DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH 24@12

@i Avo 11 103 w@q STANDARD CERTIFICATE OF DEATH  swemn =Sy

{a} County.

(¥ City or town St. Louis
(If cutside city or town limits, write “RURAL" and name of township)
{c) Name of hospital or institution:

T T i ot In howpitat or fustitution, write strest o o locatlon)

(d) Length of stay: In hospitalor !mtitutio

ey,

(Spec 'y whether

In this community.
yaars, months or dayw)

o S Tena Pollard IJ— L 3

8. {b) If veteran, 8. (¢} Social Security

name Wwar. No.

5. Color or 6. {a} Single, widowed, married,
4. Sex F race c divorcedlarTiad
6. (b) Name of hushand or wife.......corverr—.ee. 6. (¢} Age of husband or wife if

James Pollsrgd aljve.... 57 .. years
7. Birth date of d d August 8, 1913

(Moath) (Day) {Year)

Registration District No. % Primary Registration District Nowme—e—eereseree— Regisirar’s No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:

{a) Btate MiSSOUI‘i / () County.
(e} Clty or town St, Louis D]

(If cutslde ¢fty or town limits, write “RURAL")

4308 Lebadie

(If rural, give location)

(d) Street No.

(¢) II foreign horn, how long in 0. 8. A.D Years.
MEDICAL CERTIFICATION

20, DATE OF DEATH: Month...J 31Y day.__. 22
year. 19 39 hour. 4 minute 25 N M.

21. T hereby certify that I attended the deceased from_llll;L_z.O_r_lgag

19 to_July 2 s 18 ;
that Ilasteaw h AT slive on___lll_l.ym e 19

and that death cccurred on the date and _hou.r stated above.

Immediate cause of death

Liver ebscess., <¢zccet d=4 _wks

8. AGE: Years Months Days If lesa than one day

25 ll 14 hr. min

9. Birthplaco..._. - Missouri i)
(City, town, or county) {$1ate or forelgn country)

10. Usual oceupation nil : I

11, Industry or business

Due to

Due to

Other eond.lﬂnnz unknown
(Include pregeancy within 3§ months of death}

!gl
21

PHYSICIAN

Migsouri
(City, town, or county) (State or forelgn country)
)

E 14. Maiden name._....... ',
15. Birthplace . unknown

& , _ v/
B { 12. Name John Barlish

>

-

-]

13. Birthplace

1. () BORIL AL .. ) Do thereo{___w_iz
(B . (Moni

th) (Day} (Year)

g
E
£

" (¢} Place: hurialcre;emntlo

'0) -
19, (a) yﬁf

{Dats recuived Jocal reghstrar)

WHRLLILE FLALINLI=UOL UINTAIFMLING DLAGUE LIND={VlADKLD, A DLIUNYVLIAINEGINE RIEOAFRLY
N. B.—Every item of information shounld be carefully supplied. AGE should be stated EXACTLY., PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

HEEPo 1 x19511

Major ndings: -
{ operations .“ Underline

the cause to
X st

shou ]
Of autopay. ‘gamed'ta’

22, If d eath was due to externsl cpuses, fill in the following:
(o} Accident, suicide, or homicide (specily)
() Date of occurrence,
Where did injury ocenr?.
@ e (Ci ( auty) (Btats)
() Did {njury occur in or about home, on hnn, ln ind place, in public place?

- Bpecify t ! plw
While at work?. ¢ ’( ‘i"hzem“gl injury. /

(M. D, orovEe)

Pate si:ned?BﬂBﬁ

0

(Licensed Embzolmer's Statement on Reverse Side)




a STATEMENT BY LICENSED EMBALMER _ -~ : . ’

I hereby certlfy that the body whose name is recorded on the reverse side of this certlﬁcate was embalmed by me, or by

» Registered Apprentice No

~ working under my personal supervision

;. R ot '. Licensed Embalmer No 33%7
. . - pomres&?)dlg D cectoar

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 this body is not cm[;alm;d, above space should be left blank.




