THE DIVISION OF HEALTH OF MISSOUR!
Health

Svime  pILED VS AUG 27 1959 STANDARD CERTIFICATE OF DEATH 9038404
I.Z:::::. I Registration District No. Primary Reg_istru_fiiDis'riFii: e e et e e Regi:rtw'sg;._..:z.g;,%__

1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence bafo .
5. 300 a. COUNTY a. STATE _ . . b. COUNTY admission) /
| Migagonri
- 157 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits e. CITY Inside Limits
" or - Yos g Ne [ onr x Yes[ ] Ne[]]
| TowN BhgLomiallo. TowN  St. Louis
, 3 [ FgLé.l NAM%I?F {If NOT in hospital, give location) | Length of stay in 1b d. STREE'IS'S {If cutside, give location) Reside on Farm

HOSPITAL . ADDRE!
o 3 instirution DOA City Hogp. 1904 Ot'Fallon Yes (] No[]
I‘ 3, NAME OF DECEASED First Middle Last 4. DATE Month Day Year
| (Type or print) [*]3
Yi1liam Geines DEATH 8 = 7 = 1959
5. SEX 4. COLOR OR RACE] 7. MARRIEDIZ] NEVER MARRIEDL ] 8. DATE OF BIRTH G, A]GE ul,:ﬂ,‘;:;; l::'h'lhD’ER;::AR |:°L::DER 2;:1!5.
male -z | Hegro woowe[]  oiwvorcen[ ]| 8 —30— 1899 ¥ I
10a. USUAL OCCUPATIGN (Give kind of wark dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or couniry) 12. CITIZEN OF WHAT COUNTRY?
during most of working Life, even if retired} INDUSTRY . . .
labor foundry Misgsissippi U .S.A.

: 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
| unlknoum Gaines Imknowm Elegse Gaines

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

¥ . vica .

e it liomg e o | 497-09-3900| Elese Gaines 1904 O'Fallon

18. CAUSE OF DEATH (Enter only one cause per for {a), (b), and ().} INTERVAL BETWEEN
PART I. DEATH wAS CAUSED BY ONSET AND DEATH
IMMEDIATE CAUSE {a) A e bt QN qy /MA“‘ m

DUE TO (b) @ MMJ QJM |

DUE TO {c) J.f 9‘ 0'/ ﬂ /

Conditions, if any,
which gave riss to }

above causs (o},
stating the under

USE ONLLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must use only standord nemenclature in item 18. Mo symptoms will ba [isted.

z Iying cause last.
: .c‘: PART Ik, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt not related to the terminal diseass condition given in PART | (o} 19. WAS AUTOPSY
3 < PERFORMED?
3 i YES[] NO
- Y| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
- w
B & O O O
! S é 20c. TIME OF Hour Month, Day, Year
23 = INIURY  a.m.
';"-, L3 p.m.
: E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {¢.g., inor abouthome,] 20f. CITY, TOWN, OR LOCATICON COUNTY STATE
| < WHILE ATD NOT WHILE D farm, factoery, streaey, office bidg., etc.)
S WORK AT WORK P
’ E 21. 1 atrended the deceased from and last suwt alive on
1 Death occurred at m ¢n the date stated above; and 1o the best of my knowledge, from the causes stoted.
g L 52a. JGNATYRE . 3 [ 226 ADDR Ess M %
-
3 > | A F>ALI /
23e. BURIAL, CRE ON,| 73b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, tawn, or county) / (Sd’o)

menolyY ™ | 8 - 13 =1959 Oakdale cemetery St Louis Co.Mbs

24. FUNERAL%ECTOR ADDRESS 25 DATE RECOD. BY LOCAL REG. 258. REG] R'S SYBNATU .
Dunn uneral home 3847 Page AUG 1 158 %‘m\)j M M p
ot Z )

{Licensed Embalmac’s Stotement on Reverss Side}




STATEMENT BY LICENSED EMBALMER

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

BY ME, OF DY Lttt sr s v e e e r e e s rea st et a e aa e .+ Student Embalmer No. .,........coeeeeee

working under my personal supervision.

SEUAEAL 1ovoveeriieierermreeerereraeeseeessesesrsesenanaans Signed @defuﬁaédﬁ@&ﬂ

Signature of Student Embalmer

“
Licensed Embalmer No....7, ""j\.
P. O. Address-?.)..i.Q.Q ..... A, CArr

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. l




