THE DIVISION OF HEALTH OF MISSOUR|

58-0303393

8 Walors STANDARD CERTIFICATE OF DEATH STATE FiLE ““”’?‘85’7
.::::::. HLE{] AUG 2 8 'gsg,mm.. District No. e 31 --Primary Registration District N°1 003 e Registrar® 3 No. by O
1. PLACE OF DEATH 2. USUAL RESIDERCE (Whera deceased lived. If institution: Residence before
. 300 a. COUNTY * STATE 11linois > CONTY St. Clair 7
1-57 b, CITY {Ii_ouuidn corparate limits, give TOWNSHIP only) Inside Limits c. CITY . Inside Limits
vom  St. Louis IS Yes (3 Mo [ om East St. Louis §fAL-| Y= w0
¢. FULL NAME OF (If NOT in hospital, gi¥é location) | Length of stay in b d. STREET (If outside, give location) 8 Reside on Farm
B LI St. Mary's Infirmaty 3 Weeks|| 32 213 North 7th Street | Y[ %[2
3 (NTAV:BE SI;'?S;‘.EASED First Middle Lost 4. DSEE Month Day Year
ROXIE FOSTER peatH  August 9, 1958
5. SEX 5. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (in yoars IF UNDER 1 YEAR] IF UNDER 24 HRS.
Female‘} Negro 3.‘322%“",“&?$§§S Dec. 25, 1900 fpyybihder) [Honthe F Doye  Howrs [ Hin
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
durin ng;jiswérw lifa, svan if ratirsd} INDusrli\af'one Marx, MiSSiSSippi U. S. A.

ly standord nomenclature in item 18, No symptoms will be listed.

¢lor, Coroner, &tc. myst use on
All diseases in Part | must be causolly related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

130. FATHER'S NAME

Walter Ross

13b. MOTHER'S MAIDEN NAME

Malinda {(Unknown)

14. NAME OF HUSBAND OR WIFE

Willlam Foster

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
{Yes, v unﬁnqwn)l {If yas, give war or dotes of servics)
:N O

16. SOCIAL SECURITY NO.

Unknown

17. INFORMANT Address 213 No. 7th St,.

M@JW Louis il

18. CAUSE OF DEATH (Enter only one c
PART I

ausp per ling for (@), (b), and (¢).)

DEATH WAS CAUSED BY-@ ﬂ
IMMEDIATE CAUSE (o)

ONSET AND DEATH

D INTERVAL BETWEEN

Stokes- sy@ro&:b \ J\ { LN
Conditions, if any, DUE TO (b} D ? 5 n” 6 B‘ MS ~ N WNQ
which gave rise 1o } 1
above couse fa),
stating tha wnder
g lylng cawuse last. DUE TO (c)
E PART IL,OTHER SIGNIFICANT CONDITIONS CO| TRI UTI ! c TO DEATH but not related ta the tarminol disease conditlon given in PART | {a} 1%- gég:gggggY
i ; ehg ]
g@jf -/&vv.— CX’Q}\ had g St o naration 55’/0)( YES (] NO "
| 200, ACCIDENT SUICIDE ICIDE 20b. DESCRIBE DW |NJURY OCCURKED. {Enter nature of injury in PART | or PART || of item 18.) Q_/
o O O
4
G| 20c. TIMEOF Hour Month, Day, Yeor
3 INJURY o,
u pom.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g.. inor abouthome,| 20f CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.)
WORK AT WORK t L , [
vl Cd =
21. 1 ottended the deceased from ’“\ 113% .o g 3\5 N__ andlost saw 9" glive on X ";l J >
Death occurred ot V(?E 8 vl jo ) rA e stated above; ond to the bast of my knowledde, from lhe couses stated.
GNATURE ’idg PR oodsomee o ml,) D, 7. ADDRESS E. ﬂ E&-}L 22¢. DATE Si6l i
Tlo. BURIAL, ATION, | 23b" DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county} "ﬂm.y
REHOVAI.( ify)
Rémoval " | 8/9/58 Booker Washington

24. FUNERAL DIRECTOR

ADDRE

V .

25. DATE RECD. BY LOCAL REG.

M{&% ; 114 Missouri Ay.
{Licens mbalmar’s

clemafnt an

Centreville Township, Illinois

r

svarss Side)
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LN

[ Y T

LA

STATEMENT BY LICENSED’ EMBALMER

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

by me, or by ..cocviriiiierenee teereareens raTaeteraneateasierrrrrreeasesas TP , Student Embalmer No. ...................

working under my personal supervision.

Student .oeoiiiiiii e e e e Signed £ &%
Signature of Student Embalmer

Note: The above MUS'I‘ BE SIGNED BY THE LICENSED EMBALMER in h:s OWN HANDWRITING. (Fallure
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 this body is not embalmed, fact should be so stated above.

ol




