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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, so that it may be properly classified. Exact statement of OCCUPATION is very imporiant.
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B C oy L
N Rﬁ“:.”::, . or < STANDARD CERTIFICATE OF DEATH State Fite N,
LG balny Lo .
Registration Di:trictul:l-lo [I £ Primary Registration District No chidrnr’l No.
1. PLAC'E_OP DEATH: / 2. USUAL RESIDENCE OF DECEASBED: /
(a) Cousty. ’
(b} Clty or town 8t,. Louis {a) State Missourl ()] Cm:lnty

(e) Placa: burial or cremation
18. (a) Signature of funeral
(b) Addres

Y

{1f outside city ar townlimits, writs "AURAL" and nama of towsship) Z’
{¢} Neme of hospita! or institution: (). City or to
e BOmA Y. Phill i'En_a___ﬂg_a ' (If oatalde clty or tawn limits, write “RURAL"}
{If not In hospital or inatita: write streot bal' or location) )
(d) Length of stay: In hospital or institution 4‘“‘}1 {d) Street No. _.___.___2.3.5.2...(11&1&.3&&\1
{Specify whether rural, give locat
In this communty 19 yrs. NO PHYSICIAN IN ATTENDANC E
years, months or days) (¢) If foreign born, how long in . 8. A.Y. yeara,
= . MEDICAL?CERTIFICATION
3. {a) PRINT X W /J. 5 U -
FULL NAME........ s g .
NORT enoy Hillleme PRy e — 20. DATE OF DEATH: Month ___ P €C, day. 18th
e il R i veur 1939 bow. 5140 . mie. Pa a1
NRmMe WAT. 0.
21. I hereby certity that I attended the 4 d from.
5. Color or 8. (a) Single, widowad, martied, 1% to 19 :
4 sex..Fom race. Col divorcod... AAQW that I lastsaw h alive on 19.___;
6. (b) Name of hushand or wile...... .. . 8. (¢) Age of husband or wife if || atd that death oecurred on the date and hour stated above. Duration
_.Jees Wlliems alive DO CE ase;lm,, Immediate cause of death
7. Birth date of docossad . (getober)| _Hemorrhage of Brain; (Apoplexy)
(Mm) Bay) (Yeur) Coronary Sclerosis;
8. AGE: Yeara Months Days If lezn than one day Due to. i : [9
Avt P > N i, | = ) 17
e to.
9. Birthplace......JIndon Ci . N T o
{City, tawn, or county) {State or foreign country) F
10, Usual occupation..... JOUBE WO LK (at home) | oppercontition ooy /? f‘ TP —
11. Industry or business 1/ PHYSICIAN
12. Name Miles Edmonds & | Muior %’;ﬂﬂ“. - -
' ? hbpariad
= 18, Biribp ( Un)&ng_m 2, which death
F
& ¢ 14 Malden pame. . DAEBEWR (Sente or foreign cosaiiy) Of autopsy. E:!l:ét:?:ld:'&
g { 16. Birthplace. e [I:}knm o Tosien coemrrsy || 22- 11 death was'due to external causes, £l tn the following:
16. (a) Informant’s own signatur M_ (@) Accldeat, sulelde, or homiclde (spocily)
' &) Address . {#) Date of occurrence. 2
17. (&) Hemwa]. () Date thereo : (e) Where did Injury {Clty o town) (Coanty) (Siate)
{Burial, cramation, or removal} Union Cig C%& Dy gé’lenr) ur in or about home, on farm, )
’

(Licensed Embalmer’s Statement \rhm_m sm.) /
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N i STATEMENT BY LICEI?SED EMBALMER . LT

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

! ., Registéred Apprentice No

working under my personal supervision.

Licensed Embalmer No / / 7 \3

R X} Add'ressb_ﬁ:/ 7Wﬁ

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

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

Signed. /1.
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