THE DIYISION OF HEALTH OF MISSOURI .
33301

ot H[E[] SEP 171957 STANDARD CERTIFICATE OF DEATH e T
sitars 03
wblic Ragistration District No, . 31 8 Primary Registration District Nl 0 - Ragistrar's 5363 .....
ervice
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. Uf institution: Residence before
N N izsion)
)] o. COUNTY a. STATE Missouri b. COUNTY fm
1305% b. C(I)TRY {If ourside corporate limits, give TOWNSHIP only} | Inside Limits c. CIT‘I' Inside Limits
TOWN St. Louis Yesu NoD TDWN Mu—a YesO NoD
c. l':g%II’-I'I’!:l’_AEOF {1 NOT inhospital, givelocation)[Length of stay in 1b ?R ET 1f outside, give |°¢q"on) Reside an Farm
- A 7 wsnrution Homer G. Phillips p %(F ESS 1048 S. Klngshlg W3Y | Yeso Moo
"
5 3 3 I{Ant or First Middle Lage 4. DATE Month Day Year
€3 DECEASED . OF
g (Tvpeorpriny  Josiah Bull DEATH 8 30 57
o 5 5. sEX [6. COLOR OR RACE 7. B. DATE OF BiRTH T AGE (In years | IF UNDER | YEAR [IF UNDER It HRS.
» _g_ 2 marriep [1 never MaRriED [ | tast birthday) [Montha | Daw | Hours | Min.
= - Male Negro wmo\?tb‘[X] pivorcep [J Au% 12,1900 57 18
3 : -{10a. USUAL OCCUPATION (Give kind of work done | 106, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Ciry and atatc or country) / 12. CITIZEN OF WHAT COUNTRY?
E 3w during most of working life, ecen if retired) ]
8 _-: cl_'.\‘ tor Ak A.I'k TeSe A
g- s = 13. FATHER'S NAME - 14, MOTHER'S MAIDEN NAME
» e vy
-]
oo & Unlknown Unknown
z 15. WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Addrezs
.O E (Yt.!.. na, or unkngwn} {If yra, pive war or dalee of service)
62> W No £12-07-8785| Essie Ramsey 2713 Walnub
E E = 18, CAUSE OF DEATH [Enler only one cause per line for (8), (). and (¢).] ’ INTERVAL BETWEEN
Lov = PART I, DEATH WAS CAUSED BY: Eai ‘ ONSET ARD DEATH
Ty W mmeoaTe cause () __ Renal Failure -
- €
e §
2.z Conditions, ifany. } pue o vy Right Hypernephroma with Non Function of Right
9 O whick gare rise fo .
g 5 g above c:u;c a), ' Z Kldney undet .
- = stating the under- .
ga o = lying  cause last. DUE TQ (c) / a
c g g PART 1., OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CORDITION GIVEN IH PART I(a) i \'\E;SF Sg;{‘ng‘f
T g ' . . . _
52 X ] Staghon Calculus of Left Kidney with Pyconephrosis ts ™ no ]
5 e > «E 206. ACCIDENT © SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part [ or Part 11 of item 18.)
R £ 0 a . Q-
»= v
g 1 a’ 2|2 TIME.OF  Haur  Month, Day. Ymr .
] J INJURY -° ¢. m. = . -
5 i E p.m. . . . '
- _g g X | 20d. INJURY QCCURRED Xe. PLACE OF INSURY (e. ., in or ahoul home, 20/. CITY. TOWN, OR LOCATION COUNTY STATE
S - w WHILE AT 0 NOT WHILE farm, factory, street, office bidg., efc.)
ES & . [ work AT WORK
;. E D2 . 8
E— A 2. I actended the deceased from 8-13-57 , to 8-30-57 and last saw ﬁﬁ alive on -30:57
;‘ E Death occurred at : 15 P m on the date stated aborve; and to the best of my knowledge, from the causes ataced.
c a 20c. SIGNATURE (Degree or tistey . o220, acoress 22c, DATE SIGNED
« E ) . . .
8 s, M.D, 2601 Whittier Street 9-3-57
5‘ 5 Tia. BumAL, cngnng?n‘, 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cify, totrn, or county) (State)
- o REMOVAL {Specify . .
: removal Washingtor . St.louis Co, Ho
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. REGJST, 5n-s SIGNATUR i p
. - Q
hughes FunerallHome 2620 Lawton SEp s 57 ,‘ Nty 28 JH ot —

. 2 ;
{Licensed Embalmer’s Stctement on Raverse Sids) / _




Je

STATEMENT BY LICENSED EMBALMER

- - .. i . 1
H

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
By me, OF bY ... L e et e e et eencaatetaannanaa, eeteeneecaaaeea. , .Student Embalmer No,.......

- , S . . .o N . oo .- e e, -

working under my personal supervision..

Student ...t iarae e raaraaa,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {
-~to-comply with the above constitutes grounds for revecation of license).
* If embalmed by'a STUDENT, he also shall sign in his OWN handwriting. ~
> If this body is‘not ¢mbalmed, fact should be so stated above, .




