"y THE DIYISION OF HEALTH OF MISSOURI 8—-042435

W;Ihro SIANDARD CERTIHCAT! OF DEAT“ STATE FILE NUMBER
ublic
ervice Fn N nV 9 n 1qq§mmnon District Noo 3 1_8 Primary Reglsrmhnn Dmrlci Ne. l.ms.____-_.___ chmrar 5 Nlﬂﬁgﬁ---
' l PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased lived. If institution: Residence fnre
300 a. COUNTY Homer G. Phillips Hospital a. STATE Missouri b. COUNTY admi s i
-57 b. C(ijTY (I outside corporate limirs, give TOWNSHLIP only) Inside Limits c. chY Ingide Limits
R .
Tomn ot. Louis, Mo, Yes (] No[] Town  St. Louis, Missouri Yes[] No[]
' c. Fnglﬂ NAM%OF {If NOT in hospital, give location) | Length of stay in 1b d. STDIB%EE'gs (If outside, give location) Reside on Farm
HOSPITAL OR . . s
Ao Homer G. Phillips 2 /#PRSSULG Pine St. Yes [ Ne[]J
rF i Lt
3. NAME OF DECEASED Firss Middle Last 4. DATE Month Doy Year
(Type or print) . oP
Melvin NMN Willingham DEATH 1] 1 58
5. SEX 6. COLOR OR RACE]} 7. MARRIEDDNEVER marriED ] 8. DATE OF BIRTH 9. APE' SP'{;:,; ::JND.ERgYEAR I’Fhl:l‘:tDER Z;:RS.
Female 3| Colored woowedk] i, oworceo[d|  5/30/1895 g3 raen [Hene | Oy ™
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country} 12. CITIZEN OF WHAT COUNTRY?
dyri ing life, even if reticed INDUSTRY
RO R o wvon i rorieed Rone Arkansas / U.S.A,
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
Unknown Unknown Deceased
15, WAS DECEASED EVER IN U, §. ARMED FORCES$? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yas, r unknqwn)| {If yes, give wor or dates of service)
g I e Lola Johnsop 3111 Laclede Avenne

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o}

DUE TO (b} - | é é’ .
DUE TO (¢) _ 17{9 4 ‘2/ 7‘J

18. CAUSE OF DEATH (Enter only one couse per line é(b) and {c).) INTERVAL BETWEEN

Conditions, if any,
which gave rlss to }

above cavsa (o},
stating the wnder-

z lying covse last.

E PART Il, OTHER SIGNIFICANT CONDITIONS COMTRIBUTING TO DEATH but not ralated 10 the terminal dissase condltion given in PART ) (a} 19. WAS AUTOPSY J\
5 PERFORMED?

d YES[] NO

21 20 CIDENT SUICIDE HGMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

] 0 : R

.&l W ¥

Ul 20c. TIME OF .Hour Month, Day, Year

a IN a.m. —

3

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILPIQWD farm, factory, strest, office bldg., etc.} i
WOR h — . v
21. | attended the deceased f @ Z- { J , o MW /, /‘YS f:md last Saw hl of glive on MA.AU /, { ?.’7'

USE ONLY BLACK INK OR RIBRON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally related.:

Death cccurred ot L A AA . m on the date stated obove; and to the best of my knowledge, from the couses stated.
ATURE {Degroa or titla) [4] 72h. ADDRESS d 22c. PATE SIGNED
.
A dﬂ‘« mol 2o WﬁfL ek
23a. BURIA.L CREMHON 73b. DATE 23c. NAME OF CEMETERY OR CREMATORY : 23d. LOCATION (City, tovm!er county} {Stute)
EMOV AL (Specily) .
Hemoval 11/6/58 National Cemetery Jefferson Barracks Mo,
24, FUNERAL DIRECTOR ADDRESS } 25. DATE RECI:_). BY LOCAL REG. 26 EGISTRAR'S SIGNATURE , - /
F11lis Funeral Home, 2820 Stoddard St. N g 58 | Cae L Yo p it ZH, SHL
{Licensed Embalmer’s Stotemant on Reversa Side) /

4—')’.\ ()



STATEMENT BY LICENSED EMBALMER

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

by me, ot by .eiiiriiiirens veteseteieiateerassnretentarar ertasnEnesanntserrariasaiate

working under my personal supervision.

Student ...t sbs s e
Signature of Student Embalmer

P. O, Address... 7@ O 500

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur
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.




