THE DIVISION OF HEALTH OF MISSOURI

Heclth, DB =023795
. Wellore STANDARD CERTIFICATE OF DEATH ' éms FILE NUMBER
Public
Service IF”-ED J U N 2 7 195@g|51r01mn Dlsmct Ne. . 18..Plimury Regisrt‘wﬁon Distri_ct NO-._1.003..____.__.___ Regisiror:s No.__6_325 _____
K
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. If institution: Resldence before
r_ 300 a. COUNTY o. S5TATE Mo. b. COUNTY ad ""y“’“
‘ b. CITY (If outside corparate limits, give TOWNSHIP only) Inside Limits c. CIDTY ’ Ingide Limits
R .
O TOWN St. Louis Yes ] Mo [] Town St,.louis Yes[] Ne [
FULL NAME %&NM rt locgtion) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
SPITAL O §5 £ ﬁo DDRESS . . A :
INSTITUTION "W i 2 ’/¢“ : 2309 Division St, P O v [
&3 +—
3. MAME OF DECEASED First Middie Last™” 4. DATE Month Doy Year
{Type or print) OF i
Gengva Stiti PEATY 4w 1 o
5. SEX 6. COLOR OR RACE 7. warrien[JNEVER MARRIED] ] 8. DATE OF BIRTH 9. A;GE' g;:ix;m;. ;ﬁrﬁﬂé;ﬁ‘\f lftol:l‘:*!DER 2;:%'
. s aYy, . N
Female |2 ﬁegro wioowen (X g oIvorRcen[ ] ust 17.1907 l
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
dur t of working lifs, n if retigad) IMD Y .
rcggk orking lifs, ave re oarid o% Lﬁucation Dekalb 'Mississippi l U.SOAC
I 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. RAME OF H’U'SBAHD OR WIFE
Charles Hampton Mary Crawford -
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, :f;fshnqwn)‘ {If yas, give war or dates of service) usa !|0-0?36 Jme Stith (son) 2309 Divi 31 on st . Apr -uo3

18. CAUSE OF DEATH (Enter only cne cause per line for (a), (b), and (c).)

PART !. DEATH WAS CAUSED BY: .
IMMEDIATE CAUSE (a) Gesevrialivee Czreimsmgiesis
DUE TO (b) Q?,,Z.agjguggaxc_.'za,,ga ot Ovuary.
/!

INTERVAL BETWEEN
ONSET AND DEATH

/- %(zs.

Canditions, if ony,
which gave rise to }

above couse {a),
stating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z lying couse last DUE TO (c)
e = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat reloted fo the terminal diswase candition given in PART | (a} 19. WAS AUTOPSY
£ h) / 7 5— PERFORMED? /
< e ’ 0 YESAG NO[T]
- 2| 20e. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
4 w
§ v O O Cl
] S 20c. TIMEGF . Hour Month, Day, Year
£ 0 INJURY  a.m.
§ "X | p.m.
E “v| 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- T WHILE ATI:] NOT WHILE 0 farm, factory, street, office bldg., stc.)
2 WORK AT WORK
f 21. | aftended the deceased from 6} - ]6 - 58 , to 6 - 19 - 58 ond last suw: im alive on é* - 1& - ﬂ}:
8 Death ocgurred at 3‘53% A-M- m on the date stated above; ond to the best of my knowledge, from the causes stoted.
g 22a. SIGNATURE ({Degree or title) o 22b. ADDRESS 22¢. DATE SIGNED
- L]
z 151% Lafeyette G = 1¢ 58

CREMAFHON,

L vSLIRTAL AME OF CEMETERY OR CREMATORY
REMOVAL {Spacity)

23d. LOCATION (City, town, or county)

{5tate)

23b. DATE

haatd
ADDRESS

rematle St . Loul
25. DATE RgCD. BY LO,CAL REG. 21 EGI AR'S SIGNATURE
vron Fimeyhves | JN3358 | Yy g
/ —27

24. FUNERAL BIRECTOR

Charles J,Gates

{Licsnsed Embalmer's Statement on Reverse Side) 3
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+ STATEMENT BY LICENSED EMBALMER
|

1
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, or by

Signature of Student Embalmer

>
<

4=‘ - ';J: -2 J’;J - ?-I: -

p. (-)\Add‘ress§4/§7\7.§414q
od- X - 3 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 STUDENT, he also shall sign in his OWN. handwriting. _— - |
If thik’body is not embalmed, fact should be so stated above. b |
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- - - T s



