MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _ - 94

L]

DEPARTMENT OF PUBLIC HEALTH AND WEL FARE
Registroricn Disier N 1 STATE FILE NUMBER
DO NOT WRITE AMENDED caiuration Hiatricy No. ——— = - ] )
ON THIS STUB YU WA (s

.y = i}
1. TFLACE SF-DEATH ' ¥ ¥ ~ Y 2. USUAL RESIDENCE (Whlrc; decessad lived. If institvtion: Residence before
a. COUNTY Callaway o STATE Mjigsouri® COUNTY St Louisg admission)
b. CITY (I outside corporate limits, give TOWNSHIP only} Length of stay in 1b . CITY Insida Limit

QR e OR
TOWN Fulton, . 2 years oMM St., Louis Yes [0 No [J

c. FULL NAME OF IF NOT in hospirtal, give locer Inside Limit d. STREET i i i
HOSPITAL O { i pital, giv ion) i imits ASDEIEREESS {If outside, give lacation) Reside an Farm

'NS"’U“"NState Hospitsl No, 1 Yag NeD 2200 Pine Ym0 NeDD

3. NAME OF DECEASED First . Middls Last 4. DATE Month Day Yoar

{Type of print) James Mitchell pgo:m Nov, 15 1963

5. SEX 4. COLOR OR RACE 7. married [1  Never Married [ ﬂa_ DATE OF BIRTH | 9- AGE [last birthday} |IF UNDER 1 YEAR | IF UNDER 24 H
male Negro Widewed [ bvereed O | 1/1/18827 81 Months | Days | Hours | Min.

10a. USUAL DCCUPATION (Glve kind of work dons | 10b. KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE (Ciry and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most af working lifs, even if retired) = .
b same Louisana USA
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Bob Mitchell . Harris unk

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

(Yeyl.eng, or unknown} ’(lthgiw war or dates of servi State Hospital ReCOI"dB Fulton ’ Mo

18. CAUSE OF DEATH (Enter only one cause per lina INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: QOMNSET AND DEATH

IMMEDIATE CAUSE (a) :LDAR C/'NQ MO O l:. LyyNVNe=S§
Conditions, if any,}  DUE TO (b '-UI‘*Z"IJ MET A_'T',#. SIS

which gava riss o
sbove caute {a),
stating the under-
lying cavse last. QUE TQ (1)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not retered 10 the terminal PART 141, 1  decessed was  fermale  was
dissase condition given in PART | [a) thers & pregnancy in last 90 doys

I 0O Yer I O No I O Unknown

19. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OQCCURRED. (Enter nature of iniury in PART 1 ot PART (1 of item 1B.}
e, G -

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK []

S rpoe Horpit t“f ﬁi[F_b_,_tt,zaLsy_"’ o U157 L F el Rk
Death occurred at m on the date stated above, and to the Lest of my knowledge, from the couses stated.

22a 51 TURE or title) 22b. ADDRESS 22c. DATE SIGNED
\f$ %ﬁ ey Thaotas g 11/15/63
23a. BURIAL, CREMA"ON 23b. CATE Z3c. NAME OF CEMETERY OR CREMATORY . LOCATIQN (City, rown. or county) ISMN:I -

REMOVAL (Specify) /_ / 7 é 3 r“/

4. NERAL DIRRCT ADDRE 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR GNATUR
ﬂ%ﬁ% 2oV Plov: 19~ 1463 Amﬁj CJZMM-J__)

{Licensed Embalmer‘s Starament on Reverse Sldll

V5 300
Rev. 4/59

DATE AMENDED
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

"TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NQ.




STATEMENT BY LICENSED EMBALMER

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

or by Stiudent Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No.

P. Q. 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.




