MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

S
5 % 447074
;ez‘htntion Dhtricjﬁlj..&l_ Primary Registration District No__% Repidrar's N’o_g.az.:l_%..__

§3QRTMENT OF COMMERCE
BURBAU oF THE CENSUS

Siate Fila No.

..-_.L
2
J\
=
C..
=
=

J

. AGE should be stated EXACTLY. PHYSICIANS should statep

1. PLACE OF DEATH: g_ 2. UBUAL RESIDENCE OF DECEASED: I
(a) County. St, Louilr — i i St L i
() Clty or tow Webster G (a) Stata, gsourl (5 County . ouis

(I outaide city or town limite, write “RURAL" and namas of townabip)
(¢) Nams of hospital or institution:

W, Jeckson

(It oot In hospltal or institation, writs strest number or bocaton)
{d) Length of stay: In hospitalor institution.

Webster Croves

(If outaide clty or town Ilmits. write “RURAL")

(@) Street No. 415 W, Jackson

(If rorel, give bocatlon)

(¢} City or town

AT X190

A0V, Ui 0w

®) Adrend1D VT
17. (,,) Burial (b} Date there

(M (D-r) (Year)

Barlul, erematlcs, u

(b A
19. (a)

(Data received Jocal registrar)

{¢) Where did {njury oecur?, "

City or 1own}

lr)
() Did injury cccur in or about homo. on farm, in lnduxtrLl
_——_—.—._~

o
§
2
E
ol
@
[
3
=z
=]
]
=
-
% {Bpecify whether
Q Inthis community.
(=] yaurs, months or daye) (e} If foreign born, how long fn T. 8. A.? years.
L)
S 5 MEDICAL CERTIFICATION
g | *filrane_ Elva Gale L6 Dea 24
E - 20, DATE OF DEATH;, Month______‘._.__u._._day
g |[ > @ uvetero, b @ SoclaiSeety N e 1939 wo.Bine v
8 name war No V4 ;?
- 21. T hereby certify that I attended the d from,
§ 5. Color or 8. (o) Bingle, widowed, married, ;E b A
“ 4 su""E"ema € - "’“"W dl“’"’“’d"‘Ma'r‘r'l’e‘d that T [ast lawh&..aliva on.
'qg; 6. (b) Name of husband or wif Leone 6. {¢) Age of husband or wife if || nnd that deatk occurred on the date snd hour rtutnd sbove. Duration
= . alive...2% . years|| Immediate cause of ﬂm-t: —
E 7. Birth date of d Deg, 31 1879
< (Moxth) (Day) (Yoar)
2r
= g B. AGE: Years Months Daye I lema then one day
) ﬁ
E & 1¢ ﬂ\pf' br. o min.
L4 -
g 'E 9. Birthplace Greenville 111,
% E (City, wﬁn. or counly) £ (State or forelgn covotry)
nditi:
e ,:,-:- 10. Usual oceupation Quecawvlite } - 0:}1::'::.' tions T P e —
5 £ || 11- 10dustry or bustnem. /’z r L/ PHYSICIAN
B : Maujor fndings: ‘ i —_
5 & E { 12. Name Unknown & Of oper H"?’/ 5 Uadertine
nkn . t
g E & L10. Birthplace (i Y o ® nmi I try) ")‘ZM 'zi:lg:a:?.gb
ty, e of b ooun! shou L]
g 14. Malden name T SHRYTGh Ot sutopey , [chared st
~ E3 Unknown [tistieally.
E ﬁ 3K 18. Birthplace (Gity, vown, o ‘,) Siate lm!nmtrr) 22. If d eath was due to external causes, fill in the following:
= 3 — ey
g 5 E 16. (o) Info t's own d:nlt (@) Accident, suicide or homiclde (specify
B BB (®) Date of ocecurrence. o —
@ -
"A
Ea
He
I <]
o5
. -
23




STATEMENT BY LICENSED EMBALMER.
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