- N. B.—Every item of information should be carefully sﬁpplied. 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 is very important.

*

DEPARTMENT OF COMMERCE
JAN'T% 1920 791

Registration Distriet No.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No

o 41376

L. PLACE OF DEATH: LWJ\U)@ )
(a) County. .
(8} City or town St Louls

{1t outside eity or town limits, write "RURAL" und name of township}
(e} Name of hospital or institution:

Homer Phillips
(I not in bospital or inatitutiun, write luugumber or tion) .
(d) Length of stay: In hospltal or institution_25._NI'S Sjl___..._.._.mn :

Unknown (Bpecify whotbor

Inthis community.

2. USUAL RESIDENCE OF DECEASED:

/

(a} State_Missouri
St Louis

(If outside clty or town [imits, write “RURAL™)

2631 Franklin

(11 rura), give locstion)

(b} County

2-{

(e} City or town

(d) Street No

16, Blnhplacew M
= City, town, or cgunty}
16. (a} Informant's own dzmture_g

{b) Address § Clrasn— oui

1# () _ﬁ-ne_u.'d.!__..__
(Bdrial, cremintion, of ramoval)

(¢) Place: burial or cremation

{&)} Date thereof_./_a_.._/

cnlh) {Day} (Yut)

yenre, months or days) (e) If foreign born, how long in U. 8. A.1. yeara.
. R MEDICAL CERTIFICATION
B (o) PRINT James Phillins  Lb] 2— Dec 5
TR NEY cla; 5 20. DATE OF DEATH: Month day.
N t N 3 ecurit; .
veteran Z{ € 0"_ ¥ year 1939 hour 11:00 ming <
name war, (i No. DecemESerz
21. I hereb, cnrtl.lﬁthat I nttendedﬁ d from.
2 5. Color or €. (a) Slngle, widowed, marri December December 5 19_22_;
4 Sex.w roce Swet divereed %. 220 that Ilastsaw b im aliveon Decemb er 5 1927
6. {3 Nameoof ndorwife__________ & (¢ Aga of husband or wife if || 22d that death occurred on the date and hour stated above. Dusation
c i ]
. / aliva... years || Immediate caune of death -
- Lobar Pneumonia, Type V Abouti7 da
7. Birth date of deceasod_!_ Pt o4 (3%0 2 1 days
o \/ (Moath) {Day} {Yeat) o ‘
. S f
8. AGE: Yoars Months Days If less than one day Dua to. l /
ﬁ é a‘ hr. in
. - . _ = Due to. . I A \-{
§. Birthplae l [ [ Y
{City/Jown, gr county} (State or fo‘[sn cotintry} I ’ U
% LM-\.— Other conditiona,
1¢. Usual occupatio fl {Intlude pregoancy within 8 months of death) l U
11. Industry or bn.dnea PHYSICIAN
o - ) Major Andings: ) —_—
E { 12, Nnmem_uu-_mw_w ? Ol operationa Underline
. th
= | i8. Birthplace QM’M"‘T‘—" - — , which death
City, yown, of county, State or foreigtd Gbuntry should be
E 14. Malden nam = W e zo Ot autopsy charged sta-
g tistically

22, If death was due to external causes, fiil in the following:
{a) Accident, sulcide, or homicide (specify)

{¥) Date of occurreace.
(¢) Whera did Injury occur?
(City or town} {Coanty) (Sta
{d) Did injury ocecur in or about home, on farm. in {ndustrial place, In public place?

(Sp.d!y(tm of place)

18. (o) Signature of [unera! directorl 4 £) Means of inj ......._...............-......._...
%) Addr . ?
o L m“?" wir” (M: D, orother).c...T
{a) [ G._, Data -
b I




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse eide of this certificate was embalmed by

- : Registered Apprentice No.

OREE

working under my personal supervision.

Licensed Emba

. lmerg
e P. O. Address.: ef/
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN (Failure to comply

the above constitutes grounds for revocation of license.)
K this body is not embalmed, above space should be left blank.




