A FERVIANENL RELUURIY

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 may be properly classified. Exact statement of OCCUPATION ig very important.
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.o 311939 79
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1 STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No

Stats Fils No.

24418

ngwafazxa_SBQ:’:_

Registration Distriet No._____m

1. PLACE OF DEATH:

@) Gounty. 3t Touts
() City or town ®
(If cutaide city ar tawn Himits, writs “RAURAL" and nams of tawnship)

@ Mg o i raom. Ave.

(£ not in bospital or institutien, writs stroet namber of jocatisn)
(d) Length of stay: In hospital or Institution

(Bpecify whather

Inthis community.
years, months or days)

')/vL {¢) City or town
{

2. USUAL RESIDENCE OF DECEASED:

@ sue Migsouri /. ) cous

St. Louis

19

(d) Street No.

(1f cutelde city or town [imits, write “RURAL"™) [
4399 llc, Pherson Ave,
(1 rural, give tocatlon)
years.

(¢} If forelgn born, how long in . 8. A.2.

3. (@) PRINT
FULL NAME

3452

John Re Scott

3. (&) It vateran,

LRMe War.

8. (¢) Social Securit 1
No, ¢-7/—/J’7g"

6. (a) Single, widowed, marrled,
divorced_._ 1.

5. Color or

w

M

4. Sex__._

MEDICAL CERTIFICATION

20. DATE OF DPEATH, Month___._.___.; day. 29 th
' 3 93 9

Fear. hour...........

kD minute GO P

21. I herchy ceortify that I attended the deceasede{rom_a
=gy IH /o 192 710 1939,
that I last saw h_\&.ﬁ_ alive on 2 . 155

PR — ml!a_ﬂ__‘.
T
6. (b} Name of husband or wﬂa____ﬂ 6. (&) Ageo! zu&ud or wife if || and that death oceurred on the dabe’sod hour stated nbave. Durati
ulive i bu.u Imm%.——_. : " ation
7. Birth date of d q Feb. I i 3 l W 3m
(Month} (D-:) (Year) T — — Tt N .
gl 7
B. AGE: Years Moaptha Daye If lem then one day Dus to. ML/\M b M}% /6 "F/a
69 b5 6 min. ) g
Due to !
9. Birthptace m { ; A
(S1ate or forelgo coriotry)
Oth ditions z
10. Usual occupation........ (m_é {Inctoda ithin S momibe of duath) )("-
11. Industry or busin r PN PHYSICIAN
& o j Mu]or ﬂnd.lngi * 'y R
E { 12. Name tona !‘ § Underline
% L18. Bintbpisce ) (Isrel and ) v ,,l?'k“,:::;“,
Anﬁh 4 N 12} tats or foreign coontry, ould be
E { 14. Malden name Krieen; Of autopay. i |$ﬂ
= 16. Birtbplace (City, town, or £ IOW& 3 22. If d eath was due to external causes, fill {n the following:

18. (a) In.formanrl own slgnaturs [7/Al
@) Add : }"M’J‘Y‘ " L AL

17. (@) (8} Date therao! ‘&ug o 1 19

(Burial, eremation, or removal) ) {Day) (Year)
* (¢} Place: burial or c:rnrm\ﬂnn C alval'y C em ?
Culliinanse .BI‘OS .

18 o) Stpontare el fgerel e Grand BIvd.

| (¢) Where did injury occur?.

(a) Accldent, suicide, or homicide (specify)

() Date of ccourrence.

(City or tawn) l!)

(d) Did infury oceur In or ahout home, on farm, o in

pnbl!e Jmﬂ

B I place)
e P Menpe o |

(b) o > -
19. {a) jij'[ d 1 ]H J 3 ) K— (31_-_1.3. arother)ee—.
{Dnte received Jocu) registrar) *s signatore) | Date sdgned e ..

(4

{Licensed Embnlmer's Statement on Hoverso Side)




STATEMENT BY LICENSED EMBALMER

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

. , Registered Apprentice l\}o

working under my personal supervision.

© o Licensed Embal No. Asl S/ c ]

P.O. Addrse, SC. ’7 .
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lns OWN H.ANDWRITL . (Fallurc to cbmply wi
the above constitutes grounds for revocation of license.) :

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



