ISSOURI DIVISION OF HEALTH —- STANDARD CERTIFICATE OF DEATH
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Regasfrahnn Dufru:l No.

LB i wsirnion i o LD v i8 1397

-61—-043046

STATE FIL

E NUMBER

F" ==y =) ul.u .l. [“RLEAA)
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
a. COUNTY a. STATE . « b. COUNTY admission}
Missouri
b. C‘IJLY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b [ COITY tnside Limits
R
TOWN 2
© St, Louis TOWN st louis Y W No[I
c. FULL NAME OF (If NOT in hospital, glve location) Inside Limits d. STREET (If cutside, give location} Reside on Farm
INSTHUTION. Yool NeDd ADDRESS Ya O N
» » o »
Homer G. Phillips bk 5042 Enright =0 MR
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) DOAF'I'H
Willie Wilson £ 12 4 61
5. SEX 6. COLOR OR RACE 7. Married [J  Never Married (M [8. DATE OF BIRTH | ©- AGE (last birthday) |IF UNHDER ‘D"EAR IF UNDER 24 HR
: i 1! H. Min.
Widowed [ Divorced [J ’..15-1891 70 Months ays ours in.

Male Neqgro
102. USUAL OCCUPATION (Give kind of work done

dun %Eosr ofé;orklng lifo, even if retired)

10b. KIND OF BUSINESS OR INDUSTRY] 11.

13a. FATHER S NAME

Tnknown

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

(Yes, no, or unknawn) I(If yes, jivc wwor dlrnif service)

E3b. MOTHER'S MAIDEN NAME

BIRTHPLACE (City and state or couniry)

Glostervilie, Milas

None

12, CITIZEN OF WHAT COUNTRY

14. NAME OF HUSBAND OR WIFE

owll
16. SOCIAL SECURITY NO.

17. INFORMANT Address

18. CAUSE OF DEATH (Enter onl

PART |. DEATH WAS CAUSED BY:

ane cavie per line for (a), {b), snd (c).

Mrs. Julla "West- 502 En

INTERVAL BETWEEN

ONSET AND DEATH

IMMEDIATE CAUSE o} _Bronchopneumonia Undet.
Conditions, if eny, DUE TO {b)
which gave rise to
above cause (a),
stating the under- 6/ Q/ X
Iying  cause last DUE TO {c) >
z PART 1). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o ‘the terminal PART 1IN, ¥ decessed was female woas
g disease condition given in PART | (a) there & pregnancy in last 90 days.
< a . 2
u Cerebral Hemorrhage with Cerebral Arteriosclerosis [O¥es | O Ne | O Unknown
o N
=] 19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | ¢r PART 11 of item 18.)
= PERFORMED? O (m] 0
G YES NOg
- . .
&1720c. TIME-OF . Hour  Month, Day, Yer .
a INJURY a.m, -
g p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, sireet, office bidg., etc.) )
NOT WHILE AT WORK [ N
21. 1 ded the d d from 1 l-2d-“l ?n_l.M—-_él—__c’nd last saw ﬁr; slive on. 12-4-61
Os55 Qe on the date stated sbove, and to the best of my knowledge, from the causes stated.

}!{}‘ occurred a1

RIAL, CREMATION,
EMOVAL (Specify)

oery St. Louls Countwy

22b. ADDRESS 22c. DATE SIGN.ED
2601 N, Whittier Street 12-5-61
c. NAME OF CEMET_ERY QR CREMATORY 23d. LOCATION (City, town, ofr county) {State)

Mo,

emoval . C
24, FUNERAL DIRECTOR g 50 t
Metf6politan Funeral System, Inc,

25. DATE RECDM BY LOCAL REG.

DEC 7

1361

L L

26. REGISTRAR'S SIGNATURE ¥ ¥




FAghy e mea ) S o gess
ik by e -1 -1

STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by . . Student Emba!mer No._

< working under my personal supervision. ﬂ z Ki éz
Student Signed

Signature of Sludeni_Embu!rner

Licensed Embalmer No LI-L!-76

- B P. O. Address_21L05 Marcus Ave,

Note: The above MUST BE SIGMED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of llcepse) .

H embalmed by a STUDENT, he also shall sign in his OWN handwrmng

if this body is not.embalmed, fact should be so stated above.




