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ANl disecses in Forl | must bo causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISS0OURI

STANDARD CERTIFICATE OF DEATH

_Primory Registration District Ne. _____

59-007009 _

STATE FILE NUMBER

Reg'mmr'& _,1305..-..

N ‘i BJ 7 19455-;is'rurion District No,

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bEfore
0. COUNIY o STATE Miseouri b. COUNTY admi ss8n}
b. CgY (If outside corporate limits, give TOWNSHIP only) Inside Limits e CIOTRY Inside Limits
R
row St. Louis Yes [ %o [ owv St JLouls Yes[J Ne[]
c. FULL NAM%OF (If NOT in hospital, give location) | Length of stay i 1b d. STREET IF outside, give location} Reside on Farm
. HOSPITAL OR ADDRESS
¢ stitution _Homer G, Phillips 616 N, Taylor Yes ] No[]
3. NAME OF DECEASED Firss Middle Last 4. DATE Month Day Yeaor
{Type or print) F
Osie Creighton DEATH 2 4 59
5. SEX K, 6. COLOR OR RACE| 7. MARR]EDD never MARRIED[] 8. DATE OF BIRTH 9. AGE' 2::,:.::;; :ir:ﬁm;::m |;:‘:tasn z;_:&s.
Female Negre wiooweo B 5 oivorceo[ 1] JAN.7-1901 58 I
100. USUAL OCCUFATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and atate or country} 12. CITIZEN OF WHAT COUMTRY?
wring moﬂ nrlung lile, oven if retired} INDUSTRY {
ouswi Tennessee UeSJAs
130. FATHER”S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James HMaxey Unk Ueysses Creighton
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yesono, or unkngwn)| {If yes, give war or dates of service)
I 499-018431 | Nell ILowman 4251 W,Evens Ay

PART I

18. CAUSE OF DEATH (Enter only one cause per tine for {a}, {b), ond (c).)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

4Osteo-arthritis, Generalized

IPSTERVAL BETWEEN

N%ﬁMEATH

Condltions, if any, DUE TO (b)
which gove rise to
bo {a),
:tm‘;:m e’::.:lml:r- } 7 ")-' 3 ’ 0
S lying eouss last, DUE TO {c)
- PART lI. OQTHER SIGNIFICANT CORDITIONS CONTRIBUTING TO DEATH but not related te the terminal dissase condition glven in PART | (o) 19. ges I»:\cl;lTOgs‘r
S 3 RFORM
g Dehydration and Malnutrition ey e g
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)
w
g o O o
S 20¢. TIMEOF Hour Month, Doy, Year
a8 INJURY  am.
E p.m.
204. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, ctory, street, sifice bldg., etc.}
WORK D AT WORK
21. | artended the deceased from ]2-30-58 , o 2=-4-59 and last saw '&'&uiiv- on 2=4~ 59
Deuth occurred a1 m on the date stated above; ond 1o the best of my knowledye, from the couses stated.
220, SIG| &) @L (Degno or tithe) 22b. ADDRESS 22<. DATE SIGNED
. MDD, © 2601 N, Whittier St. 2-6-59
Z30. BURIAL, CREMATION, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town, or county) {Srate)
EMOVAL (sp ity) , - )
Rem Feb Y=HY Washington Park St.lo y

24. FUNERAL DIRECTOR

Boyd Bros

ADDRESS

3706 Finney Ave

25. DATE RECD. 8Y LOCAL REG.

FEB 6 89

26. RE%'R

/7D.

(Licensed Embolmer's Stotemant on Reverse Side)




o

STATEMENT BY LICENSED EMBALMER

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

By Mme, 08 BY i e e e e a b , Student Embalmer No. ..........cooveee

working under my personal supervision.

SEUAENL +-orvevverrerreereseaeeseseseeneseres e ereseenenseans Signed . /JWAf L. ZA)A,MLWW .........

Signature of Student Embalmer

T T . - Llcensed Embaimer No. 6‘ 7? /
P. O. Addressf.g'.ﬂ.éf.....}///

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.




