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WRITE PLAINLY—USING UNFADING

TILLU oLF £ 6 1904

THE DIVINUN UF FIRALIA U MIaUURKI

STANDARD CERTIFICATE OF DEATH

32460

BLACK INE—MAEKE A PERMANENT RECORD

« This does mot mean | ANTECEDENT CAUSES

Ottt e rriee

Statr File No...
'BIRTH NO. REG. DIST. NO. _.3_‘_’1 PRIMARY REG. DIST. No._ﬂL Registrar's N.,.,,‘.ﬂ.ﬂ._‘f“?_n.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If lastitation: residence before ’
a, COUNTY . a. STATE Migsouri b. COUNTY admnisaion),
8t. LowiS 8 Loi'TS
b, CITY (If outslds eorpurito limits, wHie RTRAL and give <. LEHGTH OF c. CITY 4. Is Restdence within Urmlts of
TOSN Glay't on township) S{‘AY {ig this place) Tg\sN webat er GI‘DVGB a ;ig orDm.fsorp%r:ledmen?
d. FULL NAME OF (1f sot in bospital or instltution, give streat addrees or toeatifh) STREET (i rzral, gve location)
HOSPITAL OR ADDRESS
INSTITUTION §t., Louis County Hospital 818 Cornell Ave.
., NAM . (F . 3
3 DECEEE%FD a. (First) b. (Middle)} ¢. {Last} 4. DS}'E (Month) (Day} (Year)
(Typeor Print) T @ €5 & 70 r e s DEATH R0 S
5. SEX ‘6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH . 9. AGE (In years| IF UKDER | YEAR | F UNDER m HAS.
WIDOWED, DIVORCED (8pecif; Last birthday) Mon\.hnl Days | Hours | Min.
Male Colored Married May 26 1891 63
10a. USUAL OCCUPATION (Give kind ot work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . . . “| B2, Ci
done during nost of working li[g.-:'en’il roul::rd) N DUSTRY {City end State c- Foreign Cnnl@ | COU‘“%E@?FWHAT
Gardner &GARPe Y (U G Washington, Mos 1 UsSede
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSEAND CR WIFE '
| Abe Toran Mary uNK. Amanda Toran
IS, WAS DECEASED EVER IN U.S5. ARMED FORCEST 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yea, 0o, or ynknowa} | (If yem, give war or dates of service) N K .
No U . Amanda Toran 818 Cornell - Wabster
18, CAUSE OF DEATH MEDICAL CERTIFICATION :ggzw
Enter only onecauseper | |. DISEASE OR CONDITION g Z - AND'DEATH
line tor (o), (b, ond (o | CVRECTLY LEADING TO DEATH® (o) Ze —/—31744-—"—-

G

Morbld conditions, if any, giving DUE TO (b)
rise to the above caude {a) stating
the underlying cause last.

the mode of dyirg, such
aa heart fatlure, asthenia,

eic. It means the dis-
DUE TO ()

ease, infury, or 2i
tion which caused dcatil 1, OTHER SIGNIFICANT CONDITIONS

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

S o

19a. DATE OF OPERA. | 190. MAJOR FINDINGS OF OPERATION W e fasl 20, AUTOPSY?
| Sacozime F an xcTereda Q‘«&WWMYL% ves [ wo

-21a. ACCIDENT {Bpecify} 21b. PLACE OF INJURY (s.g.,inorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY)~ (STATE)

SUICIDE hompe, farm, factory, sirset, office bldg. . ate.)

HOMICIDE., :
21d. TIME {Moptk) (Dey) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OF WHILEAT [} NOT WHILE

INJURY m. | work AT WORK

2. I hereby cem{y that I aucnded the deceased from _Q___Q___
_alive on - cmd that death oceurred atlﬂ_._aﬁf

19_12‘ to _Z_az_ 19_17( tha! I last saw the deceased

m., from the causes and on the dale slaled above.

23a. SIGNATUR

;[ : : gor title)

23b. ADDRESS

60/S, ﬁ' enlowood

i,

IAL CREMA- | 24b. DATE/
al ™ |Sept.25,1954

24c. NAME OF CEMEI'ERY OR CREMATORY
Father Dicksason

24d. LOCATION (City, town, or county) (State)

St. Louis Co. Mo.

25, FUMERAL DIRECTOR’S SIGNATUR ACDRESS

J. H. RANDLE &5 SON 3133 Bell Ave.

DATE REC'D BY LOCAL EZIS‘I’RAR S SIGNATU@

Jicensed Embalmer [ Snt:mzm on Rwene Ssde)




N STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

Student Embalmer No............|

working under my personal supervision.. .

Student . ... i
Signsture of Student Embalmer

Licensed Embalmer No ﬁé@

P. O. Addres

A

3, Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
i this body is not embalmed, fact should be so stated above.




