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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence fgu
a. COUNTY b. COUNTY i 43iph}

b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limiss c. CITY Inside Limits
Tg\%N St LOUiS Yes D No D TgﬁN St - IOuis Yesr__] Ne [[]
. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b % STREEY {If cutside, give location) Reside on Form
127 oS R tomer G, Phillips 0TS 3825 Labadie You [ Mo []
3 ]NTAME OF DECEASED First Middle Last 4. DATE Month Day Year
e sreal White e 9 13 58
5. SEX 6. COLOR OR RACE| 7. MARRIEDD NEVER MARRIEDD 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1| YEAR| IF UNDER 24 'HRS.
Male 2 | Negro wooweng] g oivorceo[] 9m 22-]_879 last bithday) [Months | Deyy | Haurs | Mon.
10a. i’;ﬁl.)élb;fél;::::ﬂ: Egi-\:-::l:.d“ol;::io::d;eﬂ- 10b. :(nggscrzeli?g:.:;oﬂ 1. fg:;;;‘;:;;:;r and state or country) j 12 CI';I'ZSE:.OF WHAT COUNTRY?

13a. FATHER'S NAME

John White

§3b. MOTHER'S MAIDEN NAME

Minnie Stanford

14. NAME OF HUSBAND OR WIFE

None

{Yeas, no, o known}) (If yes, give wor or dates of sarvice)

15. WAS WASED EVER IN U. §. ARMED FORCES?

18. SOCIAL SECURITY NO.

Loutse White 673 Lane %5 Seattle, Washy
]

PART {. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH {Enter only one couse per line for (a), (b), and {c}.}

Arteriolarnephrosclerosis

INTERVAL BETWEEN
ONSET AND§E%TH
e

Conditions, if ony, DUE TO (b)
which gave rize to }
above couse (o),
tating the under-
z iying cavse tost, } DUE TO (<) Sl é &£,
- PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ta the terminal diseose condition given in PART | (o) 19. WAS AUTOPSY
h . . h . PERFORMED? }
g Bronchiectasis = Anthracosis YEs[X NO [
2| 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v Ol O O
G| c. TIMEOF Hour Month, Day, Year
8 INJURY  a.m.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorobouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bidg., etc.)
WORK AT WORK
21. I atiended the deceased from 8-31-58 . 9-13-58 and last saw m alive on 9-13-58
Death occurred ot 6‘ 00 A m on the date sioted above; and to the best of my knowledge, from the causes stated.
22a. SIGNATUY {Degree or title) &3 | 22b. ADDRESS 22c. DATE SIGNED
. % aqer M.D, 2601 Whittier Street 9-19-58

23b. DATE

9=22-58

23 ATION,
1]
i o

23c. NAME OF CEMETERY OR CREMATORY

Father Dickeon

2§ LOCATI(;xiCsirr éosn'uﬁ y’ Miss

. FUNERAL DIRECTOR
8 Funeral Home

2820 Stoddard

erp 2 0B8

25. DATE RECD. BY LOCAL REG.

6.

(Licensed Embolmer's Statemant on Reverss Side)

[
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STATEMENT BY LICENSED EMBALMER
H
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
- DY ME, OF DY 1iirnetiiaeirine i cciibir s e e s st s , Student Embalmer No. ..........c.coceee.

working under my personal supervision.

SHUAEME  <ovvrevenerinrerromreansstsssntsariasrranssnsresanaanss
Signature of Student Embalmer

’ B ) -L{censed EmbalmerAlg
. i I P. O. Address.) I 2]
- - z
.. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI:TING.__(Failure
tocomply 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.




