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TUTTST;
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Ne,

Iﬂ.LED MAY 1 4 1959@gisrm:ioq District No.

____________ 990159524

STATE FILE NUMBER if

Regislwr

"1, PLACE OF DEATH - 2. USUAL RESIDENCE (Where deceased lived. [f institution: Resideryd before
o. COUNTY o STATE Mssouri b. COUNTY admyfsion}
b. CITY {If outside corporate limits, give TOWNSHEP only) Inside Limits e CITY Inside Limits
TgsN St . LOLI:'LS Yes [ No [] Tgl';‘:rN S‘ta LOU.iS Yes{ 1 No [
c. FgL[L- NAE‘IE OF (1f NOT in hospital, give locction) | Length of stay in 1b d. STREET {If outside, give location} Reside on Farm
HOSPITA ADDRESS
o hehiution Peoples Hospital 2723 Gamble Street Yes [ Ne[]
3. NAME QF DECEASED First Middle Laost 4, DATE Month Day Yeor
{Type or print) . . . 0
Annie B Wicks DEATH 4 27 59
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yearsIF UNDER 1 YEAR| IF UNDER 24 HRS.
MARR'EDENEVER MARRIEDD at Lil:r;d:;-; Months | Days Hours Min,
emale Colored ) WioowEo[ ]  oivorcenl] 8=28-1903 55 I
10¢0. USUAL OCCUPATION (Give kind af work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Ciry ond zicte or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, avan if retired) INDUSTRY . . . ’
Housewife None Mississippi UsA

13a. FATHER'S NAME
William H, Hearn

13b. MOTHER'S MAIDEN NAME
Lizzie Anderson

14. NAME OF HUSBAND OR WIFE

Page Wicks

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

{Yas, no, or unknown)] {If yas, give war or datas of service)

16, SOCIAL SECURITY NO.

17. INFORMANT Address

272% Gamble Street

Diecth occurred at
-y =

‘—ﬁ'ﬁ'—%‘n / 77

o) 7 Pare Wicks
18. CAUSE OF DEATH (Enter only one cause_per line for (a), % INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ro mcar ]&%Z Z.t_pNsE‘r D DEATH
IMMEDIATE CAUSE (o) { Qé’&/’ ‘ A7)
F ]
Canditions, if any, DUE TO (b)
which gave rise to }
above couse (o),
ating th dar-
z Iyig cavas lasr, ) DUE TO {c) ‘7‘:2—0 -/
r PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | (a) 19, WAS AUTOPSY
f, PERFORMED?
T ! YES g No [
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or FART Il of item 18.}
[I7]
o O O O
;’ 20c. TIME OF Hour Manth, Day, Year
5 INJURY  a.m,
X p.m.
20d. INJURY OCCURRED 0e. PLACE OF BUURY (e.g., inor gbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOQT WHILE [:] farm, factery, street, office bldg., etc.}
WORK 1 AT WORK Y )7
21. | attended the doceosed and last suwﬁ.‘ullvc on W A /

n the date stoted above; and to the best of my knowledgl from the :uusez stated.

20, SNMURE FEngldne Dol « | 226, ADDRESS%HS 22¢. DATE SIGNED
o PP )
/ ﬂ'ﬂ T uﬂié}z)ug-?
23a. BURIAL, CREMATION, | 27b. DATE 23c. NAME OF CEMETERY OR &E@v “33d. LOCATION (City, town, or county) ¥ (s1ate)
Removal " | 5-24 59 St. Peters St. louis County, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTR SIGNATURE
11lis Funeral Home, Inc, 2820 Stoddardl APR 3 0'59 ﬁ g é Y z 1 2
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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

By M, OF DY (i crcreerrc et ra st e ra e r et st a s e a s s en , Student Embalmer No. ............cc.....

wotking under my personal supervision.

Student oo e e e e 74 At L 2 S T eyt
Signature of Student Embalmer f/

.o P. 0. Addressczl J, Mgl A A b,
!

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in i]is OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license). o -
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.
. ’ *



