WN. B.—Rkvery item of inlormation should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may !Je properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE

MISSOURY STATE BCARD OF HEALTH
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B
"““‘_’{ 3 o 2 j00m STANDARD CERTIFICATE OF I:()S:'@TH Stats Fite No
Regiatratjon Distriet No.____ 1 Primary Registration Diatrict No.. oo ceeees Registrar's No 1456
1. PLACE OF DEATH: 2. USUAL BESIDENCE OF DECEASED:
{a) County.
(b} City or town St. Louis (a state_—__Misgouri @ coumty

(1f ouiside city or town limits, write “RURAL" and name of townabip)
{c) Natneof hoq:dtal or inatitution: )

39 Misgouri Avenue

(I not in bospital or Instltution, write streat number or Jocation)

st- Louis b 3

{If outslde city or town limils, write “RURAL")

24

(e) City or town

16. (g) Informant's own slgnature.
(%) Address.

. (&)
(Burial, cremation, or remaval)

(&) Place: burial or eremation.

2726 Guatine :J

(8 Date thereot___2/13/40

(Moath) (Day) (Year)
3.

18. {a) Signature of funeral djream__Q_S.car_I.—-Huf—ﬁme%-B-telr While at wefl

(d) Address

e R
(d) Length of stay: ¥n hospital or Institution y (@) Stroet Nov..ont B9 Missouri Ave.
(Specify whatber i {Itraral, give location)
Inthis community. 50 Jaarg 50
years, months or d-y-) . (¢) If foreign born, howlong in U. B. A.2 years — TN
5 ® — e ] MEDICAL CERTIFICATION
FULL mammﬁarhar&mer P
- 20. DATE OF DEATH: Month___ F€De gy 9
B. (b) If veteran, 8. (¢) Soeinl Security ] 9 4 O 5
name war. no . : No. no. year. ~hour. m‘"ute‘“"s'o'—p’éu'
21 I here fy that I attended the d _Jarn"f—
5. Golor or 6. (o) Single, widowed, marrled, M 21940 4 tormn Yy q N "i[ 2
t sex_ femalel. me e divoreed i AOW— || that 1 lest sawbL2_ alive on. m ‘ 19#@
6. (b Name of husband or wife.... .. 8. (&} Age of husband or wife if || and that death occurred on the date and hour steted nb?é Duratt
_"‘————"—ni‘sh'gla&"mm alive... _________years|| Immediate caung of ﬂnnth uraltorn
7. Birth date of deceased__ . :
WHABRATY By (Yoar) _/
8. AGE: Years Months Days If less than one day Due to......p "f /, h L senenil
7 7 1 6 hr. min !‘ .
. . ) B _ . Daefto. I J ’f\/ / e —
9. Birthplace == ) Tg_exmmy.[ﬁn, H )/ / WA i
1y. towa, or county, t_af.l ar boreign ccuniry, M/ 0’
10. Usunt oceupatton.._ HOUSewWife 7 jar oo ﬂit{m-- 4 g OC’LMJ ., Lf‘ ey
.........................._7. s pregnancy wi ths of dppth)
11. Tndustry or business 2 v an:. IO an_ PHYSICIAN
=] - Mejor ﬂ:u(l.{!'-'?i.;%@r / / e 5 —
% {
E { 12, Name Unknown ,I d th /V—M‘—‘— ttgnder!inte
Dl it
. shou .
£ [ 14. Maiden mmm Ot autopey %r;ent; ata-
E 15. Birthpl Unknown - .
= i (City, town, or connty) (State of Lorwign couotry) 22. It d eath was due to external causes, fill in the owi(%.

(a) Accident, sulelde or homicide (specify)

(3) Date of occurr

(e} Where did injury cecur? —_
or town) 5 County)
{d) Did injury occur Ia or sbout home on !n.rm. in ind: place, In publ!c pzlce?
s /3’
Lype of piace)

¢) Means of inj

(Licensed Embalmer’s Statement on Reverse Side}
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i

STATEMENT BY LICENSED EMBALMER
i
[ hereby certify that the body whose name is recorded on the reverse side of this oertiﬁcate was embalmed by me, or by

Regtstered Apprentu:e No

working under my personal supervision.
: . I Slgned W @ M

* Licensed Embalmer No /Ll!’ () 5/0

P.O. Address_gzé 25 (2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN HANDWR[T[NG (Failure to eomply w

the above constitutes grounds for revocation of license.)
- If this body is not embalmed, above space should be left b[ank.




