N. B.—Every item of information should be carefully suppﬁéd. AGE should be staied EXACTLY. PHYSICIANS should state

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
BUREAU OF THE CENSUS

B NOV 13 1058

Reglatration Distriet No,.....

-TOAR

MISSOURI1 STATE BCARD OF HEALTH

@)l STANDARD CERTIFICATE OF DEATH

Primary Registration District No....cocicesrsesermm S

sonriene. 90918
Regisirar's Nn___-_%

1. PLACE OF DEATH:

{a) County. i ‘l
(%) City or town St, Louis
(If cuiside city or town Hmlits, writs “RURAL" and name of towmship}
(¢) Name of hospital or institution:
Homer Phillips
(If not in boapital or invtitution, write #ireel pumber or location

(d) Length of stay: In hospitalor institution D 1NC A 4] _—
{Specify whether

2, USUAL BESIDENCE OF DECEASED:

/
{0} County oo —
St, Louis ﬁKC]

(If outaide city or town lmits, writs “RURAL")

1524 N 9th

(21 rural, give location)

(a} State... Misgouri

(e) City of town

(d) Street No

. {a) Informant’s own signature.
(6) Address.. 26.QL..H_.Hh

. (a)

{Burial, cremation, or reme

{c) Place: burial or cremfdiod

18. (o) Signature of funeral director.
(b Address.. . .

19.

W

In this commaunity.
yoars, months or days) (e} Il lorelgn born, how longin U. 8. A.? years,
MEDICAL CERTIFICATION
a. PRINT .
({.J)LL NAME..._Lom. (ooper /4 () Sent L
5 Tvet = 2 5 (&) Social Secwrls 20. DATE OF DEATH: Maonth.... 288 day.
X vateran, . ocla)
nama wa 1:;0 © ¥ year......lgs.g............._..._hour 1 minute. 15 a M
8 WAar.
21. I hereby eertify that T attended the d d from 8/'20/"39
y 6. Color urc 6. (a} Single, widuizzd. mi.rriad, 19, tO..s a; ZBQ - - L0
4. Sex TACE dIvorced__.__..E.r_.__.__e that I lastsaw h j IN.. alive on q /Jl /'-]Q 19 H
6. {5) Name of hushand oF Wife...c.c.cmmmmne 6 (€} Age of husband of wife if || and that death occurred on the date ud hour stated above. Duratio
U T n
SR s [ T #7270 1> SN altve 44 _years || Tmmediate cause of death
7. Birth data of deceased JAN. 1, — || -Gastric_malignancy ) dbt. 18
{Month) (Day} (Year) 4 mo
8. AGE: Years Months Days If less than one day Due to. - \{ 3 .f'
N
5 8 8 3 hr. min, ] 2 W
: || . i3
8. Birthplace. ;. Ui - ﬂ/ h
{City, town, or county} (Stats or fuﬂ}lh country) %/
. - Other conditions. == :
10. Usual occupation nil -) ([aclude pregnancy within 3 months of dutlg
11 Industry or business. : PHYSICIAN
-f Mnjor findings: —_
E 12, Name..._Z20rze Cooper N operations == Underline
Migsgiss 1ppi] the cause to
= \ 18. Birthplace — - e T s wﬁ:{ch ;l;ul:h
¥, town, or county’ or foreign couw -—— ahou -]
& ( 14. Maiden nome... WELKIROY, Ot autopey charged sta-
o . y.
S 15. Birthplace - unlcn_own P
2 [City, town, or coustry) 22, If denth was due to external causes, fill in the following:

(a) Accident, suleide, cr hamicide (specify).

(b) Date of occurrence.

County)
place, in public p{nce?

.

(¢) Where did injury oceur?.
(City or town) 1
(d) Did injury oceur in or sbout home, on farm, in ind

‘While at work?..._p
28, Signature. ...

Add 2601 N T

(Specify typa of place}
Means of inJury._.........,.g..._.._.. _____

1" == T—

Dateo maﬂlllZ39

(Licensed Embalmer’s Statement on Reverse Sido)




- STATEMENT BY LICENSED EMBALMER

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

,» Registered Apprentice No

working under my personal supervision.

Signed

Licensed Embalmer No

‘ P. O. Address

Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank,
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(Failure to comply W
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