WRITE PLAINLY=-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
N.B.—Every item of information shonld be carefully supplied. AGE should be stated EXACTLY., PHYSICIANS should siate

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

MISSOURI STATE BCARD OF HEALTH

Bsaat or 7am Ceraus STANDARD CERTIFICATE OF DEATH

LB 00T 1.4 MG

Primary Registration District No.

31487

Stats File No. s i :

e 81_Lgo

1. PLACE OF DEATH: @}/@83

(a) County,
() Clty or town St. Lonis
{If autslda city or town limits, write “RURAL'" and name of townahip)
(e) Name of hospital or institution:
Homer Phillins /

(I! not in hoapital or jon, write streat or n} 4
() Leongth of stay: In hospltalor mmmoélm_‘iEst__
Bpocify whether

1o this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

() szm_Misaourj._____.l__ 't5)

County.

1)

(e) City or town St. Iouis
{11 ottside city or town limlts, writs “RURAL™) ¥
(d) Street No. 4236 Fajirfex

{If rural, ghvw location)

{s) X! {orelgn born, kow longin U. 8. A.T.

years.

4
"'é&i‘ﬁﬁﬂéﬁ.&mﬁ@ﬂaeﬁomml\dﬁg_(ﬁg

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month_oDb. . . day. .19

8. (b) If veteran, 8. (¢) Social Security year 1049 home 3 - o £n o M
N PP =
T " 21. T hereby certify that I attended the d d from_9/9/39
&. Calor or 6. (a) Single, widowed, married, 15 to. . 9/319/39 T
4. Sex F race. C dlvorced__S.lI!._le..__s that I lest saw hOY _ aliveon..... 9/19 /39 19. f
6. (b) Name of hushand or wife.. 8. (¢} Age of husband or wife if || and that death oecurred on the date and hour stated above. Duration
alive. . ...yearn|| Tmmediate cause of death _Pulmonerv hemorrhesee | 777 N
7. Birth date of d ¢ September 30, 1916 Fulmonarv tubaravlasis mhre. than
{Month) {Day) (Year) Iﬂt :} 2 years
8. AGE: Years Months Days If Jesa than one day Due to, == ";\ st 3
: i
22 1 1 1 9 hr. min ”l \ .
. Due to ==
9. Birthplace. Louisiane ! b\
(City, town, or county) {State or foreign couztry) }7
10. Usual oceupation nil ? Oﬂz::! :::fitinm T -L-.,, pere ll
11. Induntry or businees el FHYSICIAN
] - : Mnjor findings: —_—
E 12. Name Robart falker g oper - Doderline
! the caioe to
= \18. Birthplace ¥ o org oo which desth
(Clzy, tow wmnly) (Stats or forslyn constry) Of autopey. - shoutd be
14. Maiden iame J@ 8510 _Crayder Reynolds — charged sta-
&7 / & Jtiscalty.
o 1
5 16. Birthplace (City. town, or o) (Btats or foreign country) 22, If d eath was due to external causes, fill in the following:
16. (a) Informant's o ture - (a) Accident, luidde_ or homleide (spocify)
) Ad 3 aA (3) Date of occurrence.
17. (a) - (%) Date theroof G- 21 —3F| () Where 3id Injury oceur? Prp—

{Borisl, cremation, or remaval) -

) (Duy) (Year]
{¢) Place: burlal or crematicn /'A
oy

A

(%)
19. (a)

{Data received tocal registrar)

ty) {Jeate
{d) Didinjnryoccur!nmlhmhme.onhrm.ln nduusblp;n:e. {n publie

Specify [ phace;
While at work?emeoeeeee { ¢ (:mﬁum gl’ 15357

23, mesas_@% mf_ﬁz_e_ﬁ

Addrem 2601 N Vhittier Due

[/ (Licensed Fmbslmer's Statement on Baverse Side)




STATEMENT Bi‘];' LICENSED EMBALMER

. Y

: , .

1 hereby certify that the body. whose name is recorded oﬁtﬁe riverse side of this certificate was embalmed by me, or by
3

AN
Y -

-, Registered Apprentice No ,

working under my personal supervision.

Licensed Embalmer No,

P. O. Address

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

If this body is not emha.l'tn_ed, nhove space should be left blank.
e .




