TH; DIVISION OF HEALTH OF MISSOURI 58 O 11408

Health,

3. Welfare STANDARD CERTIFICATE OF DEATH "STATE FILE NUMBER o
';::::. F[ LED D EC 9 Igsgqi,m,ﬁon District No. ______,____,_________.,3_1.8_..F'fim°r')‘"“.09_""""“""‘?}."’“' N°1-OO‘3 . R'gi’"a"i’l'llzi“"
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence belgte
00 © a. COUNIY a. STATE Mi 35 our 1 b. COUNTY Ud"""?
1-57 b. CITY (li eutside corporote limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
[ St Taus wint || © 8 oF K D)
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET (If cutside, give locotion) Reside on Farm
27 Yok Homer G, Phillips 2s) GOR 3918 Cottage Yer [ N3
3. NAME OF DECEASED First Middie Lgst 4. DATE Month Doy Year
(Type or print} OF
) Sally Clayborn DEATH 11 16 58
5 SEX 6. COLOR OR RACE] 7. mARRLED[ ] NEVER MARRIED(X] 8. DATE OF BIRTH 9. AGE E.'ﬁ,:;:;; :‘:.-stn i YEAR] |:::.DER 2;:?5.
-Female Negro mooweo[ ] owosceo[]| 2/28/89 & 8" [t I
100 USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR ~ 11. BIRTHPLACE (City ond state or country} 12. CITIZEN OF WHAT COUNTRY?
durin, misio.i warking lile, even if ratired) INDUSTRY St . Louis , MO . U' USA .
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Acorn Annie ? None
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.] 17, |NF°RMANT Address
(Yeu, no, ohqmllmwn)l(lf you, give wor or dates of service) None Bessie K:Lmbruagh 3918 Cottage
18. CAUSE OF DEATH (Enter only one couse per line for (o), (b}, and (e).} . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (g} Carcinoma of Rectum undet.

whith gove riss to
above cause ({c),
stating the wnders

Condltions, if any, } DUE TO {b) /'5_ZX

LISE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

z fying couss last. DUE TO (¢)
- e PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING YO DEATH but not related to the terminal disease conditien given In PART | {a} 19. WAS AUTOPSY
» S PERFORMED?
= z YES[ ] NO [ A
- 21 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART II of item 18.)
= w
g v g 4 a
2 -
u Ul 2c. TIMEOF Hour Month, Dey, Yeer
3 gl .+ INJURY  am
' B p.m. :
E 20d. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., inorabouthome,| 20 CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE ATD NOT WHILE my farm, .ctory, street, office bldg., etc.)
‘E WORK AT WORK
5 21. l-attended the deceased from 9"'12-58 , 1o 11-16-58 and last sow }n“i olive on 11'16-58
% Death occurred at 3‘ 15 ) P m on the date statad above; and to the bast of my knowledge, from the causes stated.
s . 2Za. SIGMATURE Dr Ri ardfPegres or title) g | 22b. ADDRESS 22c. DATE SIGNED
Al
k G , M.D, | 2601 Whittier Street 11~17~58
23a. BURTAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county) {State)
REMOY if; - . .
ERYLETe™ | 11/20/58 Washington Park Cem. St. Louis Co, Mo,

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 24. GISTRAR'S SIGNATURE /
Wright Funeral Home 3I00 Easton Ave, NV 19758 62 a e - !!;_ 4
S VA

(Licensed Embolmer's Siotament on Reverse Side) Fd
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STATEMENT BY LICENSED EMBALMER

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

by Me, OF DY oot s e , Student Embalmer No. .........coceeuinee

working under my personal supervision,

Student iivreireiiiir it s it Signed
Signature of Student Embalmer

Pl - arab FRiad SR L -t
-~ : Lxcensed Embalmer N 2{ ......

=" el T e TS PO, Addres;.l.qg.g"ﬁ‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hxs OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

. r -




