ormation 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 OCCUPATION is very important.

DEPARTMENT OF COMHERCE
BUREAU OF THE CENaUS

JAN 12 1940

MISSOURt STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet N

susereero 4 1 400
Regisirar's No._m

Registration District No.._ LM 7L

1. PLACE OF DEATH: ﬂ@\[mgz

(a) Count; G.
e St-Louis Ho

(b) City or town
{It cntside eity or townlimits, write "RURAL" and neme of towzship)
(¢} Name of hospital or {nstitution:

4053 Parker

(If oot fo bospita! of institoticn, write strest cumber or location)
(d) Length of stay: In hospitnl or Institution.

2. USUAL REBIDENCE OF DECEASED; I

Missouri

(a) State {b) County.

St,., Louis

(It outside city or town limits, write “RURAL")

(d) Street No. 4053 Parker

(If rtral, give location)

/6

(¢} City or town

18. (z) Slgnature of funeral director.

(¥) Address -Agf;[”/ z
19. (a) PR Y] d 5 )]
{Dats rocedved local registrar)

{Spacify whether
In this community. 1 O Ye ars
years, months or duys} {e} If foreign born, howlong In U, 8. A7 ——-years,
MEDICAL' CERTIFICATION
8. () PRINT = pyon ?,J % .
FuLt naMe_Amanda M.Richardson o
(o T vet d 5 (0 Secal Recurit 20, DATE OF DEATH: Month....... JEC a__day
B veteran, . (e
e 1 your._ 1939 houw__ 9 lzate 0a: M
name war. N0 No.
21. I hereby ecrtify that X attended the d d from.
6. Color or . 6. (a) Singte, widowed, married, 19 L to 19
4 Sex ¥ race VL ﬁL aivorens i OVEG = oy
T ohn that I last saw b LT, alive o% 19___;
6. (3) Name of husband or wife."_ 2225 6. (¢) Age of husband or wife if }| 2nd that death occurred on the dafe afid stated ehove. Duration
allve. ... .years || Irmediate cause of degt . RO E_____
7. Birth date of deceased._ ) OV 7 1851 B DA oS
{Month) (Day) (Yeur) _ o
8. AGE: Years Months Days If leza than one day Due t b u,—-? %y_tﬁ
88 0 21 N ; o || = LW Y . ) i .
r. min, 7
Dus ta__Q_Q— M’e 2 &Uﬂ,
9, BMhpInce___B.Qﬁltlm.:___mrm Mi - ' o~
-1 City, town, ar county tats or forelgn country, {‘ lC‘
i Other conditions.. N B8 = _1310C iy 7Py By
10. Usual oceup Ho usew 1fe C—l (h:rh:::.n' ns. o ) rB 2Ny
11. Industry or business PHYSICIAN
Mzjor findings: " B —
12. Name. Inknown (’ Ofr operationa N o€ /‘( ’ = Underline
- | m kn oym j. I ‘ i-} the caoye to
te & 18. Birthplace ((‘J ) @ de:; o;wnm) N o m Q ’ ) 'l?lchldrl:h
ty, o &y, tate or . shou .
E 14. Maiden mm____'immn £ Of sutopey. v od sta-
s 22. If death was duse to external causes, fill In the following:
| )
16. (a) Informant's owpfly _I \) _‘(h) Aceldent, suicide, or homicide (specily
(2) Address : (@) Date °1dm anea :
17. {a@) m».»lmﬂl.m/{bl Data thereol. () Where did (City or town, (County) {Stats)
B {d) Did injury oceur in or about home, on farm, in Industrial piace, {n public place?

(Licensed Embalmer’s Statement on Reverse Side)




-

STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No

Signed M @
Licensed Embaimer No

o ' R ' POAddr.ess“’é-—’?’fWﬁ

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

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

working under my personal supervision,




