Ci

}=-

Ll

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 important.
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DEPARTMENT OF COMMERC]J’Z(\
BUREAU oF TEE CENSUS j

MISSQUR! STATE BCARD OF HEALTH

4 %STANDARD CERTIFICATE OF DEATH
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sasrione—367.4°
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& 2 Primary Registration District No_ /L /N £

Registration Distriet No.. m Regisirar's No.
L PLACE OF DEATH: . ‘{94 2. USUAL RESIDENCE OF DECEASED:
(@ County St, Louis / Mo St. Louis
(8} City or town, Clayton (a) State . (%) County. .
() Name of hosy, Sf:ru;.ndo :l‘.ltt,il?;l town limite, write “RUCIAL" end name of townahip) Le
Cit; town maa
ouis C ounty Hosg pital @ Clty ar tow (If ootalde city or town limits, writs "RURAL"}

{If oot in bmpilll af iostitutlion, write st
{d} Length of stay: In hospitalor Institution

T 156 ‘6" days

'73;7 Erskine, Lemay

{11 rural, give location)

(d) Street No.

. (Specity whather
Inthis community. ll fe .
ywira, monthe or deye) (¢} If {forelgn born, howlong in U. 8. A.2 YEars.
.- MEDICAL CERTIFICATION
8. (a) PRINT 1T 25
FULL NAME wl lbul' ‘HO Od ) / (/’J J‘an 12
TR . — 20. DATE OF DEATH Mozt . day. ‘
’ veteran, 9 - (€} Sock eﬂ:)ﬂ ¥ year. 1940 hour 4 minnte s 13 A s _M.
name War. . No :
- 21. I hereby certify that I attended t.ha d d from ll-l 7-39
1 5. Calor or 8. (a) Single, widowed, married, to_ 1=12=40 .
male i i i )
4. Sex. — rncm‘ avorccd RAT XA LG, that I trst saw b+ 1B ative on 1 12 40 19
6. (b) Nome of husband or wife....___ 6. (¢) Age of hushand or wife if || and that death oceurred on the date and hour stated above. Duration
Elizabeth Woo 4 nlive.._..........L.......ycars Immedi e of death
7. Birth date of decansed.... M&Y 29 189¢ N O SO0 _ Ao K)ol
(Month) (Day) (Year) o SA .,d ' ot ,#'
8. AGE:; Yearn Months Daya If lezs than one day Due to. :
43 7 20
SN .} A min. -
. E . Due to
8. Birthplace. St’ s Loul 3 MO EY
(Eﬁly. town, ur cousty) {State or foreign country) .
) Other conditions
10, Usual occupatien nl l - {. (l:crluda preguancy within 3 months of death) J Fem————
11. Tadustry or business.._ O 'IPHYSICIAN
o . - . Major findings: —_—
E { 12. Name. Gal 1 t on WOO d {} O opetations. Underline
[= = th to
2 |13, Birthplace St, Louis Mo, which death
¥ lown, or co {State or foreign conntry) ot . should be
E { 14. Maiden mme__g‘idﬂr.a_iear_—_. a fﬁm"‘l’;‘"
St, Loui 8_- M :
15. Birtbpla Qa ;
E Lrtbplace Gy oo Biate o forelgn conntry) 22, If death was due to exterbal causes, fill {n tho [ollowing:
- &—— (a) Accident, muicide,’ or homicide (specify)

18. {a) Informant’s own signntu.r
(b}

Addr
17. (a) -M
cremation, or removal)

(¢) Place: burial or cremation

)74
18. {a) Signature of funcral diregtor, JJ’MA&&(——MC&
€] Add:ess_____l_, i bt
9. (a) _JA !

(b), Date thereof.

a4
(Mmu:r' (Day} (Year)

{Data received local registrar}

(b) Date of occurrence.

(¢} Where did Injury oceur?.
(City or town) {County) {Siate}
(d) Did injury cceur in or about heme, on farm, [n {ndustrial place, In puhuc piace?

(Specify type of place)

W'yi:le at work?. {¢) Means of Injury.

(M.D.orother) ..
Date signeda. ..
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STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No

.. working under my personal supervision,

Signed

Licensed Embalmer No

P. O. Address,

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.)

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




