THE DIVISION OF HEALTH OF MISSOUR|

tealth, e | —
Wellare STANDARD CERTIFICATE OF DEATH ‘ SS$ EP
'ublic
ervice HLLD " EB 1 0 1gaislraiior! District No. Primary Registration District No.____ o __Registara No.______

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where decoased lived. If institution: Residence before
300 a. COUNTY a. STATE Migsourl b COUNTY admi gdion)
-57 b. CITY (If outside carporate limits, give TOWNSHIP only) | Inside Limits <. CBTRY Inside Limits  °
) & TowN_ St, Louis [Yes (] Ne [ Tom  St, Louis ves(J N[
f/ - c. ﬁgls-}!ﬁ#:r%gl: ({If NOT in hospital, give location) | Length of stay in 1b 1 ; d. iTD'E)EEEES (If outside, give location) Reside on Farm
f &) mstitution He G, Phillips Hogpital /g 1525 A Webster Yes [ No[]
I o 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor

{Type or print) OFP
George W, Allep DEATH January 23, 1959

I 5. SEX
Male

6. COLOR OR RACE| 7.

MARRIED[FNEVER MARRIED[]

8. DATE OF BIRTH

FUNDER 1 YEAR
Months | Days

9. AGE (In yaars IF UNDER 24 HRS.

{(Yus, gp,_or unknawn)] (1f yas, givs womor dates of service)
reﬂgu mvﬂ'l! W.w. ? ot at sefric

bh97-05-7684

lgst birthday) Howrs Min,
2| Negro wooweo[] 7 oivorceo[]| April 2, 1923 37 |
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
M Murln most o \mkmg lifa, aven if retired) INDUSTRY a
han Garage St., Louis, Migsouri 0, S, A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME QF HUSBAND OR WIFE
James Allen Maggie Johnesn Marie Allen
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

Marie Allen 1505A Yebstar

PART 1.

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

IMMEDIATE CAUSE {a}

line for {a}, {b), and (e).}

INTERVAL BETWEEN
ONSET AND DEATH

R 'l’M-‘v

Condltions, if any, DUE TO { S
which gave rise to } { E ”
above cavse (e},
Ing th der-
lying coune. toat, 7 DUE TO (c) 7 8/ %

PART Il. OTHER SIGNIFICANT CONDITICNS CONTRIBUTING TQ DEATH but not related to

/

MEDICAL CERTIFICATION

VB = s A SY

20a. ACCIDENT  SUICIDE ngﬂve
0o Reh,
20c. TIME OF .Hour Month, Day, Year

the terminal dl.-fn eondition given In PART | (o)
-

19. WAS AUTOPSY
PERFORMED? /

4=4uoo4=fj7 sl ITEG.

WHILE AT
work U

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY OCCURRED
NOT WHILE
AT WORK

20e. PLACE OF INJURY {e.g., in or about home,

farm, iucmrif san office bldg,, etc.}

2f. CITY, TORK OR ATION . b’ TY
J A js—‘—‘-‘-o %o

S5TATE

21 ded the deceased from
Deatyetcurred ot

- . o
d‘g ﬂ n the date stated obove;

and lost saw t;; aliva on
and to the bast of my knowledga, from the cavses stoted.

All diseases in Part | must be causally reloted.

e a0

22b. ADDRESS

fZo o

Claer?

7&50

RIAL(G‘EMATION

R

1/29/59

National Cemet

23c. NAME O{CEHETERY OR CREMATORY

ery

234, LOCATION (City, town, or county) 5'
Jefferson, Barra.cks » Mo

24. F NERAL DIRECTOR

2 47

-

ADDRESS

dJ Embal A

/gﬂ/ W z 25- DjﬂﬁECD aY L50§AL REG.

on Reverss Side)

{Li




STATEMENT BY LICENSED EMBALMER

..........................................................................................

Signed .,...

Signature of Student Embalmer

P. 0. Address.../'.2.2.4.4/..........

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.




