{ealth,
Welfare

Public
Servics

300
1-56

 Doctor, coroner, efc. must use only standard nomenclature in item 18. No symptoms will be listed, All

diseases in Part | must be casually related. Coroner cannot certify to o death due to natural couses.

USE ONLY BLACK INK O:R RIBBON TYPEWRITE IF POSSIBLE

0

*

FILED OCT 14 1957

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

33318.

STATE FILE NUMBER

“J10a. USUAL OCCUPATION (Give kind of work done

Ragistration District Mo, e

.3..]_..8.Primnry Registration District Nt1 3

Resioners FLOS_

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whare decaased lived.

If institution: Residence bafore

o COUNTY o STATE  Migsourj b COUNTY admission)
b. CITY (lf outside corporata limits, give TOWNSHIP only) | Inside Limits e, CITY Inside Limits
. OR ]
TOWN St. Louis Yesl Nen TOWN Ste LOU.J.S YesO NoD
e. FULL NAME OF {lf NOT inhospital, givelocation)|Length of stay in 1b % f
HOSPITAL OR T {If cursndw give location) Reside on Farm
a 7 INSTITUTION Homer G, Phillips 4 / Dt;gESS 3971 Finn YesG  NeD
3. NAME OF First Middie 4. DATE Month Day Year
DECEASED oF
{Type or print) Suaie F DEATH 9 28 5?
S. SEX 6. COLOR OR RACE 7. marriep ] NEVER marmigo [][ 8 DATE 3? BiRTﬂ '9. ,‘Gftf!"ﬂmrf IF UNDER 1 YEAR [IF UNDER 4 HRS.
o8t birthdoy) [Montha | Daw | Houre [ Min.
Female Negro mgwm 2] ovorcen [ June 20,1881 76 I

during moat of working life, even if relired)

104. KIND OF BUSINESS OR INDUSTRY

15, BIRTHPLACE (City and atate or country)

/

12. CITIZEN OF WHAT COUNTRY?

Nil None County,Arkansas| U,S.A,
13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME
Ed Dickson Unknown
15, WAS DEREASEREVER IN U 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Address
(Fer. no. ar uik US ek, give war or dates of service) .
No nope A None Ear]l Muldrow £15 N,Ewipe Ave
“[18. caA TH [ nter‘on!konc canse per line for (a), {b). and ()] ) - INTERVAL BETWEEN
A . : ONSET AND DEATH
L m‘, Ao - Cardiac Insufficiency . - Undet o
2
DUE TO .
: . ; o s . -
g,:,ﬂ DUE TO (¢} L\U\‘ 3}(
? wt a\\omcn SIGKIFICANT: CONDITIONS CONTRIBUTING TO DEATH BUT NOT-RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN va I(n) - 9. '\:é%SF Sg,:gl;-‘;\'
b Hypertensive Cardiovascular Disease - $esK1 no O
.‘L_' ma\}uccmcm SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED. (Enfer nalure of injury in Part T of Part 11 of item 18.) -
& | O -0
;‘J 20c. TIME OF FHlour  Month, Pay, Year R -
) INJURY a.m. . . . Lt ' . i -
E p.m. -
.J E | 20d..INJURY OCCURRED 20e. PLACE OF INJURY (e. ¢., in or ahout home, | 20f. CITY. TOWN. OR LOCATION COUNTY STAYE
| wHILE AT NOT WHILE D Sfarm, factory, sireet, office bidyg., etc.)
WORK AT WORK
21. J dttended the deceassd from 9-28_57 , to 9_28-57 and last saw ;':_; alive on 9-2h"§7
Death occurred at H 4 m on the date stated above, and to the beat of my knowledge, from the causes stated.
- BIGNATURE . T, - (Degree ortitle) e - ’c‘) 22b. ADDRESS . ., @ 2 e “| 22c, DATE SIGNED
O};Wm Braiwmss. s Mo Du - |-2601 N, Whitt ier 9-30-57

23a. BURIAL, CREMATION, 23c. NAME OF CEMETERY

REMOVAL { Specify)

235. DATE
Removal

*

" [Creenwcod Cemetery

OR CREMATORY 23d. LOCATION (City, town. of county)

{ State)

St.loouis,County, Missouri

10/2/57
24, FUNERAL DIRECTOR

ADDRESS

C W, Roberts U o241% N Taylor Ave.

25, DATE RECD. BY LOCAL REG. 264 REGISTRAR'S SIGNATU

SEP 3057

{Licensed Embalmer’s Statement on Reverse $id

% .




1 R

STATEMENT BY LICENSED EMBALMER .

[

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
by me, or by ... U S U T i eeesesrissaaraasemeeeranamannnn. , Student Embalmer No.........

working under my personal supervision..

~
Student ....coiii i ciectaiiicaieiaaeeaa.
Signeture of Student Enbalmer
Licensed Embalme No...."l(‘.. i
. . - ” -
- = . ' - - P. O. Address/ </ 4

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
to comply with the above constitutgs grounds for revgcation of license}.

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

If this body 1s not embalmed fact should be 50 stated above. e -



