No. 300
10.48

o

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

. . , £ ap
FILED FEB 4 1957 STANDARD CERTIFICATE OF DEATH e it o, APOBD
. -
'BIRTH NO. . REG. DIST. NO. 3 I 8 PRIMARY REG. DIST. no._]._O_O_B_ Regisirar's No. 436
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whare d d Gved. If lnstt fencs before
2. COUNTY . 8. STATE Missouri b. COUNTY ad.imion}.
5. CITY (f outelde corpurata limits, writea RURAL and give c. LENGTH OF {| . CITY ' 13 Fesidence within Mt
TO\BJN . St . LD'l.'li s township}| STAY (in this place)|| Tgvl\}ﬂ St . Louis . . ggwnmr
d. FULL NAME OF (1f not in heepital or insti ive stroot od or loeatlon) o~ STREET (1! rorat, give location) ‘
HOSPITAL OR : ADDRESS .
INSTITUTION Pepples Hospital JV/ e 4556 West Belle Place
EX gz%“éﬁs %5'3 a. (First) b. (Mlddle) T (Lest) 4. DATE {Month) (Day) (Year
(Twpeor Print)  HO DALE pEAtH  Jahe 12, 1957
8, SEX 5(' 6. COLOR OR RACE { 7. MARR!EIS NEVER MSR(Q.LES:, ; 8. DATE OF BIRTH © 9, .ffg (I.nu)ln oo nﬁ T taoen u wrs.
Hours | Min.
_Male Negro vorce ay 27, 188g TT _____ | |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE ..., . .. Comatry) ¢ | 12 CITIZEN OF WHAT
do workdng lifs, gven if retired) DUST 7 ste or Foreiga b RY?
Chautfeur Weston, Missouri Ue Se Ao

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR wIFE

Henry Dale Edna
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY JI INFORMANT" S SIGNATURE OR £ R S
(Yos. no, or unknown} | (If yes, ive war or dates of sorvice)

No- - 99343964 Leo T, Dale i‘é‘ Se 22"30 ﬁ

18. CAUSE OF DEATH . . ) MEDICAL CERTIFICATION N AN: T WEED
. Enter only onecouseper | 1. DISEASE OR CONDITION ' _ . INSET
1tns for (a), (b), and (¢ | DIRECTLY LEADINGTO DEATH® ) Ak g rrcninca oy, =~ ced

*This does net megn | ANTECEDENT CAUSES

M-%M, Sisnnant Fame,

Morbid conditions, if ang, giving DUE TO (b)
rise to the aboor caxtize (a )} stating
the underlping catise lagd

the mode of dying, such
a8 heart faflure, asthenia,
de. It means the dis- -

ease, Infury, or complica- DUE TO {c)

Id

1I. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the deaih buf not -
related to the disease or condition cauring death.

tion which caused death,

HS2-0

18a. DATE OF OPFIROAri 19b. MAJOR FINDINGS OF OPERATICN

P
2, AUTOPSY?, *~

. ves [] wo (B
21a. ACCIDENT -(Bpecify) 21b. PLACEOF INJURY (sg..Inerabout | 21c, (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE: "homa, farm, tagtery, strest, office bldg..eve) W
HOMICIDE ' . .. )
21d. TIME (Mooth) (Day) (Year) (Houn) 2ls. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
WHILE AT KOT WHILE *
INJURY WORK AT WORK

2. I hereby certify that I attended the deceased from
olive

—

’ -
, 194 7, and that death occurred at ,___3

1904 %, to /= /& 1883, that I last sow0 the deceased

P m.,, from the causes and on the date slaled above.

2.8 TU {Degree or titte))| 23b. ADDRESS « | 2. DATESIGNED
~ ‘, P2 Rlsesst St P | gt~ TZ

Za BURIAL RS- [24b. AATE Z4c. NAME OF CEMETERY OR CREMATORY | 24d. LOGATION (Olty, town, or county) (Btats)
Removal’ 1/15; ‘57 | Ste Joseph, Missourl

DATE REC'D BY LOCAL

AN 15 7

. FUNERAL DIRECTOR'S SIGMATURE ADDRESS

v

Cherles J. Gates 4107 Finney p

co Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

by me, OF by .. ceiiiiinanaes eeeeees SV FOTTR [ . el , dent ?mba.lmer NOw.remamaennnn 1
]
Student....cooii i Signed.......... ... W 0L ; “ & ..........

Signature of Student Embalmer

working under my personal supervision.,

Lidensed Embalmer No.. 1826 .
L o P. O. Address..élQZ..Einney.‘

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). '

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

T© this body is"not embalmed, fact should be so stated above.

-




