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ymptoms will be listed.

Doctor, ceraner, etc. must use only stondard nomenclature in item 19. No s

.All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED OCT 25 1957

THE DIVISION OF HEALTH OF MISSOURI

STANDARD ngl

Registration District Ne,

CATE OF DEATH

Primary Registration District No.,,l_wg

882‘28 .....

STATE FILE NUMBER

Regi stede’ s No.

| §
I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived- [f institution: Resédance before
. COUNTY v o. STATE . + b, COUNTY acmisgion
Missouri y.a
CITY ({If outside corperate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limiss
OR Yes (] No[] ar : Yes[ ] No[]
ToWN ST, LOUTS, MISSOURT TowmsSt ., Lbuis
FUL#IPA&‘%OF {If NOT in hespital, give locetion) | Length of stay in 1b STREET {It outside, give location} Reside on Farm
OSPITAL OR ?A RESS
NSTITUTION NES _HQSPITAI ::l// % 3041 Kennerlv Yes ] No [
3. NTAME OF DE)CEASED First Middle Last 4. DATE Monﬂ'l Day Year
{Type or priny OF
GRACE NMN TAYLOR soF. 0CT. 13, 1957
& COLCR OR RACE T'MARP!EDENEVER MARRIEDD 8. DATE OF BIRTH 9, AIc,E "'"J.:or; :‘OUN:-ER i YEAR Ia::nsn 2:‘_HR5. 1
agt birthdaoy in,
Negro wooweo[]  oworceold| March 22, 1898 B4 "B [ %1 |

10s-

USUAL OCCUPATION {Give kind of work dona

10b. KIND OF BUSINESS OR

1. BIRTHPLACE (Ciry and state or country)

12. CITIZEN OF WHAT COUNTRY?

-m(x.-u 1221 N, Grand

0CT 1657

{Licensed Embolmes’s Statemant an Reverze Side)

durlng mosr of working life, sven if retired) INDUSTRY . .
Housewife None Breese, Illinois : u, S, A,
13e. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Gréen Lawinda Hickman Burrifie Taylor
15. WAS DECEASED EYER N L. 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yex or unknawn)| {If yas, give wer or dotes of service) .
) o M R uiply el Unknown Burnis,Taylor 3961 Kennerly
18. CAUSE OF DEATH (Enter only one couse per line for (a), {b), and (c).) % INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: by ONﬁﬁﬁD DEATH
IMMEDIATE CAUSE (o) PULMONARY EMBOLISM 1
Contitions, s, - DUE 10 ) ARTERIOSCLEROTIC HEART DISEASE AND CONGESTIVE L4 YEARS
whieh gove rise to
chich aove rise 1o } HEART FAILURE
stating the wnder-
g lying couss loxt. DUE TO {c)
P PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal diseass condition given in PART | {a) 19. WAS AUTOPSY
z ORMED?
2 YUR OO ESAT NO[]
E| 20a. ACCIDENT ' SUICIDE HOMICIDE - | 20b. DESCRIBE HOW INJURY GCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.}
w
u ] O O
S| 2c. TIMEOF Hour Menth, Day, Year : g
5 INJURY  a.m.
‘X p.m.
204. INJURY. OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
leLE ATEI NOT leLE D farm, factory, street, office bldg., erc.) : , . ‘ .
21. | attended the decea from OC -.ﬁ) 1957 toOCT 13, 1957 and last sow E" alive on OCT. 13J 195(
Doath occurred at 25 m on lho date stated above; and to the best of my knowledge, from the causes stated.
22a. SIG ar title) \b\/ ¢] 226. ADDRESS 22¢. DATE SIGNED
% M. D4 BARNES HOSPITAL 0-14-57
230. BURIAL, CREMATION, | 72b. DATE 23c."NAME OF CEMETERY OR CREMATQRY 234, LOCATION {City, town, or county) {State}
REMOVAL (Spasify) . s : -
ova 10/20 /57 Lebanon, I1ligois
ADDRESS 25. DATE RECD. BY LOCAL REG. | #£4.[REGISARARS SIGNATU
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. i . ¢ ot 4
"STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by reviiiiiviii e, S U UPPOUS ., Student Embalmer No, ..........0ccouveen

working under my personal supervision.

Student ..o e Signed =
Signature of Student Embalmer

[

’ '. Licensed Embalmer N ¢

- . . P: O. Address..\/ et

RIS T

) A i . L FE oy ...; [ B ., ‘ .
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by, a SEUDENT, he also shall sign in his OWN handwriting. o .
If this body is not embhalmed, fact should be so stated above.




