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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

8 Primary Reglstrurwﬂ Dlltrl:t Ne. lms_

,,,,,,,,, S8-0267'70 __

STATE FILE NUMBER

S Registrar’s No. 6_'?4_&___,_

hi—ED J U L 1 8 195&9'9"0"0" Dls'rlcl L[ TR 3 l

1-57 5

1. PLACE QF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
; 300 a. COUNTY a STATE M4 mmoiuapd b COUNTY adnyssion)
. CITY (If outside corperate limits, givea TOWNSHIP only} Inside Limits c. chY foside Limits
0w St Louis, Yes K] te [ tom Ste Louis, Yest] Mo
c. FgLL NAM%OF (1§ NOT in hospital, give location) | Length of stay in 1b STREET (If outside, give location) Reside on Farm
HOSPITAL OR & ¥ ADDRESS
o/ INSTITUTION 4205 wa Bhinston et /q ? 42 05 "!a.hin!ton - Yes D Na m
3. NAME OF DECEASED First - Middle *am 4. DATE Month Day Year
{Type or print) A . OF
Willie Mas Boyd oo T 3 58
5. SEX 6. COLOR OR RACE| 7. &r’é 8. DATE OF BIRTH 9. AGE {In years If UNDER i VEAR] IF UNDER 24 HRS.
MARRIED vER MARRIED[_] - {in yea
Manth. D Hour Min.
Female 3 Ne Ero wiooweo [ pivorcep[] 4-10- 4'!' birthday) g Manths | Dars l eurs [ i

10a. USUAL OCCUPATICN [Give kind of work done

life, aven if ratired)

I HEWBSWT T

10b. KIND OF BUSINESS OR

N8rg"

11. BIRTHPLACE (City and state or country)

Mound Bayou, Mlss,

12. CITIZEN OF WHAT COUNTRY?

UeS.A,

13c. FATHER'S NAME

Unknovn

13b. MOTHER'S MAIDEN NAME

Willie Mae Blalr

14. NAME OF HUSBAND OR WIFE

'

15. WAS DECEASED EYER IN L. 5. ARMED FORCES?

{(Yas, anunkmvm]|(If yos, give ﬁaﬁa‘ of service)

16. SOCIAL SECURLTY NO.

Unknown

17. INFORMANT

Jorutha Banks,

Address

1167 wWalton, Ave.

PART 1.

18. CAUSE OF DEATH (Enter only one cause p,
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ¢

ine for {a), (b), cng(c)..) i
P

INTERVAL BETWEEN
ONSET AND DEATH

WW%

Conditions, if any, DUE TO s

which gave rise 1o

cbu\‘u I:muc .[n), } d -b y d /
stoting the under.

lying causs lasr, 7 DUE TO {c}

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated 1o the terminal dissase condition given in PART I (o)

S27./

19. WAS ayfoPsY
PERFPRMED?
YES NO [

MEDICAL CERTIFICATION

200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART i of item 18.)
o o O
Ac. TIME OF Hour Month, Day, Year
INJURY  om. 4
p-m.

WHILE AT
WORK )

USE ONLY BLACK INK OR RIBAON TYPEWRITE IF POSSIBLE

20d. INJURY QCCURRED

NOT WHILE
AT WORK O

200. PLACE OF {NJURY (o.g., in or about home,
farm, factory, strest, office bldg,, el/c'j

20, CITY, TOWN, OR LOCATION

COUNTY

STATE

2171 atrended the 4

vased from

-

- _Death occurred of

All diseases in Port | must be causally related.

and lost “"'II:

alive on

m on the dote stated above; end to the best of my km%dga. from the causes stated.

)] (Dza or ﬁt:@ %

V359 elarl

22¢. DATE SIGNED

23c. BURIAL, CREMATION,

R&MoY &1

ﬁ:nns
7=7=58

23¢. NAME OF CEMETERY OR CREMATORY

Oakdale Cemetery

234, LOCATION (City, town, or county) V4

24. FUNERAL DIRECTOR

ADDRESS

G.Wadd Granberry 4302 Finney Ave .

25. DATE RECD.

BY LOCAL REG.

JUL7 58
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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

........................................................................................... , Student Embalmer No. ...................
working under my personal supervision.

Student

Signature of Student Embalmer

P. O. Address 4203 _FIlnneyv. Ave
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 l,icense). oL .
¢ I emBélmed’by a'STUDENT, he also shail signin his OWN"handwriting. =~ IR
If this'body is not embalmed, fact should be so stated above.
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- ~y- R I 3




