lealth,
Walfare
Public
Service
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"‘300
1-36

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

diseases in Part | must be casuatly related.

Coroner cannot certify to o death due to natural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED SEP 26 1957

Registration District Noo W S5 0100 Primary Registration Districy Ng. 2 M0

THE DIVISION OF HEALTH OF MISS0URI
STANDAR§ @TIFICATE OF DEATH

003

STATE FrLE NUMBER

Registrar's N8666

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decegsed lived. If institution: ResiJon:o‘bﬂG‘lore

a. STATE b. COUNTY admissian)
o COUNTY Miasourd
k. Ccl":;Y {If outside corporate limits, give TOWNSHIP only) | Inside Limits e, C'laTY Inside Limits
R
rown  St. Louis YesD NoD TOWN St. Louis YesO NoO
c. FULL NAME OF (If NOT inhsspital, givalocation)|Length of stey in 1b dﬂ( : - . -
HOSPITAL OR . ‘| STREET (I gutsidg, give location) Reside on Farm
_ag ot Enr, 1 Hospital N/ " abbress 3816 Ashiand Rvemio YesO MNoO
3. ::g! or First Middle Lost 4. DATE Monthk *  Day Yen'r’
- EASED OoF
(Type or print) uls Paris aTH 9 13 5
5. SEX Fi6. COLOR OR RACE |7 marpiep (] NEVER MaRRiED []] 8 DATE OF BIRTH 9. AGE (In yeara | IF UNDER § YEAR [iF UNDER 24 HRs,
y ) 2 25-1904 tast birthday) [afonits ia Hours | Min.
Female Colored wtoewé L) oivorcen )] ©™ 53 ) 6 é‘
-110a. gSUAL occupaTtont(Giaf.}cind ojugfurktglur‘:‘; 106, KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atate or country) / T2. CITIZEN OF WHAT COUNTRY?
uring most of working life, even if retire
Houssw{fe None Alsbema TsA
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Jim Mike Ellen Bankhead
151’ WAS DEC”E*ASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT Addresa
{Yes. no, or unknown) | (If ura. give war or dates of service)
No ? Hottie White 1832 Lewrence-E, St. Louis,Il
18, CAUSE OF DEATH [Enter only one cause per line for {g), (b). and (¢} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: //—) ONSET AND DEATH
IMMEDIATE CAUSE (a) i

T
Conditions, if eny, DUE T
which gave' rise fo 0 ¢
above  cause (8),
stating the under- .
z lying cause last. DUE TC {¢} |
[=] PART [l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1N PART i{a) 15, WAS AUTOPSY !
E q PERFORME j_
3 /K ves[J no i
E 20a. ACCIDENT SUICIDE 'HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 1 of item 18} \ 1
& a O a
F{ e TIME OF  Hour  Month, Day, Yeor , '
9 INJURY  a, m, -,
a p.m. .
w
E [ 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e. ¢,, in or ahout home, | 204. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT [ NOT WHILE farm, factory, street, office bidg., etc.)
WORK AT WORK

—
21. I agtended the deceased from7_6_~£.- , to
/@h occurred at / A

m on the date atated above; and to the best of my knowledge, from the causes ftated.

h
and jast saw hi

er .
alive on
m 2%

EMOVAL (Specify)
moval

9.19-57

v""‘“ Z ;
. mAL.cm:EArlon. 23b. DATE

22h. ADDRESS

e O e

Clec 7

23¢. NAME OF c:r{srznv OR CREMATORY R
Greenwood

23d. LOCATION {City, fown. or county)

S$t., Louis County, Misgouri

i

4. FUNERAL DIRECTOR

Blliz Funeral Homs

ADDRESS

2820 Stoddard St}

25. DATE RECD. BY LOCAL REG.

SEP 1657

y‘\

{Llcensed Embalmer's Stactement on Reverse Side)

zynsnun's SIGNATURE
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v 'STATEMENT BY LICE_NSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was erﬂ
by me, oF by ..o e e SO e

working under my personal supervision..

Student ...l
Signature of Student Embalmer

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (
_to comply with the above constttutesngrounds for revocation of license), . .
if embalmed by a STUDENT, he also shall sign in his OWN handwntmg.
! - If'thig body is not-embglmed, fact should be so stated above. "
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