. we.so0 y FILED ALIG 15 1957 THE DIVISION OF HEALTH OF MISSOURI 24438

roas - STANDARD CERTIFICATE OF DEATH State Fite Now-.
R s.' (
BIRTH NO. . REG. DIST. NO. élg_ PRIMARY REG. DIST. NOJQQQ_ Regitirar's No 6 Jl }
1, PLACE OF DEATH : : 2. USUAL RESIDENCE (Whare d d Gved. If lostituth idenos befors
0 a. COUNTY a. STATE b. COUNTY ad:miaslon).
Missourl
b. CITY (if outeide corpurate limits, write RURAL and give ¢. LENGTH OF c. ClTY (I outwide corparate limits, write RURAL and give township)
. wenskip} | STAY (o this placol|t
vown  St,.Louls,Mo [/ St,Louls, 2 )/
d. FULL NAME OF (If not in boapital or lastitation, give strect address of locationt |[# 8. STREET (I rural, give Jocatlon) 17k
HOSPITAL OR ADDRESS
INSTITUTION __Homer G Phillips Hospital 1926 a.N.Whittier Street,
3. NAME OF a. (First b. (Middle ¢ (Last)
DNE o (First) ( ) 4, DS‘I[_‘E (Month}  (Day) (Year)
( Type or Print) Lula Cooper DEATH Jl-nll—}-o_lzs_l
5. SEX fb 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH #( 9. AGE (Io years| & UNDER | YEAR | ' UNDER 14 W23,
WIDOWED, DIVORCED (Spaciiy) Last birthday) Mouth.ll Days Hmn' Mig.
Femala | Negra | Widaow 7 |April 6,1879 72
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR_IN- | 11, BlRTHPLACgtanu or foreign country) 12. CITIZENOF WHAT
done during most of working life, sven if retired) DUSTRY COUNTRY?
N4l __None Unknown DeA,
13a. FATHER'S NAME 13b. ‘MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Unknown ] Unknown Daad
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY § 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, 8o, ot unknown) | (If yes, cive war ot dates of service) RO. )
No Nona None 3 ) ]
18, CAUSE OF DEATH o MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onecausoper | 1. DISEASE OR CONDITION - ONSET AND DEATH
i DIRECTLY LEADING TO DEATH® (5 Pulmonary Infarction - Undet.

line for (s}, (b}, and (¢}
“This does not mesn | ANTECEDENT CAUSES
the mode of dying, ruch | Afortid conditions, if any, gising DUE TO {b)

o2 heartfailure, asthenic, riee to the above cawse (a) dating .., . T T I

= | gte. It meona the diz- the underlping caize last. - - - = -

care, fnjury, or complica- DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT-CONDITIONS "+~ % aY cmcma UI m €as E T lgnt

1

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

e o Tivanns o condision apweing decth. Lymphatic Leukemia
- -19a. DATE OF OP'FE)‘N 19b." MAJOR FINDINGS OF OPERATION - eoow el - Dot '| 20. AUTOPSY?
/70X ves @ wo
21a. ACCIDENT (Bpecify} 21b. PLACE OF INJURY to.g..Inorabout | 2lc. (CITY. TOWN, OR TOWNSHIP} (COUNTY) ) (srA'_rE)
SUICIDE bome, farm, faotory . strest, office bidy..e10.) : . - ~
HOMICIDE _
21d. TIME (Mooth) (Day} (Year) (Houn | 2le. INJURY OCCURRED | 21t. HOW DID INJURY OCCUR?
OF . . . | WHILE AT NOT wHILE .’ )
INJURY . - = | woRk AT WORK ‘ \
2. I hereby ¢ :f !hat 1 atiended the deceased from _.?.A_ IPL to ..1:30__..... 19_51. that I last zaw the dcccssed
/--a{ure on 5;_, and tha! death occurred atll P . m., from the causes and on the date stated above. )
ya SIGNATU ﬁ : U (Degree or title) | Z3b. ADDRESS Zc. DATE SIGNED
7 #4 //F CD /Cj«d/‘ A0 M D, | 2601 N Whittjer St ~ - - - [8+1-61
o I‘A’L CREMA- 24b. DATE 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county} , . -(State) -
EirTal™e” |8/6/51 . Groenwood Cemetery  [St.Louis,Mo. . . -« -
RAR'S SIG 25 FUMERAL DIRECTOR'S SIGNATURE - ‘ADDRESS
aug 2 atm M—kﬁ C.W.Roberts 1416 N.Taylor Ave.

1 Enhals o R M’




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, 0f bywr—ooreun

- . : . Student Exbalaer No.
working under my personal supervision,

StUONt soucvncscssnonssnrsanasacasssrannns S;gned /)r‘&_.,._,‘_ Bicr C 6‘7"-@)

Student Embal ;
o . - l(.;'gensed Embalmer No ﬂf—(a g l

P. O. Address_m.m -

Nm. The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failute tocomply with
the above constitutes grounds for revocation of License.)®

chsbodyummbqlmed.factshouldhewﬂ:edabwe.-

1
]




