THE DIVISION OF HEALTH OF MISSOURI

. No.300 FiLE : : .
-2 l LEDJAN 18 1955°  STANDARD CERTIFICATE OF DEATH el
r ) v
| RIRTH MO, II_E_G_ DIST. NO. 3 I 8 PRIMARY REG. DIST. m1003 Regitirar's Na._ﬂaib&‘;ﬁm.
1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whers deomssd lived. If lnatligtlon: residence befors
a. COUNTY a. STATE b. COUNTY sduntmica}.
j _ . Missouri
B, CITY af outelds corpurate limita, write RURAL and wive ¢. LENGTH OF || <. CITY . Q. Is Resilence within Lzt of |
OR townahip)| STAY (io this place)] OR . a incorpora
a TOWN St . Loui 8 s - TOWN St . Louis . ?g E Ho%wj
& d. FULL NAME OF af st ta hoeplu or £ive street addreas oz | 1] . EET, (f raral, ghve location) -
(3 INSTITUTION:- Homer G Ph:l.llips Hospital /D 3036 Easton Avenue
ﬁ 3. NAME OF a. (First) b. (Middle) <. (Last) 4. DATE (Month)  (Day)  (Yean)
M (Typeor Prime)  SoOlomon Woods DEATH 12 - 9 - &)
E 5. SEX 5. COLOR OR RACE | 7. MARRIED, NEVER MARRIED. 8. DATE OF BIRTH 8. AGE dayeun| ¥ woeR | itk | ¥ e u fan
g (Bpacify) t birthday) onthe| Da H Min.
3 Male 7~ | Negro Widower - 24~ 3-2-1875 . 79 . [
,‘_’3 10a. USUAL OCCUPATION  (Qhekind ot work I0b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE  (city 1ad Seate o Foraiqm Coomtry) t2£gﬁ§?pmar
Bl No /e Illinois
< “‘38- FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
Q9 Unk. . Unk, 1 Ink. - :
k¢ || 15. WAS DECEASED EVER IN U.5. ARMED FORCES? [ 16, SOCIAL SECURITY | 17. INFORMANT S S1GNATURE OR NAM DDRESS
- (Yew, 0o, or unknown) | (If yes. give war or dates of sarvice) NO ) N A
= None Y NENvIw N 26O/ /7. w-Ztagh;
| 18, CAUSE OF DEATH ‘ MEDICAL CERTIFICATION Igggﬁmg
¥ || Entercoly onecanse 1. DISEASE OR CONDITION
Z [l 1o tor (o), (&, and (| DIRECTLY LEADINGTODEATH'(,, Gener alized A_m:igaglemsis Undet.
g +This docs mot mean | ANTECEDENT CAUSES
o || the mode of dying, such %orgdmm&m, if ang, m DUE TO (b) _
= .of heart fallure, esthenia, e ¢ aboor caue (o) -
[=-] ce. It means the diy- | he underlying couse lagt,
o care, infury, or complica- DUE TO ()
5> || tiom which caused death. | 11. OTHER SIGNIFICANT CONDITIONS ,
= Conditions contributing to the death but not
a related to fhe diseate or condition eausing death. Hypostatic Pneumonia
tz || 19a. DATE OF OPERA- | 196. MAJOR FINDINGS OF OPERATION - - 20. AUTOPSY?
= TION
s ves [ w0 (B
| 2'a ACCIDENT (Bpecily} 21b. PLACE OF INJURY (ag..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, larm, inctory. strest, ofice bidy.. wte.} . .
& HOMICIDE
g 21d. TIME (Moath) (Day) (Yesr) (Houn | 2le, INJURY OCCURRED | 2i1. HOW DID INJURY OCCUR?
oT ILE —
| INJURY e | "ok [ "AT work If'b o0
>4 -
g 22. I hereby certify that I altended the deceased from ._12_.5_5.):1... 19_.51! to__12=9= 1‘9_51-1. that I last saw the deceased
ﬁ aliveon _1229= | 19.5h_, and that death occurred at _1Q2 A wm., from the causes and on the date stated above.
o SIG {Degroe or title) , | 23b. ADDRESS 23%. DATE SIGNED
0 : w JJM . M.D. 2601 N, Whittier Street 12 -15-54
BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY on CREMATORY 240, T or county) - {Etats)
TION REMOVAL (Bpecity) Anatomical | Wm ‘mo v
£ ' f2 3/
REC'D BY LOCAL | REG ‘3 SIGNATURE 257 FUNE IREGTOR™ § (81 GMATY DORESS
DATE :Y RES: » I:‘owfa UATer MOrTaaYy Servick
QEE 2 Igsé Ai“g "y . v\gannl'ﬂ- E'm

(Licensed Embalmer’s Statement on Reverse

1) N



S STATEMENT BY LICENSED EMBALMER

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

byme, or by ... e » Student Embalmer No,............
working under my personal supervision..
Student ..ol Signed .. e,
Signature of Student Esbalmer
Licensed Embalmer No.........._..
- ' afe - P. O. Address................oee ..

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

7¥ this body is not embalmed, fact should be so stated above.




