All diseases in Part | must be causclly reloted.

Iﬂ@ JUL 2 195§_egisrru!ioq District No.

. THE D1¥YISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59-023385

STATE FILE NUMBER

Primary Registration District Wa. .. - Registrar’s 2 _5684

1.

PLACE OF DEATH
a. COUNTY

b, COUNTY

A

2. USUAL RESIDENCE (Whare deceased lived. If institytion: Residencé’before
ndrylgon)

o STATE 1 ssourd,

Inside Limits

b, CITY (If ousside corporate limits, give TOWNSHIP only} Inside Limirs < CITY
tom Ste Louis Yes () Mo [J om “Ste Louis Yes[J Mo []

c. FULL NAME OF (If NOT in hospita!, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
o___ikstirovion Homer G, Phillips ACPRESS 2429 Biddle 8t, Yes (O Mo (]
3. NMAME OF DECEASED First Middle Last 4. DATE Month Day Year

{Type or print) oF

Mercille Sewsll DEATH 6 11 59
5. SEX 6. COLOR OR RACE [ 7., coico[Inever marmien[]| & PATE OF BIRTH 9. AGE (In years BF UNDER | YEAR] IF UNDER 24 HRS
Femanle 3 Colored j wooweo[] prvorceo X 2=14.1913 4G birthden) [Mends %’Y Fows [ e
100, USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City ond xtote or cauntry) 12. CITIZEN OF WHAT COUNTRY?
I ﬁuang most of Freklng lits, wvan if retired} INDUSTRY None Ar 5 / USA

. USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

s

13a. FATHER'S NAME

Abner Tate

13b. MOTHER'S MAIDEN NAME

Ticille Jackson

Yone

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN . 3, ARMED FORCES?
(Y.:}flo, or unkrawn}| (If yes, give war or dates of sarvice)
i

15. SOCIAL SECURITY NO.

17

Pronell Stevenson 2210 Biddle Street

INFORMANT

Address

18. CAUSE QF DEATH [Enter only one causy’pad line for [a), {b), and {c}.) INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BYy x 5; ONSET AND DEATH
IMMEDIATE CAUSE (a) .}-’W-z 4
Conditiens, if any, DUE TO (b) &
which gove rizs to }
cbove tavse {o),
tati tha under- 3 /
z lyim cavse tasr | DUE TO (c) 3/ A - .
F PART H., OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat reloted to the termintal diseoss condition glven in PART I {a} 19. WAS AUTOPSY,
= PERFORMEDY 2.
i YES[ ] NO :
=] 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART li of item 18.)
]
v d [ 0
Q 2¢. TIME OF Heur  Month, Day, Year
a INJURY  o.m.
E p.m.
20d. INJURY OCCURRED He. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, sireet, office bidg:, ate.)” |
WORK AT WORK . A
21. | antended the deceased from &l and last taw t::' alive on
ath eccurred at = m on the date stoted sbove; ond to the best of my knowledge, from the couses stated.
22a. § NATURZ 2 ; Z . [Cegre 2 %DDRESS M 2 ] i%%
230. BURIAL, CREMATION, | 23b. DATE 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) -/ (Slnf( 4
EMOV AL i : 3 3
Bemovdl/" | 6-17=59 Greenwood St, Louis County, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Ellis Funeral Homs

2820 Stoddard

JUN15'59

%. R%ZAR'S ?GNAT E,

ML,

i -l




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 1ovtrtuuannseeeturinitisiiissieesiassnensastes s s e s e i s s s e , Student Embalmer No. ...t

working under my personal supervision.

StUdENt cverererrinreriirenairiiirmsniierrmiarieirennaneneranise LIRS0 ot T TR
. Signature of Student Embalmer

Licensed Embal / .......
P. O. Address

. 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,.

-



