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

]

PN

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

HIRTH NEILED_AR_L_IQ_SA_ REC. DIST. MO. 3 IB

‘7006

State File No.o i semssissssssanisn

Repnror's o BB

PRIMARY REG. DISY. mO.

1. PLACE OF DEATH Z USUAL RESIDENCE (Wher decwased lived. If lostitotlon: residence before
a. COUNTY a. STATE b. COUNTY sd imion).
. Missouri
b. CITY . \ URAL and . LENGTH OF , CITY -
(I outrids corpurate l-‘m-“l wtita R ive o gTAY i thie place) c OR . dIa = Rasidence within Ihlt u
TOWN . 5t, Louis TOWN St, Louis = W Ej'
d. FULL NAMEOmew 1ogk tos, give strest addrese or [ «. STREET (Ut rural, gve loeation) 3/7
HOSP -, . DRESS
INSTTUTION. Homer G Phillips Hospital ..Z_? 2816 a Gamble 2
3. gEﬁ‘\:ME %IE a. (First) b. (Miadle} - o (Last) 4. DATE (Manth)  (Day) (Year)
(Type or Print) Herbert ‘ Winters DEATH Jan. 30 19kl
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, /] B. DATE OF BIRTH 9, AGE (o ywars] & CHOER 1 YEAX | & UmDER 0 mmy,
. WIDOWED), DIVORCED (Bpeottsd’ . last birthday) |Montha| Daye | Hours | Min
Male ol rriad Dec. 5, 1893 & | |
10a. USUAL OCCUPATION (Givwkind of woek- | 10b, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE 12¢
dnudnrh;mmdworﬂnclﬂo.mﬂnt::d: s DUSTRY {City and Stete or Foraiga &u:r,)/ GOS“%E"}?FWHAT
Unemployed Clarkgville, Temn
|13a. FATHER' S MAME 130. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND‘OR WIFE
Andrewr Jackson Wintens Incretia Grant B3 3 .
/15 WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. 00, or unknown) | (f yes, xive war or dates of vervios) NO,
o . Ada Ls Pope, 2325a Franklin Avenus
8. CAUSE OF DEATH T ‘ MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only cnecsuss I, DISEASE OR CONDITION ONSET AND DEATH
line for (a;. ), mdr(:; DIRECTLY LEADING TO DEATH® (5) Cerebral Thrombogsis Undet.
ANTECEDENT CAUSES
_*This does not meon
the ot of diog, ruck | Mortid cmditions, if oy, 'gising DUE TO (b) Hypertension
&2 Acart fedlure, asthenia, &0 the above canse (o) dating N
cde. It meang fhe dis. | he underlying caude ok,
case, injury, or .—" DUE TO {c)
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
. related to the disease or condition death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
. . vis [ wo (X}
21a. ACCIDENT {Bpecity) = | 215, PLACEOF INJURY (ag..incrabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE . homa, farm, [astory, strest, offion bidy..ste.)
HOMICIDE . :
214. TIME (Month) (Day) (Year) (Houwn | 2le. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?T
INJURY m | "onn L] "7 womk 332 A

2. T hereby certify that I attended the deceased from 1;25__

19_5L|.. to_1=30-__  195L  that I last saw the deceased

alive on , 19 , and that death occurred af 'm., from the cautes and on the date stated above.
Z3a. SIGNATURE : (Degree or titl) | 23b. ADDRI-:SS 2. DATESIGNED
( € s .

. M, D, 2601 N Whittier St 2-1-54
24a. BURFAL, CREMA- | 24b. DATE 7 4. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (Btate)
TION, REMOVAL (Bpueity) ‘ ,

Burisl 2/3/54 _ Greaenviood -§ Ste Louwis (}mmj;;ﬁ' ; Mg
DATE REC'D BY LmAGL 'S SIGNATU ZS FUNERAL DIRECTOR'S S1GMATURE SDRESS
: \ ” R. M. C. Green! 4060 Wpshinghon Ave.

(Ticensed Embalmet’s Statement on Reverse Side)
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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 emb

byme, or by ...coivviiiennnnnianas e e eeeecaeeeatesttastscmsateitnenavererabaeaanas

working under my personal supervision..

Student......ooiin i e Signed..
. Signsture of Student Enbalmer

Licensed Embalmer No..f ... : ...

. - P. O. Address..njz(:.......

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

- If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

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