HERMANENT RECORD

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 QCCUPATION is very important.

—USE UNFADING BLACK INK--MAKE A

WRITE PLAIN

@nl H1BS1

DEPARTMENT OF COMMERCE

Registration Distriet No.___. 7

Burnav or THR CENBUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District NO.J.0.0_g

N 960
Raiars Yo Q6O

1. PLACE QF DEATH:

{a) County. ﬂuﬂ FEB 17 1011!'
S5t _Louls WY

{b} City or town
{I{ outaida city or town limits, write “RURAL" and name of lawmhip)
(¢} Name of hospital or institution: l

Homer G Phillips Hospital
{Spoci{y whether

(I not In bospital or institotion, write strest or Jocation}
{d) Length of stay: In hospltal or institution aa,
Inthiscommunity. Unknovm

years, months or doys)

2. USUAL RESIDENCE OF DECEASED:

(o) Btate__Liissouri (® County.

{e) City or town St Louis Z —(
{IT outaide city or towa limits, write “NURAL"}

(d) Street No. 163 0 Gay

(It ruzal, give location)

(e} If forcign born, how long in U. 8. A.? years.

18, (a} Informant’s own lf_fnl.t‘ul‘
®) Addrem omer

17 (ﬂ)
{Buria!, cremation, or removal)

(¢) Place: burlal or erematio;

G Phillips Hospital

- L MEDICAL’ CERTIFICATION
8. (o) PRINT James Smith Lot L
FULL NAME. - o YO
o o e 20. DATE OF DEATH: Mogth. 2NUETY o0 5
3 veteran, . {£) Bocinl Security year 191*0 hour. 5 00 minate. AM.
name war. No.
21. T herehy cortlly that I attended the d d from
Mal 5. Color Hearo 6. {a) Single, widowed, m&d December 23 10.3%9 0. _January 5 1040;
L ¢ e +
4. Sex ! race £ divereed..... I'J'ax:z‘le that I last saw h 1L aliveon Januarv 5 19../LQ:
6. (b) Nemeof husbandorwife_.. . . 6. {¢) Age of husband or wife if {| and that death oecurred on the date and hour stated above. Dusation
nknovm auve.......,....Unk years || Immedinte camse of death......., .
7. Bisth date of d . Unknown Arteriosclerosis ¢ Hypertension Abgut 1O0yrs
' (Month) (Day) (Yaar)
8. AGE: Years Months Days If less than one day Dua to ‘!
1
i About 72 Be. i ¥ 2
«|{ Due to ; i
9. Birthplace Unk _ South Carolila : T
L ty. town, or cognty) (State or forelgn country) g
10. Usual occupation aborer ,j ogm‘_c Emf.l o within § ha of death) ——
11, Industry or buslness, Unk £ PHYSICIAN
T . Major findings: —_—
;Ei { 12. Name. Unknqr.m 7 Of operatiom ‘ gndarllm
2 \ 12, Birehplace U P : {Unl«:nrown Q) 1 153@3
WD, or count; lorelgn try, ) shouid b
g 14, Maiden name Bﬁ‘:“ﬁ’ i f}ﬁk" w? Of antopey. &l::’rzedlt:-
§1 15. Birth link Unk - catly
2 1 place T — Ve or Tortigm conmiey) |} 22- 1 death was'dug to external causes, fifl {n the following:
} {a) Accident, sulelde, or icida (spectty)

(b} Date of cecurrence
(¢) Where did Injury occmr? o o o ey
{d) Did Injury occur in or about home, on farm, ip {ndustrial pluce. in publie place?

18. {a) Signature of funeral director. LAl = While at work? (s"df'("’)'"ﬁ;:;“g, Injury.
® A‘dd"- 28. Signatur s H. i Mﬂz—.—.! M.D.crother)
19. S !
(a>( Data received loal regintrar) Address < typier Date signed . _
{Licensod Embalmer's Statement on Roversa Side) 1/8/40




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

, Registered Apprentice No ' )

w'ofking under my personal supervision,

Signed

Licensed Embaimer No

P. 0. Address

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

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




