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 QCCUPATION is very important.

DEPARTMENT OF COMMERCE
BUREAU oy THE CENSUS

JAN 121920 DR
HM

Reglstration District No

MIS-SOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No.

dla ﬁ!rl,t{,.?i_ya 1 :j ;{0&’

Stats Fils No

reinsars w0 1OAD3

L. PLACE OF DEATH: LN

{a} County.
{b) City or town

/
St, Louis

(I outeids ¢ity or town limlts, write “RRURAL™ and name of township)
{e) Name of horpital or institution:

t. onthony Hospital
{If oot in boepital or [nstitution, write strest cumber or location)
(d) Length of stay: In hospltalor institution

{Specify whetkar

2. USUAL RESIDENCE OF DECEASED:

/

Miaaouri (% County

St. Louis /7 &
{1t cutslde city or town limiis, writs “RURAL"™)

2629 S0, Kingshighway

{I{ rural, give location}

{a) State

{¢) Clty or town

(d) Street No.

{15 Biﬂ.hplaca
{City, l.o'n -!xn muntry)
16. {a) Iaformant’s own signature.

2529 S0 Kidéshig ay

(b) Address
17. {0} Burisl (b} Date thereol Dec. 6y 1939
(Burisl, cremation, or remaval) (Monih) {Day) (Year)

Hew S, 3, Peter & Paul

{e) Pl cu o crgmation

18. {a) Slgut“ﬁ’: {funeral d.lrectnr.

'!'Jm. J. Bobert L- & U- 4

In this community.
yeara, months or days) {#} If foreign born, how long in U. 8. A.? — 1 N
MEDICAL CERTIFICATION
8. (a) PRINT
RN Infant Gilloo 45@ D 5
3 - 20. DATE OF DEATH: Menth +/8C day_ g4
. (B) If vat y 3. Social Securit
(%) If vateran (c) Socizl Security year 1939 hour b minute A, M.
DEMa War No.
21. 1 hereby certify that I nttended the & d from
ia 5. Color%r 6. (a) Single, widowed, married, 18 to 19___;
4. Sex le race. hite divoreed..owivsiriens |1 tpat I last saw b alive on 19 ;
8. (b) Nameof husbanderwife__.______ 6. (¢) Ago of busband or wife if || 80d that death occurred on the date and hour stated above. Dirati
urakion
alive_.__ .. yoars || Immediate cause of death o~
1. Birth date of 4 o December 6, 1939 e o _
(Maath) (Day) {Yenr) Ty
8. AGE: Yeors Months Days If less than one day Due to
S'{\ LL {’Sb&\l S - min.
. .- Due to
8. Birthplace. St- Louia ﬂissouri -
(City, loWﬁ. or county) {Stats or forelgn country)
oD. one Other conditiona
10. Usual £ s {lociude pregoancy within 3 months of death) —
11. Industry or business. - PHYSICIAN
o B &, Major findings:
& [ 12. Name Robert Gillon & Ot operationa Undertine
> S the causa to
B \ 18, Birthplace herbrooke 3 5 can!:j‘a { = : wbelch d:ath
to tate or 0 coantry should ba
ﬁ 14. Majden name Heﬁ‘h shww Ot autopey cll;airg:ud *tae
E tiscieably.

22, If death was due to external cnuses, fill in the following:
{a) Accident, suicide, or homicide (specily)

{b) Date of occurrence
{c) Where did injury occur?.

{City or town)
(d} Did injury occur In or about home, on farm, (n

peacify w-
njo! In.lu.ry
23._Bignature 0. arot.her

rsglnunty) (State)
industHal place, ln public placa?

e ‘While at work!

Addrussa 73 q Qr‘w Date dgued.....

(Licensed Embalmer’s Statement on Heverss Side)

be




.S'I.'ATEMENT BY LICENSED EMBALMER

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

- Fias -
' ?b’bi gk - QA . Registered Apprentice No

working under my personal supervision. ‘ . .

Signed

Licensed Embalmer Nrf :

-

POAddrm i

Note: The abhove MUST BE SIGNED BY THE LICENSED EMBALI“EB in hxs OWN HANDWRITING. (Failure to comply wi
the nbove constitutes grounds for revocation of license.)

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




