INK=MAKE A PERMANENT RECORD

N. B.--Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it maylbe properly classified. Exact statement of OCCUPATION is very important.

TSP 1 xies11

DEPARTME‘NT DF COMMERCE .

Registration Distriet No.

MISSOURI STATE BOARD OF HEALTH

BRPAUC 11 To3s'2Q ] STANDARD CERTIFICATE OF DEATH

Primary Registration District Nao.

24213
6516

State Fils No,

Repisirar’s No

1. PLACE OF DEATH:

(a) County. -
St. Louis

(b) City or town
utside cit town Hmits, weite “RURAL" and of townahip
() Name of ho:pital :r insti:ut,i:::. b i pame )

St. Johnts Hospital

(If not in hoapltal or institotion, write street number or location)
(d) Length of stay: In hospitalor Institutie

In this community. Since Birth

yoars, mooths or days)

+ (Specify whether

b O N mes Terriel Fortner /&S

8. (b) I vetoran, 8. (¢) Social Securlty

name wa)None No. None
5. Calor or 6. (a) Single, widowed, married,
ssexMale .| neWhite d.ivorcms_in.gl.e_

€. (b) Name of husbandorwife. ... . 8. (¢) Age of husband or wife if
None al.{ve__b_lgn__,._e

2. USUAL RESIDENCE OF DECEASBED:

() Sube......,....MiS.S.D.ll:Ci__! (%) County.

St..Lonis /

{If cutelds city or town limits, writs “RURAL'")

{e} City or town

{d) Street No. 45
. {If rura!. give location}

(&) If foreign born, howlongin U. 8. AT, Years.
MEDICAL CERTIFICATION

20. DATE OF DEATH: Mont day 24th
yeu_l_aﬁﬂ___...._hour .M.
21, I hereby certifly that I attended thédeeensed fro 6._......._
199 to 1.3
> 3
that I last saw h_qadalive o . 19 4

and that death occurred on the date a
Duration

Immediate cause of death,

Yearn
7. Birth date of decease _:MM 2
(Mouth) (Dar) (Year) AR s % !E (]
8. AGE: Years Months Days If less than one day Duse to.
.-
5 6 13 br. min,
Due to
o. Binbpiace__Cardwell Mo, O™
(City, town, or county) (Stats or farelgn mnm)/
Other condith
10, Usual oceupation None (Ind:::‘w“‘fnm, i S monthe of denth a —
11. Industry or business. ‘l o/ PHYSICIAN
= H ——
E { 12. Name Oral T L Fortner M.jé"' ?’:g:'ng ﬂ “ Underline
p “
2 L1s. Birthplace Texas Vﬁd :?ig:%:iéﬂ
é Of sutopey charged star
iatically.

Ark.

(City. wowa, sfpons

16. (a) In!omnntlotndgm urk
{b) Addrem £
1. (a)ShiDDeI‘

15. Birthplace

{lt o m_&mw

(3) Date there
Burial, cremation, or removal} )

(¢} Place: burial or aamﬂumaatﬁﬁmmw
18. (a) Signature of tuners! director_MatHR. Hermann 2 Sgn
2161 '

22. If d enth was due to external causen, fill In the [ollowing:
{6) Accident, sulelde or homicide (specify)

(d) Date of occurrence.
‘Where did injury oceur?

© * (City or town) ( DEI

(d) Did injury cecur in or about home, on farm, In Ind phce. In publ.ic ce?

Specily I place)
¢ (?)p.hﬁumu of !ninr’y

(M.D.orother)_._____
Date =igned

{Liconsed Embalmer’s Statement on Roverso Side)

-H%AWM




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name i recorded on the reverse side of this certificate was embalmed by me, or by.

, Registered Apprentice No .

working under my personal supervision,

Note: The above MUST BE SEIGNED BY THE LICENSED EMBALMER iin his OWN HANDWRITING. (Failurc to comply with
the nhove constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank.




