THE DIVISION OF HEALTH OF MISSOURI

| AEOMAR 515,  STANDARD CERTIFICATE OF DEATH e i .. OB
am.m 0. REG. DIST. NO. 3 la PRIMARY REG. DIST. nolcm_ Registrar's No 1460

1. PLACE OF DEATH ; 2. USUAL, RES{DENCE (Wb d d lved. If instituticn: remid bators

a. COUNTY a. STATE Mi Ssouri b. COUNTY admission}

b. CITY (f outeide corpurate limlte, write RURAL and give
. townahlp)
TOWN S+, Louis |
d. FULL NAME OF (I not in bospital or Institation, give strest address or lomtien) d. STREET

STAY (in 1ble place) R \
" TOWN St. Louis

¢. LENGTH OF I c. CITY (11 outaide sorporate licits, write BURAL and cive township) e‘? 9, %
e,

a (X raral, give ication)
HOSPITAL OR DRESS ’ ]
9 INSHTOTION n : Vi 1016 . 20th Street
ﬁ 3 NAME o% a. (First) b. (Middle) e (Last) 4 DATE (Month) (Day) (Yewn)
o o priv _ Lewis Al ford EATH  Feb. 13, 1952
E 5. SEX 3/,5. COLOR OR RACE | 7. m&%% gr[-:\\;fgscnésnmsn., 8. DATE OF BIRTH ) hA't‘;E Ua yeura]  wveen | D“m" ¥ woox i KE
. (Bpacify’ . o h:{ Min.
Kale Colored Vidowed . d|_ |=10-1878 | 7 l ™|
§ 10s. USUAL OCCUPATION (Qive kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State oz foreian sovatryd’ 12 CITIZEN OF WHAT
done during most of working life. eves If retired) DUSTRY 25 . 2 . COUNTRY? 11
‘% Farmer Missigsippi / |. USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. ﬂ;u: OF HUSBAND OR WIFE
< Unknown Celie Jackson one :
| a 15 WAS DECEASED EVER IN U,5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME gnonsss
: § -.nﬁ.gunkmn) (!!’-.l_huwuwdat-dl.-rvlu) . NO. Bddie Alfard ' 1016 M, 20th =t.
! I 18. CAUSE OF DEATH : MEDICAL CERTIFICATION tmm
' || Entercnlyonsceusaper | ). DISEASE OR CONDITION . . ONSET
& |/ ime tor (a), (b, and () | DIRECTLY LEADINGTO JEATH® 5y Cerebral Thrombosis _h days
|
e “This docs not mean | ANTECEDENT CAUSES .
'O |l 16 'mode of dring, such | Mdorbie comditions, if ang, gistng DUE TO (b) Hypertensive Heart Disease Undet,,
; j a3 heart fallure, asthenia, tise ¢ the above caude (o) stating
= de. It means the dis. | A€ underlying couse last.
o ease, Efury, or compli DUE TO (c) Undeterms ped
% || tion which coused deass, | 11. OTHER SIGNIFICANT CONDITIONS
= " Conditions contributing to the death but not Non
5 related 1o the dlsease or condition causing denth. e
i |l 19a. DATE OF OPERA- | 19b. MAIOR FINDINGS OF OPERATION . 20. AUTOPSY?
= TION
= . vES D NO DK
o || 28 ACCIDENT (Bpecity) 21b. PLACE OF INJURY (eq..lncrabous | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) +* (STATE)
SUICIDE home, farm, fsctory, strest, office bida.. ste.)
& HOMICIDE .
g 219. TIME (Mocth) (Day) (Y} (Houn) | 21e. INJURY OCCURRED | 2H. HOW DID INJURY OCCUR?
T |t L ey e M-
. - ] ] H rd =
E 2. I hereby certify that I aliended the deceased from _&__._,-,IQSL, o Q.B__._, 19_5_2, that I last zaw the deceased
glive on _'13_, 1 9_5_2.,;611& that death occurred ot L23108 m., from the causes and on the date sialed above.
% 23, NATURE /¢ (Degres or titte) | 238. ADDRESS - 23c. DATE SIGNED
g9 ARo 0 LO0A4 Uiy p | 2601 N Wnittier st 2-14-52
£ [ | 242, BUR1AL . CREMA" [) 24b. DATE 24, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (State)
TION, REMOVAL (Bpedity) . s .
§ Remnval ] 2-16-52 Qekidnle Cemetery S5t, Louis County iissouri
DATE. REC'D BY LOCAL RAR'S SIGNATUR| . 7. FUMERAL DIRECTOR'S SIGMATURE - .  Abpeess
FEB1 51952 W78 s vaneral flome, Inc. 2620 Stoddard St.

# - (Licensed Embsliner’s Statement on Reverse Side)




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, or by — e

Student Embalmer Mo,

.......................................

working under my personal supervision.

SEUJAAL 4everonrsanvrranrrancnones fesenaees Slmed...,m-.% .....

Student Embaimer _ f/
o Licensed Embalmer =

Note:” The above MUST BE SIGNED BY THE -‘LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply
the above constitutes grounds for revocation of license.)

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




