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 clagsified. Exact statement of OCCUPATION is very important.
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1. PLACE OF DEATH: SNADS 2, USUAL RESIDENCE OF DECEASED:
(o) County. - I 13 .
@) City or town_.55.. LOUis Vi (@ swte. Eissourl @ county

{1f outaide clty or town limits, write "RURAL" and namae of township)
(¢} Name of hospital or Institution:

Homer G Phillips Hospital

(It non ko boapital or Institulion, write -I.re‘,é \E.bu or location) IF

{d) Length of stay: In hospital or institution.

/]

St Louis
(If outeide city or town limits, writs “RURAL")
3827 a ‘lindsor

{If rura], give location)

{e} City or town

{d) Street No.

- {Specify whether
Inthis community. nknown
yoars, mooths or days) {¢) X! foreign born, how long in 7. 8. A.? years.
- £ MEDICAL' CERTIFICATION
3. (a) PRI . . 2 '
RNt Josie Smith 957, December 24,
8. (b) If veteran 8. (¢} Soclial Security 20. DATE OF DEATH: Month 1 OO day. 45 A
. » " ” 2 . min M,
name War. ‘/ Ne. / ¥ear ol uta
- 21. I hereby cortify that I attended the d d from,
5. Color o 6. (a) Slaglor-widawed, married, || December 22 1039 1o December 24 10.39;
s FEMAYE | ree COL.. avercd MARRIED. thet I tnst saw b BT aliveon December 24 18.39;
6. (b) Name of husbandor wifa_._________ 6. {c) Age of husband erwiess || 8nd that death oecarred on the date end kour stated above. Duration
allvesZ. o i years || Immediate causs of death
7. Birth date of d d p 22 ,}3 97 Subacute Nephritis ¢ a.cees-e/ 7410 days
: {Month) (Day) {Your) ﬁ—p{/ QIW MXZ_M#
8. AGE: Yeoars Months Days | . It less than one day Due WQ
4/ — /4 Z 7/
/ 0 2 I/. hr. min,
" i Due to.
9. Birthptece. 3 . L O V1S A3, . a
(City, town, or county) (Stats or forsign country) g
10, Usnal occupatio %?m“m within 3 months of death) p———
11 Industry or buxinesa PHYSICIAN
MlJor findings: . ——
8. N.mhcuwm&ﬂmg of o - ———— | Underiine
- the cause to
m 18 Blrthp!u:e which death
uhurnm;nmmtryy" Of autopsy. - shonld be
g 14. Maiden umqgm.ﬁﬂ_s_ﬁ_._____—T f mnv .
§ 16 Binthplace. D L L O VIS T o ——— » 2 || 22. If death was dus to external eauses, fll in the followlng:
L] b - r? ¥ \
16. (o) Informant’s ovn signaturp (@ :eddcnt, wuiclde, or homiclde (specily -
(5) Address (3) Datsof ;:cnnmm
-— — Wh {njury occur?.
17. (a) (5) Date the (¢) Where Gty o o) Cocn Bt
(Borisl, crewstisn-ss-romaral) (Moatk) (Dauy) (Year) n induntrinl plm, In publie phee?

{¢) Place: burlal mw&m F
18 (a) Siguatare of funersl director_be OVE  UND . Q0. INC.
(b) Address
[CH

J {d} Didinjury occur in or ahout home, on farm,

B; 3 { piace,
oty o 1

: {M.D.orother) _____

Due dznod_.____
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. R STATEMENT BY LICENSED EMBALMER

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

v

. . Regxstered Apprentxce No

o ity 0 Houlind

Llcensed Embalmer No 3 3 8' 9
P Y XY ngleﬂwx/ &

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

working under ﬁly personal supervision.

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