. No. 300

1048 ( FILED MAR

. THE DIVISION OF HEALTH OF MISSOURI \
g 191 STANDARD CERTIFICATE OF DEATH O L 14

(/l’amm NO. REG. DIST. WO. _3[_'7_ FRIMARY REG. DIST. uo.é_Q_Lé Registrar's No 5_1}‘)
0 L PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceassd lived. If loatitutlon: residenps before
: a, COUNTY a. STATE b. COUNTY ).
L}_QO St Louis Missouri St., Louisd “’T{'
t b CITY (u outeide corpurate limits, write ntm.u. and give ¢. LENGTH OF <. CITY (If outaide corporate limsits, write RURAL so.d give township)
townabip| STAY (in this place) 4[27
Town Lemay 7Town ]'_,emay Q
d. ﬁliJ!‘SLPf'PAhLEO%F {If mot in bospital or fnstitution, mive strect add or location) (i Asérlgﬂ%rﬁ (If rural. give location)
wstrrution 131 B, Loretta I31I E. Loretta )
3. gE%BEES%F a. (First) L™ b. (Middle) c. (Last) l 4. 03]1__-5 (Month)  (Dsy)  (Yesn)
(Typeor Print) _ JAMES A, WILSON SR DEATH _ FEB.27,T981
5. SEX *[ 6. COLOR OR RACE | 7. xIAD%RV}EB' gls\yggcigsnmsn. 8. DATE OF BIRTH 9'.565,&" yoam| IF UKDER | TEAR | 7 Leoew 2 ams
. A {Bpeciiy) t day) |Monthe! Days | Hours | Min
wate 0| Wnite Married April 21,1879 l |
10a. USUAL OCCUPATION (Ghve kind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE (State or forslgn country) 12. CITIZEN OF WHAT
done during most of working Life, evan If retired) DUSTRY COUNTRY?
Retired None Alabama
1!3;. FATHER'S NAME 13b. MOTHER'S MAIDEN MAME 14. MAME OF HUSBAND OR WIFE
' John Wilson | Naney (Unk) . Elizabeth
I15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea, no, or ynknewn) | (If yes, xlve war or dstos of service) NO, . }
. No . None . LI5-00-~76384 | Jgmes Wilson Jr, I3T E, Loretts,lemay,23
18, CAUSE OF DEATH : MEDICAL CERTIFICATICN INTERVAL BETWEEN
 Enter only onecausper | I DISEASE OR CONDITION - ONSET AND DEATH

line for (a), (b), and (¢} DIRECTLY LEADING TO DEATH® () b

*Thiz does not mean ANTECEDENT CAUSES

-
the mode of dying, stich | Morbld conditions, if any, giving DUE TO (b}
aa heart failure, asthenia, | Tite to the above cause (a) stating

214 ‘ % .
ete. It meons the dis- the underiying coude last. . . /i ’ .
caze, injury, or complica- - DUE TO ¢) JAJI"-?_-Q_QIA.AE'@_—_ Y

v

tion which couaed death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition cauring death.

13a. DATE OF OP'II::[FE‘JAPi 19b. MAJOR FINDINGS OF OPERATION . ' ’ - 20. AUTOPSY?

WRITE-,_PL'}U'NLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

. . - - 43'0 / .| vEs D “NO D
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (og..Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY} .. (STATE)
SUICIDE home, farm, lsstory, street, ofice bldg..eto.}
. *HOMICIDE - ) :
_Z_Id._TIME (Month) lD‘u-') . (Yonr} ‘(Hm). 21s." INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
INJURY L. ’ WHILE Y[ NOT WHILE S
z ] }Iereby ‘certify that I attended the deceased from 2 jay 1987 1o 2-7'1 7 , 183°7  that T last saw the deceased
g~ _ alive on .._.'L_I_ll__ 1951 and that death occurred at _L m., from the causes and on thc dale stated above. St
232 SIGNATURE (Degrea or title) | Z3b. ADDRESS * |23c DATE u;Nqb
¢ é,wz.p.,z OBJM% - 202G A @mﬂmﬂ 237/
2, BUR MI AL CREMA- | 24b, DATE 24, NAME OF CEMETERY OR CREMATORY, | 24d. LOCATION (Olty, town, of connity) (sme) -
. {Spedly) . :
{ Bursal March 27¥95I| Mt. Hope Cemetery: .. |--I200 Lemay Ferry:Road
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE ZCFYNEPA DERECTON 6 81 GMATURE  ~  ADDRESS -
REG. - [ ] »
l2-28-57" {Ner bar it ﬂ»f%m}ug 781,'S. Broadvay,St. Louis, MO,

1 Lredoal oo R, S-ido}




LRI o e |

STATEMENT BY LICENSED EMBALMER

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

- . y . Student Embalmer No.
working under my personal supervision. )

Stu;lant e eerererieenerennresaneeeane Signe@mngmweﬁ

Student Embalmer

Licensed Embalmer No.......% 5/ ,7 ,/

P. 0. Address 2 X4 .

Note: The:boveMUSTBESIGNEDBYH—IEUGNSEDEMBALMERmhuOWNHANDWRITING (Fn'lwetompl
d:eabommnmnuam&formdhm)

thabodyunotemba!med.hu:hoddbeumed:bm .

L3




