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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Pert | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

—929-002814

STATE FILE NUMBER

istration Districe No, Primary Ra&i stration District No. _______ . _.__ Registra o, ... A
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a, STATE Mis souri b. COUNTY admission
Vid
b. C:)TRY (H outside corporate limits, give TOWNSHIP oniy) Inside Limits o ng Inside Limits
o St. Louis Yes (JNo [ i\ roww  St, Louis Yes[] No [
| <. Eg%#l_f::ll_ﬂgROF (If NOT in hospital, give location) | Length of stay in 1b d. SBT)EEE‘;S (If outside, give location) Reside on Farm
A
1 nsTiTuTion 2523 Bacon 2523 Bacon Yor [ Ne (]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print) OF
Maud Chesterfield DEATH Japuary 18, 1959
5. SEX 3 6. COLOR OR RACE| 7., o0 06n hever marmizn[] 8. DATE OF BIRTH 9. AGE (l‘n“r‘;u;; J’I:“l:‘I:l’I’:)-EQtI):’:AR I::::DER 2}',.:“'
r a .
Female Negro wiDowen[] pivorcep[ ]| Ay . 1A 1898 5 l

10e. USUAL OCCUPATION (Give kind of work done
most of working life, evan il tetired)

10b. KIND OF BUSINESS OR

INDUSTRY

11. BIRTHPLACE ('cny ond state or country)

12, CITIZEN OF WHAT COUNTRY?

duri
Housewife None Tennessee ! Us. S. A.
130. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND DR WIFE
Cicero Wilkins Annie Clark James Chesterfield
15, WAS DECEASED EVER [N U, 5, ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yus, po, or unknqwn)| {If yas, givg war,or dates of service) .
o [ e Unknown James Chesterfield 2523 Bacon
o R DB Mg g O ) PR
Al . : D DEA
IMMEDIATE CAUSE (a) PU //‘76 /VCZZ’__‘)/ Ede (72 /[—/8 - 59
Curﬁ':tinn;, if any, DUE TO (b) L’epﬁ %gﬂz— ')gﬂ/ /chfé /'_/7" 5.?
which gove rise to } N
above cause (e}, N J——
ating ths under- —_ E-ar
3 o e wed | e 10 @ (Y DEyL eSS VE LT dra vzscoloy Dssesse |\ Jok -/95E
k= PART li. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disgase condltion given in PART | (a) 19. WAS AUTOPSY
i PERFORMED?
[ YES[] NO[NW e~
2} 200. ACCIDENT SUICIDE HOMICIDE 220b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I of item 18.)
8 D O O
S[ 20c. TIMEOF How  Month, Day, Year
8 INJURY  a.m.
i p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 1 farm, factory, street, office bldg., etc.}
WORK AT WORK
21. | ottended tha deceased from £ 5 f? , to Qus—tc /8:, 519' and last saw tr:;‘ alive on /= /g’ 6-?

Dacth\ occurred ot

— o

ﬂn the date stated chove; and to the best of my knowledge, from the causes stoted.
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22b. ADDRESS

© | H7oz 2

22¢. BATE SIGNED

23b. DATE

. Rl REMATION,
Ly fr)

EEY

< 23c. ;ZE OF CEMETERY OR CZEMATORY

//2- 524

(5tote) P
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STATEMENT BY LICENSED EMBALMER

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

L LT B PP PSS ., Student Embalmer No. .................00
working under my personal supervision.
Y 11 1= 1 SO i ALk 4/ ?

Signature of Student Embalmer
Licensed Embalmer No..g.

P. O. Addresség.z..(. /4

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




