THE DIVISION OF HEALTH OF MISSOURI

39778

—n ey B3 (Licensed Embalmet)s Statemeot on Reverse Side)

. Ne.300
e ’ FILED DEC 15 1951 STANDARD CERTIFICATE OF DEATH State Fie No
' BIRTH NO. REG. DIST. NO. ;:; Ii; PRIMARY REG. DIST. no.]D_O_a. Repistrar's No, 198&;“%...
i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbers deccased lived. If lnstitution:™ residence bafore
L) a, COUNTY a. STATE Missour 1 b. COUNTY sdinimion?,
b. CITY (If cutside corpurate limite, write RURAL nndmgh';up) c. LE{IﬂI: plcn)rl.:) €. Cg; (If outaide corporate limits, write BURAL and give township) 3 ‘}. N {)
Town  St. Louls 5% YTSel TOW g+, Touis ro
a d. FULL NAME OF (If not in hospital or Lostltution, give strees nddreas or location) d. STREET (11 rural, sive lotation) L)
o HOSPITAL OR ADDRESS
0 INSTITUTION mer G P ips H 1 4156a St. Ferdinand
a 36‘EACNE1ES°EFD a. (First) b. (Midadle} ¢, (Last) 4. Ds}'E (Month) (Day) (Year)
e {Typeor Printy  Allen Stepps DEATH 2 1951
}-‘ g 5. SEX | 6. COLOR OR RACE | 7. MIAR%EB. NF\}’EECESRR'ED‘, 8. DATE OF BIRTH 5. AGE Unyws| @ ook 1 T | Booeh u
{Bpacit birthday! o ays | Hours | Min,
- e Male > Negro mgorri%c? ! Apri]l I8 1900l 51 l l
102. USUAL OCCUPATION (Givskindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Siate or forclgn aqwatry) 12, CITIZEN OF WHAT
done duting mogt &f warking L, sven i ruttned} DUSTRY COUNTRY?
. B -Window Cleansr Wast Point, Missiggippd IISA
< 138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND GR WIFE
” Thomas Stepp JAmanda  Long Jorutha Stepp
& || 5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT' S S1GNATURE OR NAME ADDRESS
{Yes, 8o, 0t unknown)} | (If yes. cive war or dates of service) . NO. .
3 No 495-14=-70991 Jeruthe Stepp, 4156A St, Ferdinand
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
i | Enteronl 1. DISEASE OR CONDITION
Z [ iiaotor (s, (), snd & | DIRECTLY LEADING TO DEATH® q) Cerebral Thrombosis 4y mos
] ~Thiz does ot mean | ANTECEDENT CAUSES
Q|| tre mode of aving, such | Morbiz conditions, if any, giving PUE TO (&) Undetermined
j a8 beart faflure, asthenia, | Tise (0 the above couse () dlating - )
& Hete. It means the diy- | the underiying couselost. -
™ ease, Infurt, or complice- BUE TO (&)
5 || tiom which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
[~ Conditions confributing to tha death but not
3 Sates o the disease or conditiam comstrg death. Tuberculous Spondylitis(fumbar 31& L)
E 19a. DATE OF OPERA- | 155, MAJOR FINDINGS OF OPERATION - (Spinal Fusion) 2, AUTOPSY?
TION
- YES D NO B
o |21 ACCIDENT (Bpecity) '| 21b. PLACEOF {NJURY (s.e..lnorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
: SUICIDE bome, farm, Eaatory, sizest, offios bldg., exe) .
Z HOMICIOE . )
g 21d. TIME (Moath) (Day) (Year) (Houn | Zle. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR? 3 - F;
2 S A m 3,
E 2. I hereby cer!:ff tha! I attended the deceased from =27 1951_ lo _12:23 19.51_ that I lost saw the deceased
= eon ___LLTE 1 , and that death occurred at m., from the couses cmd on the date stated above.
E ( :78 NATURE /‘ (f (Degres or title) | 23b. ADDRESS i, DATE SIGNED
¥ j D. A 2601 N Whittier St 12-3-61
E 24a, BURTAL. CREMA- | 24b. DATE 2% NAME OF CEMETERY OR CREMATORY | 24d. LOGATION (Oity, town, o7 county) ] (State)
TION, REMOVAL (Bpeety)
iRemoval <1 | 12/8/51 _iWashington Park Cem. ! St. Louis Countv, MO,
/|| DATE RECD BY LocaL ‘ STRARSSIGNASURE . A TSR ITIERRRY. S PO ADDRESS
OEC 6 195V /% s LiDone LZH P# B harles J. Gates, 4107 Finney Avenus




STATEMENT BY LICENSED EMBALMER

I hereby ccrtify that the body whose name is recorded' on the reverse side of this certificate was embalmed by me, or by —— e

an

...... . Student Embalmar No.
working under my persona! supervision.

Student ..... seastasersarsatentaanirareanys
Student Embalmar

o - - - Licensed Embalmer No 4259

P, O. Address 4107 Finney Avenue

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

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




