A PERMANENT RECORD

ed. AGE should be stated EXACTLY. PHYSICIANS should state

i

8o that it may be properly elassified. Exact statement of OCCUPATION is very important.

N. B.—Every item of information should be ¢arefully suppl

CAUSE OF DEATH in plain terms,

DEPARTMENT OF COMMERCE

791

MISSOURIL STATE BOARD OF HEALTH

BUREAU oF THE CENSUS
T STANDARD CERTIFICATE OF DEATH

State File No. a “8 ‘J %
BIGE

Registrar's No.

{if cutside city ar town limjts, write “RURAL" and name of township)
{¢) Name of hospita! or inatitution:

Homer Phillips Hospitsal

(If not in bospita! or institution, write atrset number o kotation)

(d) Length of stay: In hospitalor inntttution—SJ-nC-B_.J.ul-y_ﬂrlgag
(Speclly whather

Inthis community.

Registration District No. Primary Registration District No. _
1. PLACE OF DEATH: m

(a} County.

(b) City er town St, Louis

2. USUAL RESIDENCE OF DECEASED:

@ state.Misgouri = @& couwsty
{¢} Cityortown..__. . St. Louis / 72(

(If cutside ety or town limits, write “RURAL")

(d) Street Noe..._..... ,,P-BQQ&...MBIk t

(If rural, give location}

6. (b) Name of husband or wife.. et B. () Agoof hﬁ or wife il
—Bofatrice Bess . alive.. "0 years

7. Birth date of decensed__.__..nr_&nnm_

(Mouth) {Day) (Year)
8. AGE: Years Months Days If less than one day
60 6 7 hr. mip
9. Birthplace . . Mlsgonri &/
(City, town, or county) (State or forolgn eanm.q
10. Usual occupation Laborer

il. Industry or business

Immediate cause of death

and that death oceurred on thae date an

hour !tated above.

yoars, monihs or days) () II foreign born, howlong in U. 8. A.7 Years.
MEDICAL CERTIFICATION
8. (a) PRINT g/,x P
FULL NaMe 7. % Robert Bess
50 Tvet T et 20. DATE OF DEATH: Month... SU1Y _  aay 8
N veoteran, . (£} Social Se
: " S P6-0 »? duv] year... . 3939 vour.. 4 minute_3Q P M.
name war. N : Jul 4, 1939
21. I hereby certify that I attended the d d from Y
5. Color or 6. (g} Single, widowed, married, 19._., to___Jul ¥ 8 1939 .19 :
4. Sex M race_ divorced. Married thatIlastsaw b im. sliveon _July.. VR, | NI

Cerebral hemorrhage with hemiplegia pht 5.

Qgphri

ten:%ivs heart dlseese;-chronicl-.days

Due to.

Othér conditions.

(Inclede pregnancy within 3 months of death)

/ F PHYSICIAN
{/

\

(16 (a} Taformant’s own lisnat

® Addrm.?.-j’_ﬂ o W"L"/I-L
17, (a) ) Date theracty 151799
nr!nl l:rnnllinn af r {Month}_ (Day) (Year}

{¢) Place: burial
18. (a) Signature of funeral diractor.

(b) Address.. 2—
19. () _Ju,&_.

{a) Accident, suicide, or homicide (zpecily)

[} . M findings: e

g 12. NﬂPHP m bw M “Oof, ﬂgn?ﬁf‘lﬂhl =

< ““, . LalcRewn il e,

= 1\ 13. Birthplace which death
(Cll’ town, or connty} {State or foreign country) Of auto - should be

£ [ 14. Maiden rame nknown il %’gﬁf‘m‘

=] ] y.

g 16. Birthplace '(c_“y tow: P “M‘mlnmr 22. If death was due to extercal causes, fill in the following:

(b) Date of occﬁrrbhu

(¢} Where did injury oceur?

(City ar town)

{County) (Sta
{d) Did injury cccur in or about kome, on ferm, in industrial plu:e, in pnbllc pla.ca?

While at work}..

28. Signatuore..

Addrem08_| 0

(Specily lm of place}
(&) M

¢ans of 1n1ury._1—_.__

{M. D. ofotie?)..........

oo Date mzuedl....[dzé?

(o {Licensed Embalmer’s Statemnent on Reverse Side)




- STATEMENT BY LICENSED EMBALMER

I hereby certify I.ha?t,bg.pqdy whose name is recorded on the reverse side of this certificate was embalmed by me, or by
. Hi

, Registered Apprentice No

. YL ..
working under my personal supervision. P

‘: Licensed Embalmer No 74 o

«

P. 0. Address 240 ./

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply wi

the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank.




