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THE DIVISION OF HEALTH OF MISSOURI .

HIED FFB 14 19 STANDARD CERTIFICATE OF DEATH State File No.... A
' BIRTH NO. 52 REG. DIST. NO, ﬂ PRIMARY REG. DIST. no‘.]Qa_a Kegistrar's Na....gs.fiﬁ
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: residsnece befors
. COUNT . STA 3 . dinizsion).
a Y & STATE  psooonrd b. COUNTY .,- ' ;
b, COH';Y (If oytalde corpursts limits, write RURAL and give g:rALYENGTH OF ¢. CITY (1f outside corporata limits, write RURAL and give township) d ot /
,., townahip) (in this place) :
Town St.Louis e n e Town St.Louls
q. Fhlléls.Pll'J #AT_EO??F {If mot ia hospital or institution, give strect addrem or location) d. SrgéﬁEESTS (I rural, give location)
INSTITUTIoN _ Homer G.Phillips 27 2907 Lawton
3D'\JE¢:P2ESCJEFC.) a. {(First) b, (Midadle) c. {Last) 4. DATE (Month) (Day) (Year)
{ Twpe or Print) 0. D. Hendricks DEATH 1l1- 25- 52
5. SEX g/ .6~COLOR CR RACE | 7. xiﬂn%%gg. TS%\\:’OEEC?SRRIED. 8. DATE OF BIRTH .TQ.I‘A.GEQLJJ yeure| IF UNDER | YEAR | I UNDER 4 His.
. (Bpoily) . 1 day) |Monthe! Days | Hours | Min,
M Negro Single f? April 4,1911 46 ’
10a. USUAL OCCLIPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1], BIRTHPLACE (State or foreign country) 12. CITI2ZEN OF WHAT
done during most of working life, sven If retired) ” DUSTRY . IgRY?
None None - Russelville,Ark. edeha
135, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Bob Hendricks Lula Henry None
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT' ¢
(Yes. no, or unknowa) | (If yea, pive war or dates of service) NO. > SIGNATURE GR NAME % ot m
No None Ruby Richards 19122
18. CAUSE OF DEATH " MEDICAL CERTIFICATION ) | INTERVAL BETWEEN
| Enter only onecause per | !, DISEASE OR CONDITION ONSET AND DEATH

line for (a}, (b}, and (¢}

"Thiz doey not mean
the mode of dying. such
ot heart failure, asihenia,
cic. It means the dis.
cade, injury, or compli

DIRECTLY LEADING TO DEATH® (4

DUE TO (o)

ANTECEDENT CAUSES

Morbid conditions, if eny, giting
rise to the above cause {a) stating
the underlying couse loat.

tion which'eaused death.

PR

I, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related Lo the disense or condition causing death.

19a. DATE OF OPERA- | 150. MAJOR FINDINGS OF OPERATION 20, AUTO 1
TION : .
wo [J

2ta. ACCIDENT {Specity} 21b. PLACEOQF INJURY (e.g-. Inorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE bema, farm, factory, atreet, pffice bldg.,ato.} .

HOMICIDE .
219, TIME (Month) (Day) (Year) (Houn [ 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? ; “‘5 / {

WHILE AT NOT WHILE ' 4
INJURY WORK AT WORK

‘alive on

2. I kereby certify that 1 attendcd the deceased frem

N 7 Y
d_ I | , that I last saw the deceased
, and that death occurred ‘m ., Jrom the causes and on the dale stated above.

ylgn 'T;J_'RI.E. .
S 4 o M ol

: § Z s% or title) ZJb DRESS gz : : 23c. DATE SIGNED

/o?f‘.é'_:(

%‘la, BUERrJ:ng' CREMA- 24b DATE | 2:‘... NAME OF CEMEI'ERY CR CREMATORY 24d, LOCATION (City, town, ot county) {State)
1QN,. R {Bpecily) .
EmOVA. 1-30-52 Qakdale Misgsouri

DATE REC'D BY LOCAL

JAN 2 8 1952

ADDRESS

1221 N.Grand
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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 DYoo

...... ,  Student Embalimer Ho.

working under my personal supervision.

SEUTENT werunernennrnnrnnreessnnennennranes sagnei.........S_;._ o, YR EI0

Student Embalmer B /
Licenzed Embalmer No &557 ‘5L 7!

P. Q. Address_1221N.Grand .. . .

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

- Taea

If thm body is not embalmed, fact shuuld be so stated above.




