa RURAL and glve CSI'A%'ENEE OF c. CE)T&! o outelde ¢ sarporste limits, write RURAL and glve townahip)™ — — ~ ¢
TOWN ST. LOUIE MO. rownstio) ¢ placel OWN St.Louia; o 0
. FULL NAME OF (If uot in hospital or institation, give streot sddress or losstion) WSTREET . (If rural, give looation)
" sl eY ‘ST, ToUIS CITY HOSPITAL, 41 |  Abones 2703 N,Union Blvd,
3. NAME OF 8. (First) b. (Middie) c. (Last) , 4. DATE (Month)  (Day)
DECEASED 7) _ (Year)
(Type or Print) 0TIS . YOCUM | padhuguat 29th,1950
5. S§F 6. GPLOR OR RACE | 7. MARR]ED NEVER MgRgIED 8. DATE OF BIRTH 5. AGE o yan} & moo | Du“.: ¥ boen u .
0 BET TG 7 | Feb, 6 1896 | BEM [uemte] Do [Hewm | i
19a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (gtte or forelgn sountry) 12, CITIZEN OF WHAT
donsd: working l.l!l. I! nti.ud ' DUSTRY . . COUNTRY
“Boiier mak Kansas / !
“lsa._nmzn $ NAME 13b. MOTHER'S MAIDEN NAME ‘| 14. NAME OF HUSBAND OR WIFE
Baker Yocum . Mary Hayes Josephine

lgr. WAS DECEASED EV[ER N U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFOHMANT"» SIGNATURE OR NAME . Aﬁi Eas
~eYeE™ | """ 494.05-0178 | Josephine Yocum 2703 N.Umion BLv

8. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

) ONSET AND DEATH
 Enter osily onecauseper | I, DISEASE OR CONDITION . |
line 0t (8, (by, ad (&) | DIRECTLY LEADINGTO DEATH*(5)

*This does not mean | PNTECEDENT CAUSES

the mode of dying, euch | Mortid conditions, if any, rg:‘;-lng DUE TO (b}
s heart faflure, asthenia, | rize to the above cause (o)

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

de. It means the dis- the underlying cause last.
ease, infury, o7 compll ___DUETO {")
tion which caused deazh. | 1. OTHER SIGNIFICANT CONDITIONS - t
" Conditions contributing to the death bus not
related to the di or & g det .
192, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - . T o e 20.-AUTOPSY?
TION ’
. ves L) wo [

21a, ACCIDENT (Bpacify) 21b, PLACEOF INJURY (ag.inorsbout | 2Ic, (CITY, TOWN. OR TOWNSHIP) (COUNTY) . (STATE) .

SUICIDE homa, tarm, fagtory, strest, ofios bldg., ats.) . -

HOMICIDE .
21d, TIME (Month) (Day) (Year) (Houn) 2le, INJURY OCCURRED [ 21f. HOW DID INJURY OCCUR? ]

oF WHILEAT ] NOT WHILE -

INJURY : = |, WoRK AT WORK -

22. I hereby certdg % ggended the deceased from _125[53_1 , Lo "8/ 29/ 50 5, 18—, that I last saw !he deceased

alive on / , and that death oceurred at = * 2+ AW an ,, , Jrom the causes and on the “date stated above.
233, SIGNATUR {Degree or title) .{ 23b, IGNED

=7 W > 0 ST CJ) {575 LAFAYETTE AVE. 6723/
. 1. N -
Tie. AL CREMA- | 24b, DATE~ J 2e. NAME OF CEMETERY OF CREMATORYL_ “24d, l.o_c_:A'non {Olty, town, or county) . - (Stata).
TION VAL taunﬂn - T - -
8/2/50 _ Seneca Mo,. L e

DATE m W REG! R'S SIGNAT] 2. ?uneaAL DIRECTOR'S SIGMATURE - ADDRESS
- ' _Sullivan Funeral Tir, 2849 N.Fuclid

(Licensed Embalmer’s Statement on Reverse Side)
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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: OF DY e
working under my persona! supervision. tudent Embaimpr
Signed S‘ :
S1gnadessserrans ceenersitiiieieeaadiaiea T N (5 5 3/
ane Student Embalmer . Licensed I;mbahuer No

Nnu. The above MUST BE SIGNED BY THE LICENSED EMBALMER in
the above constitutes grounds for revocation of license.)

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

P. Q. Address
his OWN HANDWRITING. (Failure to comply with

%

. o r’
* " -




