MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH /63;030812
PERAATMENT oF Pu'aLl:eg:rrEu::lTD.an:::o.wELF“nggfj Primary Registration District No. __\é??fl.-_-lteuinrar'u No. --Aéé.l___ STATE FILE NUMBER

DO NOT WRITE AMENDED . e i
ON THIS STUB CE D322 i
1. PLACE OF DEATH it 2. USUAL RESIDENCE (Where deceased lived. '1f institution: Residence before

a. COUNTY St., Louis a sTATE Migsouri b counry St,.Louis admision)

b. CITY ({f ouvhsids corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY Inside Limits
OR

OR
TOWN C]_ayton TOWN - Yes & No O

c. FULL NAME OF (If ROT in hospital, give location) Inside Limily d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

insTution’ St,, Louis County Hospital |Yes®0 neD 5668 LeHogue Ya O No

3. NAME OF DECEASED Firat Middle U T 4 DATE Month Day Year
(Type or print) JOHN DAVID Mc KENZIE peati ~ JULY 3, 1963

5. SEX 6. COLOR OR RACE 7. Married [J Never Married {] 18 DATE OF BIRTH | ¥. AGE {last birthday) | IF UNDER 1 YEAR IF UND

i i - Month: H
Male Col Widawechf] Divorced [J P 6—6"1906 57 06 s [Qy? lours
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY( 11. BIRTHPLACE (City and s1ate or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

VS 300
Rev. 4/59

DATE AMENDED

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . NAME CF F

Samuel McKenzie Trucilla Wiggins
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no. or unknown)| {If yas, give war or dater of rerv|

No Mary P, Allen g5gag Smith Ave

18. CAUSE OF DEATH (Enter only one cause per lin P. T =r INTERVAL BETWEEN

App—

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

—— - A )
wnconte cause o ST bpiolonils ROOPLo spetovircy [+
Canditions, if sy, DUE TO [b) _MA%&FA/ ' [ Pave.
which gave rise to -

abave cause {a),

jiating the under Erngrontatl Otetad

fying cauvse last. DUE TO (c) I
L v 1

PART II. QTHER S!GNIF!CANT CONDITIONS CONTRIBUTING- TO D'FATH but not related to the terminal PART 1. If decessed was femala wa

disease condition given in PART 1 {2} there a pregnanty in lait 90 day
r[:] Yas —[ J No IE] Unknow.

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
PERFQRMED? o . O .
YES NO O . f

20c, TIME JOF Hou Mnnrh, Day, Yaar 1
INJU a.m,
h p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (s.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, offics bldg., eic.]
NOT WHILE AT WORK [

[ .
21, | attended the deceased lrom_m_u,_l%a—, ?O_J_u.ly-_3_,._l.9_63_nnd last sow hf,:. alive o

Death occurred ot 5 +1 5 _IT_J m on the date sialed above, and to the best of my knowledge, fram the causss stated.

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

3a. SIGHATURE [Dearee or title) - 220. ADDRESS 22c. DATE SIGNE(
PV lans— panD. [60L S. Brentwood Bl., Clayton. 7-863
27a. BURTEL, CREMATION, 2:PWTE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or _gounty} (Stare)

Bl | TH0-1963 Washington Park St, Louls ° Mo.
2:!. FUNERI:ll‘-DIRECTOR ADDRESS 25. DATE RFCD BY LOCAL REG. 2 EGISTRAR'S SIGNATURE @”
Jas, H. Randle & Son 3133 Bell Ave, Z M :

B Bl
{Licenssd Embalmer’'s Statemeant on Reverse Side} - y

USE BLACK INK
OR"

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




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,

—

or by : Student Embalmer No.

working under my personal supervision.

- - ’
Student i SignedM W
Signatura of Student Embsimer .
Licensed Embalmer No. l/- M

. - o, i _ IR .';!.__-_ P. Q. Address//f/ W

“' Note: The above MUST BE SIGNED BY THE LlCE’NSED EMBALMER in hls OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revocation of license).
P | | embalrned'by a STUDENT, he alsa shall sign in: his OWN handwriting. .
If this body is not embalmed, fact should be so stated above.

s L

e ey s P




