Ho. 300
10.401

EILED MAR 31 1955

THE DIVISION OF HEALTH OF MISSOUR
STANDARD CERTIFICATE OF DEATH

. - N f .
REG. DIST. NO. _aﬁﬁpmmv REG. DESY. 0.

l U/_I 23

2648

State File No..,

1003

|| o# heartfaiture, asthenia,

 Enter only oneauseper | ! DISEASE OR CONDITION

! BIRTH NO. Kegistrar's No
1. PLACE OF DEATH 2. USUAL. RESIDENCE (Whbere dectased lived. It institotion: residence befors
a. COUNTY . a. STATE . b. COUNTY sdicimiogn).
St..louis s Missouri
b. ClTY U1 oatalds corpurate Limits, writs RURAL and cive e. LENGTH OF c. CITY . Residence within lmits of
. township}| STAY (ls this place) CR aclty abw-pnnhd townt
TOWN St. Louis . TOWN St, Louis R O,
d. FH!..SLP?.I@ME ORF {If not in hospitsl or institution, give streat address or locstion) ASTRF;EE;TS (I rural, give locasion) 2 2 g 73
INSTITUTION Homay G, Phillips Hosplt Unknown_
3 NAME OF = 2. (Firs) b. {Middle) c. (Last) ] 4. DATE (Montt)  (Day) (Year)
(Typeor Print)  George Wyatt {Unasgan DEATH 3 15 5%
5. SEX 6. COLOR CR RACE | 7. MARR\‘IJIEEB BIE\}{EEC!SRRIED 8, DATE OF BIRTH 8. I:\.GEh:ln -Vl;l‘i ):’ Uﬂ‘;l Inﬁ IF UNDER W WES.
t ¥, on: Hoyrs | Min,
Male Negro UN Ko Wl 4| NN oW I~ l |
10a. USUAL OCCUPATION (QWekindof work | 10b. KIND OF BUSINESS OR [N- | 11. BIRTHPLACE M . 12, CITIZEN
d»mdurml t of worklng life, mﬂr-l;r:l) - DU {Cicy -ldj;/-h «r Farsiga Country) COUNTRY?OFWHAT
NEND W V/Y/(rfa w
138, FATHER™S NAME . 13b, MOTHER'S MAIDEN Nm: 14. NAME OF HUSBAND OR ¥IFE
VAN WY N2 wN | UNKNVe wn’
15. WAS DECEASED EVER !N U,S. ARMED FORCES? | 16. SOCIAL SECURITY 17. l NT'S, SIGNATURE OR NAME ADDRESS
(Yea. no.or unknown) | (II yes, aive war or dates of service) .
J(JL,K,_,\, - 2601 N. Wnittle
18. CAUSE-OF DEATH =~ = 7 Lo MEDICAL CERTIF CATIO . + INTERVAL BETWEEN

DIRECTLY LEADING TO DEATI-!'(a) Arteriosclerotic. Heart Disease.

ONTFI;AN'E :EATH

ifne for {a), (b}, and ()

“This does not mean ANTECEDENT CAUSES

the mode of dying, such

Maurbid conditions, if anyp, giring DUE TO (b)
rise fo the cdove cause (a) slating X
ete. [t means the dis- | e underiying cause last.

case, infury, of complica- DUE TO (&)

tion which cauged death, { 11. OTHER SIGNIFICANT CONDITIONS

" Conditi contributing to the deaih tut not
Feivted to the diseans o condition eateing death. Generalized Arteriosclerosis.

i%a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATICN 20. AUTOPSY?T
TION
YES D NO E

21a. ACCIDENT {Bpecify) 21b. PLACEOF INJURY (o.z..inorabout | 27c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE homs, farm, factory, street, office bldg..e10.) '

HOMICIDE N T
21d. TIME (Month) (Day) (Year) (Hour) 2te, INJURY OCCURRED | 211. HOW DID INJURY OCCUR?

- WHILEAT NOT WHILE
'N-’URY m. | WoRK AT WORK H2 00

22. I hereby certif; that I attended the deceased from E£=9 00000 12-6

2 2 , lo _3_5__ 1955_ that I last saw the deceased
2 m.

WRITE PLAINLY—USING TINFADING BLACK INE—MAKE A PERMANENT RECORD =

alive on , 19 ), and ihal death occurred al , Jrom the causes and on the dale stated above,

23a SIGNATURE (Degres or tit 23b. ADDRESS - 23¢. DATE SIGNED
"o B ) Mhun o WD 2601 N, Whittier St. 318455
TIONB}?]ERN;C?VLALCREMA 24b, DATE 24z, NAME OF CEMETERY OR CREMATORY ud.'LOGATION {Clty, town, o county) (State)
Gt | B3 - Angtomical Roard St. Lowis, Mo. - -
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE /7 25. FUNERAL DIRECTOR'S S1GMATURE ADDRESS
glEG. ' :
241950 YAy,

‘ un- .u tps Sidey [




. oo " STATEMENT BY LICENSED EMBALMER

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

by me, or by -...- ...................... PO R Studen;t Embalmer No....ccc....-.

working under my personal supervision..

Student ...cooceveecrinericciiiiraar st s s e maaaane, Signed...eiicraceerrrerarecrr e P P
S gnature of Student Embaimer gued. ;

. - P. O, Address ........................
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 a STUDENT, he also shall sign in his OWN handwriting.
74 this body is not embalmed, fact should be so stated above.



