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N. B.~~Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH In plain terms, sc that it may be properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE

BurEAU OF ‘.I‘HE CENBU!

AN L2T L)

Registration Distrlct No

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Reghrtration Distriet No,

s 31211
RMmmnmuwjlfulzldh.

1. prace or pEat: J({[][]) 33

{a) County.

2

lLouis

.

(d) City or town St

(It outside city or tawn lim]ts, write “RURAL" and namas of towmhip)
(¢) Name of hospital or institution:

Enroute To Hosnitsal

{If pot in hospltal or institotion, writs street number or Jocathon)

(d) Longth of stay: In hospitalor

{nstitution

2. USUAL RESIDENCE OF DECEASED:

(@ State. MLS80UTI ) County
(¢) City or town St Louis //

{If outalds clty or town Himits, write “BURAL™)

3939 Cottage Ave

{If raral, give keation)

(d) Street No.

(Specily whether
Inthls unit
® ynrf.O::T;h- ory dayn) (¢} If forelgn born, how long in . 8. A.? Years.
- MEDICAL CERTIFICATION
S pEnT Millie Gibbons 5 2. oo 0
- 20. DATE OF DEATH: Month day.
3.‘ (@ T vatersn, & (@ Soclal Socurity yoar. 1959 hour. 9 minute, 30 a M.

name war,

No

4. Sex Femal e race

5. Color or

White

6. (}) Name of husband or wili

Johm Gibbong

6. {a) Single, widowed, married,

divorced.lm_i_gg
8, (¢) Age of husband or wife it

£7 e

Nov 26th 18’76

21. I hereby certify that I attended the deceased from__w__a___(......m
1DF. o skl A 19BF

that ¥ last saw HQL __ alive on.w 7 1922.
and that death eceurred on the date and hour ltnted above,

Immediate cause of death.

7. Birth date of 4 d
(Month) (Day) {Yoar}
8. AGE: Years Months Dayn If less than one day Due to
Gé 0 6 R |} min.
o. Birthplace_ S0 LOULS Missouri
{City, town, or eoanty) {State or foreign ecuntry)}

10. Taual ocmpntion.___,_m_gl_mmw

/
Other conditions. (/

| " {1nclude pregoancy witkin 3 months of death) I W J—~————
11 Industry ot busibess Pt ) PHYSICIAN
Name Disire Steiver / - Major Bodings: { _
E 12. F ‘v/ P ) t’lg'mierlu:lte
ea
& \ 13. Birthpiace @ ran c)e a . 5 wli:lch;t]l:;lgg
tate or foreifn country] shou °
# (14 Maiden came (S etoiTsiy ox foret Ot autoysy heuidhs
E 5. Birthol Unknown 7.
= 1B. place T ye——— m,’ (Biazy ot foreisn mnl-ry) 22. II d eath was due to external causes, fill in the followlng:
18. {a) Informant’s own sigoa (@) Accldent, sulclde, or homicide (specify)
@ Address 5939 C ot ta{ e Ave (b) Date of occurrence
17. (@) Burial (b Dtta thereot L 2 9/39 (e} Where did injor * ity or town) County) (Btate
(Burial, crematicn, or ramoval) (Month) (Day) (Year) |l (d) Did Injury oceur In or about home, on Ia.rm. 1n inds place, In pubtic plzce'l

Calvarvy Cemetery

(¢} Place: burlal or cromation

18. (a) Signature of funersl director Stroot - C

19. (@) Sithe’
(Dai urwtludlunlmkmt)

Spt:i!yt f plaes)
‘While at work? ¢ ) (:,m ﬁc:.nn of Injugy

{Licensed Embalmer's Statement on Reverse Side)




1

STATEMENT BY LICENSED EMBALMER . |

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

: T . , Registered Apprentice No... oo

working under my persona! supervision. ’ ‘
. -

. . Licensed Embalmempﬂdﬁﬂ
! . P. O. Address ?2 yﬁ .

Note The above MUST BE SIGNED BY THE LICENSED}IMBALMER in his OWN HANDWRITING (leure to comply wit
the above constitutes gmunds for revocatmn of license.) i . ,

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

ot Signed




