THE DIVISION OF HEALTH OF MISSOURI

3442

G UNFADING BLACK INE—MAEKE A PERMANENT RECORD

WRITE PLAINLY—USIN

F"-ED JAN 26 195 STANDARD %%'ECIS}CATE OF DEATH State File No..
8 100
' BIRTH NO. 2 REG. DIST. NO. _____ =~ PRIMARY REG. DIST. NO. J Registrar's No....... Qg..g“;‘!-..,__
1, PLACE OF DEATH 2. USUAL RESIDENCE (Whare d d Hved. If § t resld befors
a. COUNTY a. STATE _ ., b. COUNTY adunission).
Missouri
b. CITY (1f autalds corpurate limits, write RURAL and give c. LENGTH OF C\TY (U vutxide corporate limits, writs RURAL and d" mmup) ’
OR wwashitp)| STAY (in this place}
TOWN St, Louis / WN St. Louis
. FULL NAME OF imstisotion, u "STREET
HOSPITAL OR {If not in hospital or Zive streat address or loestion) d ADDRESS 1 (I ranl, gve location) a
INSTITUTION  Homer G Phillips Hospital 902 a Bacon
35&%“&5&% a. (First) b. (Middle) c. {Last} 4. DATE . (Month) (Dsy) (Year)
{ Type or Prine) Mattie . Warner | pearn  Jam. 1952
5. SEX 3 6, COLOR OR RACE | 7 m&’%RIED. NIE\\'ICE’R BEISRRIED. 8, DATE OF BIRTH 9. AGE (Ip yearn| o umpgh 1 YEAR | o peoEm b ias,
WED, {Bpeciiy) ; ) | Monthy H Min.
Female Colored : singie 3 | Dec. 23, 1906 1Y o172 1"
108, USUAL OCCUPATION (Givekind of work | 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forsign oountry! 12,
doos during mnltol‘wofﬁu l!fo.mutu:::) : DUSTRY k. = : ’ / . ZCSUJTEE‘P;?FWHAT
Domestic None Arkansas US A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Harris Josie Basg None
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT " ¢ TUR|
{Yes. oo, or unknown) | (If yea, cive war or dates of servios) NO. . > SIGNATURE OR ‘NME ADDRESS
Fannie -Murphy, 1902 a Bacon o
18. CAUSE OF DEATH MEDICAL CERTIFICATION IgTERVALgED‘rﬁu
. Enter only onscauss per 1. DISEASE. OR CONDITION " 3 3 e : NSET AN
\ine for (8), (b), and (€) DIRECTLY LEADING TO DEATH® ) Hype rtensive Cardio-vascular Disease ndet.
ANTECEDENT CAUSES
*Thiz does nel meun :
the mode o agng.such | Moria emions, f any,gisng DUE TO (9 Undetermined
as heart failure, asthenia, | rise to the above couse (o} stating .
de. It means the dig- the underiping couse last. .
ease, tnfury, or compli DUE TO (c) .
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contritiding to the death but not N
related o the disease or condition cauting death. one
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ' ’ B 20. AUTOPSY?
TION
ves (] wok ]
2)a, ACCIDENT (Bpacily) 21b. PLACE OF INJURY (os..lo orabout | 2lc. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
CIDE bome, farm, factory. aireet, offior bidg..on0.) - .
HOM[CIDE
214. TIME (Month) (Dary) (Yesr) (Houn 2le. INJURY _OCCURRED 2tf. HOW DID [NJURY OCCUR?
WHILE AT NOT WHILE - ﬁ
INJURY = | WoBRK AT WORK W

12-6 19_51 lo _1'é_.._.._.... 195_ that I Iaat saip the deceased
occurred at _35_.5

/{nd tha! death & ., from the causes and on the date stated above.
23b. ADDRESS 23c. DATE SIGNED

t {/ (Degros or title) .
M. D. 2601 N ¥hittier St - 3 1-7-52
. NAME OF CEMEI'ERY OR CREMATQRY TION (Qity, town, or oolmty) {State)
Jj=yy-sal ] 52 Sso.

25. FUNERAL DIRECTOR'S SIGNATURE ADORE SS F
)ﬁd/ E@

2 e,
{Livensed Embalinet’s Statement on Reverse Side)
? '.

2. I hereby eertify
alpgon ==Y
ATURE

gat I attended the deceased from

23a.

-




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 by — e

. .. : Stud Embatmer No..eaeoa .
working under my personal supervision. vdent Embaimer No

Licensed Embalmer No/_ 448

P. O. Address.il—.Q.Q.&Z..EiJ’.lIlﬁl...ﬂ.Y.ﬁ_n....-........-‘

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.)

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

Shgnade.c e v rnarnrnrorcusonanaansans oo

Student Embalmer - -




