THE DIVISION OF HEALTH OF MISSOUR{
alih, XC 18847786 SL 9384 STANDARD,CERTIFICATE OF DEATH 28157 .

STATE FILE NUMBER

e FILED AUG 26 195,7.,".,1.0,. District No, .. 3 18 ~Primary Registration D.m-IOO3 ...................... Registrar's r:? 001 -

arvice
1. PLACE OF DEATH . 7 2. USUAL RESIDENCE (Where deceosed lived. |f institution: Residenc ‘before
a. COUNTY o STATE oo ouri b. COUNTY /"""“"’"'
?05% @ b. C(I)-LY (If cutside corporate limits, give TOWNSHIP only) | Inside Limits - c. CéTY Inside Limits
. . R .
TOWN St" Louis - Yostg NoD TOWN St. Louis Yes}g NoD
e Eg;#l?:#ggF {It. NOT inhospital, give location}|Lsngth of stay in 1b STREET (1 outside, give location) Reside on Farm
% $ wsnitution VA Hospital 914 Nd. 72 days _{§ /) f DRESS 21;11 A North Sarah | Yeso Norg |
& Crarnd
g‘ 2 3 :::l or First Middle ast 4. DATE Month Day Year
Y D . OF
: T o ity Frank Allen ot T=25-57
v 3 5. SEX _ COLGR OR RACE |7 . DATE OF BIRTH TAGE (In years | F UNDER | YEAR ¥ UNDER 24 W,
2 3 male jﬁ-ne “‘"?‘ED C never marrieo [ 8 gnbarrhdcv) Months | Dows | Hewrs | Min.
= g winowep [} ptvorcen [ 13-07
4 : | 10a. USUAL OCCUPATION (Give kind of work done | 100, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (City and atatw of country) / 12. CITIZEN OF WHAT COUNTRY?
E % w furm most of waorking life, even if retired) .
5T o Railroad Macon, Missisgippi .S 4.
‘E‘- 5 5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
5 €
-l
e & Heary Allen Anna Cobbs
AP 15, WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT Addrezs
- - (Yes. no. or unknown} LIS yes. pive war or dater of service)
2.2 Yes WYIT . . Unknown VA HOSPITAL RECORDS, ST, LOUIS, MO,
g o 1B. CAUSE OF DEATH [Enter only one cause per line far (8), (b). and (c).) lgLERVAL %E;;ETE:
v = PART I, DEATH WAS CAUSED BY: - . . : -
2 e o LYMPHOSARCOMA . . . VK
=g
v 5 i~
3 W - - -
=~ Z Conditions, r)’:mv.
s e cause (a) :
B g a stating the under- E T Lo . - - 200 A
=9 @ = lying cause lost. ) DUE TO (3}
5 .
= o =} PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TD THE TERMIMAL DISEASE CONDITION GIVEN 1N PART i(a) . 15 WAS AUTOPSY
s O = PERFORMED?
3% > . - = .o - - xes ) wo
= T.; ; :—: 20a. ACCIDENT SUICIDE HOMICIOE | 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature OIHUHY' in Part I or Part 1T of item 18.)
L 0| ] (]
29 |8 NONE O
= 2 E,l 5 20c. TIME OF Hour Month, Day, Year .. -
o g INJURY a. m; . . P . Y . Ex) '. o - -
X : E p.-m. Seom .
. 2 g § % | 20d. MURY OCCURRED 20e. PLACE OF INJURY (c. g., in o aboul home, | 20f. CITY, TOWN. OR LOCATION . COUNTY STATE
2 = 1w WHILE AT D NOT WHILE Jarm, foctory, strect, office Bdy., ete.}
E I WORK AT WORK
. : .
5 ST -
g — 21 mﬂandsd the d'ccc.lcd‘ rom 5"1!&"57 . to 7—?5—57 and last saw Iﬁ alive on 7_ 25'57
;‘ r‘; N : 0 A m aon the date stated above; and to the beat of my knowledge, from the causes stared.
z O " (/| 22b. ADDRESS o Z2¢. OATE SIGNED
- C v
D VAH, ST. LOUIS ‘Mo, - 72557
R X E 23, NAME Of CRMETE Z3d. LOCATION (City, town. or county) | (State),
- & 14 : o o
STPHAELINGER ¥ N Na nal ‘CemJ Jefferson Barracks, Mo.

24, FUNERAL DIRECTOR ADDRESS Z5. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S Sy
Charleg J, Getes, 4107 Finney JUL 2787 ,@W M"%S

{Licensed Embalmer's Statement on Raverse Side) [/ Ay,
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STATEMENT BY.LICENSED'EMBALMER

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

L} + )

by me, or by ............. e eeteameaeeeen T eeaneaeeieaemeeentaaaeanraannn EO S R ,. Student Embalmer No........

“*".working under my personal supervision.. -

o, T S T . _7- .- Llcensed Embalmer No...%ﬁ
T o TRLIAT e Address*él@?,,f'iﬂ})!

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {
.. _to comply with the above constitutes grounds for revocation of license).
==, . 1f embalmedbya STUDEN’I‘ he-also shall sign in his OWN handwntmg
' If this bodv is not embalrned fact should be so stated above.

2



