[

["Oﬂ“h,
Weifare
Public

Service

300
157

R

L]

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseoses in Part | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primory Registiation District No.

99—

022939

STAT’E
rar’ sH5.

[FLED JUN 1 8 1958 roonpivis o

1. PLACE OF DEATH 2. USUAL RESIDEMCE (Where decoosed lived. If institution: R-ud.nc. brfou
o. COUNTY a. STATE Missouri b. COUNTY dmi a3}
b, CgRY {if outside corporate limits, give TOWNSHIP only) laside Limits c. CIOTY Innd. Limits
TOWN St. Louis Yes [] No [] om  St. Louls Yes[] No[]
c f'-:igLfl;j NAMEOOF {If NOT in hospital, give lacatien} | Length of stoy in 1b d, STREE';S (If sutside, give location) Reside on Farm
SPITAL OR ADDRE
0 institution Homer G, Phillips %081 Page Yes [ Ne (]
3. MAME OF DECEASED First Middle Last 4. DATE Manth Doy Yeor
{Type or print) OF
William Hale DEATH 6 6 59
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 FUNDER i YEAR| IF UKDER 24 HRS.
MARRIEDD NEVER MARRIEDm last Lir:vﬁ::;; Months | Days Hours Min,
Male 2| Negre » wooweo[]  oivorcenJ| DeC. 8,1890 |68 | !

10a. USUAL OCCUPATION {Give kind of work done
ing mpstof working life, aven if retired)
JEHTECT

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE [City and state or country)

12. CITIZEN OF WHAT COUNTRY?

St, Joseph, Mo. 9l1.S.A.
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Manuel Hale Sarah Coviens | e
15. WAS DECEASED EVER IM U. 5. ARMED FORCES? 16. SDCIAL SECURITY NO.| 17. INFORMANT Address

(Cpp, o, or unkngwn)| (1F yes, give wer or dates of service}

WNE.

Alomzo Hale 1208 Montclair

PART L

I
Conditions, I any,

which gave riss to
above cawae (a),
stating the under-

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

IMMEDIATE CAUSE (u)

hF&ﬂ%éﬁ

INTERYAL BETWEEN
ONSET AND DEATH

undet,

g lying cause last. DUE TO (¢}
= PART I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relcted to the terminal dlseass cendition given in PART [ (o) 19. WAS AUTOPSY
z PERFORMED? 7/
w YES[( NO[T]
% | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
8 o o O
S| 20c. TIMEOF Hour Month, Doy, Year
8 INJURY  a.m.
X p.m.

204d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE 0 farm, .ctory, sireet, office bidg., etc.)

WORK AT WORK

21. 1 gttended the deceased from 2=T=59 , o 6"6"59 . and last saw ﬁnlivn on 6-6-59

Death cccurred at 7135 P m on the date slut_td above; and to the best of my knowledge, from the couses stoted.
22a. SIGNATUR (Degres or title) 22b. ADDRESS 22c. DATE SIGNED
JoW.Nofle ) D, MD. 2601 Whittier Street 6=9-59

230, BURIAL, CREMAT[OIN, 3h. DAT% 23c., NAME OF CEMETERY OR CREMATORY 23d. LOCATION {Ciry, rown, or county) {$tate)

REMOVAL. {

Remoyva

acily)

6/11/5¢9

Washington Park

St

Louis County, Mo,

24. FUNERAL DIRECTOR

Wm. Smith 4018 Washington Blvd.

ADDRESS

23 DJWEéD. BY,5 ALJREG.

({Liconsed Embalmar’s Stotemant on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

by e, OF BY i e e e e , Student Embalmer No. .........ccoaveeen

working under my personal supetvision.

o T L= | S

- . - L

Licensed Embalmer No.... 37/

- - R e s . P. O. Address...S..

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failute
to comply with the above constituies 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.

-




