FE AVINUN U FRARTTT WU daAAIN
w20 | FLEDOCT 261954  STANDARD CERTIFICATE OF DEATH g i, 0000 O
L T — REG. DIST. NO. _3_]_8. PRIMARY REG. DIST, no._I_()_O_B Rzgufrar:Nc._, 9@,&_’?“_

o 1. PLACE OF DEATH i Z. USUAL RESIDENCE (Whbar decsased fivad. If lnsthatlon: reckdence befors
a. COUNTY a. STATE M_issouri o b. COUNTY admbmion).
b. CITY (11 outaide corpurate limits, write RGRAL and give ¢, LENGTH OF || ¢. CITY A " @1 Restdenes within tite of
OR R . i’ il +
a ToWN 3t. Louis townghip}| STAY (in this place) T(‘):’WN St. I-:Ol.liﬂ w o ndtycHnﬂrvgl?
d. FULL NAME OF (If Dot in bosplta or institution, give strest address or loattont || o STREET -+ (I rural, give locatlon) 7
HOSPITAL ADDRESS - y 9 A
8 INstTUTion Homer G, Phillips Hospital 7 3421 Franklin " A% /o
ﬁ 3‘DNEACMEESOEFD a. (First) b, {Mlddle} ¢. {Last) 4. Ds"l:E (Month) (Day) (Year)
[ { Type or Print} Nena (Hina) Gary DEATH 10 1 Sh
é 5. SEX ¥y 6. COLOR OR RACE | 7. #ﬁﬁﬁg glEr?Eg.cl\éléRRIE 8, DATE OF BIRTH S.IﬁGE {In y?n ; u:.u | YEAR | o uwdeR u mes,
{Bpadil . ; t birthday oo Days | Hours | Min.
% | Female Cole - June 10, 1888 66 321 |
§ oy, USUAL OCCUPATION(ortt o | 10O GF BUSNES O I | 1 BIRTWPUACE (st s iG] | R HENOF VAT
5 Housework Clarkedale, Miss. u.
o 13a. FATHER'S NAME 13b. MOTHER' S MAIDEN WAME 14. MAME OF HUSBAND’OR WIFE
. Alaxander Johnson | Sarah Johnson .
I5. WAS DECEASED EVER IN 1.5  ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRE
5 (Yes. no, ot unknown) | {1f yes, cive war or dates of sarvice) NO. . . S5
= No Clarence Hilliard 1010 N. Leonard Ave.
Ml 18. CAUSE OF DEATH  DISEASE OR CONDITION MEDICAL. CERTIFICATION lﬁgﬁgw
. NDITIO . . .
Z ‘ft:::::’?:i";‘;:‘a‘:‘(’; DIRECTLY LEABING TO DEATH® (o) Hm;er‘tens.‘uve Arteriosclerotic Heart Undt.,
—_ Disease
g “This does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, gieing DUE TO (B)
3 ar heart failure, asthenia, | Tite (0 the above cause (o) dtating
=) ete. It means the dip. | the underiying cauae last.
: o ease, infury, or complica- _ DUE TO {c}
! = tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS
= Conditi tributing to the death but not - ‘
a rdrn'::i ;to: t’hso:iuun ggmnditeio;nauuﬂn; geam Cerebral Thrombosis
1™ 19a. DATE OF OP_F%’;_ 19b, MAJOR Fl{{DlNGS_ OF OPERATION 20, AUTOPSY?
z . . . . . . .
o} 8- s L YES E NO D
o 21s. &J’I IDEN"F .' \(‘Bpe_d:r,y) - "1 215. PLACEOF INJURY (s.z..10 or about 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
? .- ) ICI'DE' . " s . *" | bome, farm, factory, sirect, offics bldg.. et0.} 4 ;0
e oM - “ e . _ . t ol & O
PR ‘\'w b 21d. TIME (Month) (Day) (Year) (Hour} 2le. INJURY OCCURRED | 2)f. HOW DID [NJURY OCCUR?
N TR OF WHILEAT[—] NOT WHILE
RS - INJURY = | “work AT WORK
*a [\ =N
e Y 22 I -hereby cerli that I attended the deceased from __Q__ZL—i_Eﬂ-L to _]-H-___.__, IQ_QL, that I last saw the deceased
' < L alive on -1 195]4 , and that death occurred at Pm., from the causes and on the dale stated above.
<
E Za. SIGNATURE (Degros or titlef/| 23b. ADDRESS 23, DATE SIGNED
: - ) . M.D. 2601 N, Whittier 10-2-5
E %M.NBHEIHSVIKLCREMA- 24b. DATE Zic. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) {Btate)
’ . {Bpeaily} . - .
§ emoyal Oct Washington P Co.
DATE REC'D BY LOCAL ISTRAR’S SIGNATURE . 25. FUNERAL DIRECTOR'S § ADDRESS
0cT5 19E% . H. RANDLE & SON "3133 Bell Ave.

W {Licensed Embalmer's Eute:mznt on Reverse Side)




et
S'I;ATEMENT BY LICENSED EMBALMER

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

By Me, OF DY ottt ri st teiii et ra et R , Student Embalmer No.............

working under my personal supervision..

Student....oimiieiinvrir e iidcie i e i 7 AN S
Signature of Student Embalmer

Licensed Embalmer N z.

P. O. Addresﬁyz‘é?'. ......

_ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license).
If embalmed by 2a STUDENT, he also shall sign in his OWN handwntmg.
« 7 this body is not embalnied, fact should be so stated above, .




