Mo, 300 riLel AT 1< 1504 AN ARD CEGTIEIC ATE | 7 ok

0.4 STANDARD CERTIFICATE OF DEATH 50610 File No. Lo oo |
BIRTH MO. . REG. DIST. M. _31__ PRIMARY REG. DIST. WO. ]_0_0_3.. ‘Registrar's No 3986
1. PLACE OF DEATH i Z USUAL RESIDENCE (Whare decesssd lived. 1If institation: residence belors
O a. COUNTY a. STATE Missourt b. COLUNTY , mdsiaion).
b. %EY (U ontzide enrpurnh.llmlb. write RURAL and give ¢, LENGTH OF || ¢ CITY ’ | &1 Besbencs within Limits of
townahd: ted town?
) om_St. Lovi® ToWN St, Louis _EHTRY
6. FULL NAME OF (If not in boapital or instisution, give streot addrem or Joestion} STREET - (U rorat, give location) A.‘L7
HOSPI
8 Nerunion Homer G. Phillips Hospital wﬂgﬁ 1217 Armstrong A
g 3. NAME OF 3. (First) b. (Middle) c. (Last) 4, DATE (Month)  (Day) (Year)
DECEASED
o (Typeor Printy . MATY Brockman DEATH '
Z 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, ( 8. DATE OF BIRTH 9. AGE Uz yean| o DOm 1T Yok | v GO o
E MW Dév RCED ¢ last birthday) Mnm.h’ Hours | Mip
g Female | Colored arr Nov., 17, 1902 581 15 113 |
10a. USU. UPATION {Cibw work | 10b. - . .
5 0a. U ALSEEH'"E.‘ Qe of work 10b. KIND OF BUSINESS OR IN- | 1 BIRTHPLACE (0,0 104 State or Foreign Couatry) »|z cgmm\aqoswmra
& Housewife Montevallo, Ala. UeSehe
< 13a. FATHER'S MAME .. 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
w p-Wm. Mcpherson. ‘ Mcmur Sanford Jones _
t2 I 5. WAS DECEASED EVER IN U.5.ARMED FORCES? [ 16, SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NANE ADDRESS
{Yee, 0, 0r unknown} I (If you, xive war or dates of sorvics) NO.
3 | XNo ™ Unknown Mattie Nichols 2819 Lasalle St.
_ J‘ 18; CAUSE OF DEATH 1 m;' OF; CONDITION MEDICAL CERTIFICATION - INTERVAL BETWEEN
. Enter onlyonecsuseper | 1- EASE
Z |l tino for (o), (b, ead (o) | DIRECTLY LEADING TO DEATH® (g) Hypert.ensive Cardiovascular Dlsease Undt
Ev This docs mot mean | ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditions, if any, m DUE TO (b)
3 || oo beartfatture, asthenta, | Tise to the cbove cause (a) _ , - ‘
B [l ete. I means ¢he dig- | the underiying couae last. o : - . : ot
! ease, injury, or compli DUE TO ()
; g tion which coused death, | B, OTHER SIGNIFICANT CONDITIONS Prob. Ulcerative Colitis - Chronic | .. © s
A Omautons comribusing o e desh st Chronic Constipation
tz || t9a. DATE OF OPERA- | 155.,MAJOR FINDINGS OF OPERATION : o, .| 2. AUTOPSY? .
2 TION i
8 : ves [ wo )
. . ACCIDENT (Bpecity 215, PLACEOF INJURY (s.x., 2lc. (CITY, TOWN, OR TOWNSHI COUNTY) A
IR 22 A iDE ’ L A e e g s | 2o P 4( X STAT
NI HOMICIDE ’ Y2
_ g 21d. TIME (Moath) (Day) (Year) (Hou | 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
- ! WHILEAT NOT WHILE
J‘ __INJURY = | wWork AT WORK
2 ||z I hereby certjiy that I attended the deceased from __3=22 1954 10 =30 195k skt I last saw the deceased
E alive on - 19_5!1. and that death occurred al B:10A m ., Jrom the causes and on the date siated above.
E 23a. SIGNATURE (Degree or title) (¢ 23b. ADDRESS . _ 23%. DATE SIGNED
2 - Cﬂﬂ_ &m MoDo 2&1 No Wh‘!.ttier .. 5-1-5!1 .y
E nzudnsmg\}. CREMA- | 24b. DATE B 24c. NAME OF CEMETERY OR CREMATORY | 24¢. LOCATION (Oity, tawn, or connty) (State)
Y (Bpecity)
E | _Remova 5/5/54. Greenwood Cemetary [St. Louls County, Mo,
DATE REC'D BY L%cAEGL 'S SIG TURE/ - 25, FUNERAL DIRECTOR'S S1GNATURE ADDRESS
MAY 3 1954 m. Smith 4019 Washington Blvd.




—
—

.STATEMENT BY LICENSED EMBALMER

- o

I hereby certify that the body whose name is recorded on the reverse gside of this certificate was embal
by me, or bir ..................... Ciieeareesessnnannannaenns e e eeuavavecnaanm e , Student Embalmer No.............

working under my personal supervision.. }

A

Student ...ooveieouiiiiiiiiai iz ean e Signed.. .\.«. Q»..}\R ................................. .

Signature of Student Exbalper

- ' P. O. Address§

Licensed EmbalmerF

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

1f emnbalmed by a STUDENT, he also shall sign in his OWN handwriting.

74 this body is not embalmed, fact should be s0 stated above.




