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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH 59-015943

Primary Registration District No. ... . ... .o Registra

- 3- PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resnjencc before
e. COUNTY o. STATE Mo, b. COUNTY agission)
b. CI?Y {If outside corporate [imits, give TOWNSHIP only) Inside Limits <. C!OTY “Inside Limits
TowN St. Louis Yes (] No (] TOE‘N St. Louis Yesi§# No (]
c. FULL NAME OF (If NOT in hospital, give location} | Length of stay in"1b d. 5TREE (¥ ursnde, give location) Reside on Farm
o O¥MALOX Chronic Hosp. | 3 weeks woress 911 N, Lo asan yoo O e
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print) . OF
Girlie White DEATH 4-~13-59
5. SEX 6. COLOR CR RACE| 7. MARRIED[ JNEVER MaRRIED[ ] 8. DATE OF BIRTH 9, AFE’QI,,‘E:;; I::JT&ER;:,EAR I:ﬂU:DER Z:A-HRS
. ir i ui in.
femal 3 col. j woowepSep ,oivorcen[] // / 7_ /4045[-}.‘ l

. USUAL OCCUPATION (Giva kind of work done

during megt of working life, even if retired)

13a. FATHER'S NAME

E.

¥

v

10k, KIND OF BUSINESS OR
INDUSTRY

¥ BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?

Miss, . .4,

G. Pope

13b. MOTHER*S MAIDEN NAME

Frances Williams

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yas, ne, or unknown)| {If yus, give wor or dotes of service)

16. SOCIAL SECURITY NO.| 17. INFORMANT
’

Addressﬂmo r% ,WL‘SS .

18. CAUSE OF DEATH (Enter only one cause per line for (4), (b), and [c}.)
DEATH WAS CAUSED BY: .

PART I.
IMMEDIATE CAUSE (a)

}

Conditions, if any,
which gove rise to
cbove cowse {a),
stoting the undar-
lying cause laat,

DUE TO (b)

DUE TO {c}

INTERVAL BETWEEN
ONSET AND DESTH

3 .
Bcate .
BMAI-

(orneloral Erlnson St sy

PART fl. OTHER SIGNIFICANT CONDIT

NTRIBUTING TO DEATH but not reloted to tha terminol diswose eondition given in PART | (o) 19. WAS AUTOPSY;\

MEDICAL CERTIFICATION

PERFORMED?
YLl 3 K YES[J NOSZ
200. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRISE HOW INJURY OCCURRED. (Enter nature of injury in PART I oc PART Il of item 18.) -~
] J O
2¢. TIME OF  Howr Month, Day, Yeor n
INJURY a.m.
[:Bul
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e.g., inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHIL E ATD NOT WHILE I:] farm, factory, street, office bldg., etc.)
WORK AT WORK

21

3

23-59 L=13-59 alive onlp=1 3= 59

and lost saw ti';'

. | attended the decacsn{jrerz.-
+  Death occurred at L4V

93671

-

£ O’&‘.

APR 1559

p‘m L] m on the date stoted obove; and to the best of my knowledge, from the causes stated.
22a. SIGNATURE {Degree or title} O [ 22b. ADDRESS 22c. DATE smnsu
e o o g
/14;/./ . l’ A las T > /. » ’,'./‘ e o "t . o H/IVI'Q
}_ BURJIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, ar county) {State)
REMOV AL (Sp.:ﬂy} ; d
g D y D ¢ oncord®, howndes JN/Ss,
CEk ADDRESS 245GATE RECD. BY LOCAL REG.

s oo Foidh . 110, _|




R N AR ,

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ot et et e et aa st saa st nrnanaarans , Student Embalmer No. .................

working under my personal supervision.

Signature of Student Embalmer

) Licensed Embalmer NOII{\S“
. .P. O, Address.ﬁ%\.ﬁ?..??’éﬁé«é

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 handwntmg

If this body is not embaimed, fact should be so stated above. - R Y Ty



