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WRITE PLAINLY—USE UNFADING BLACK INE—MAKE A PERMANENT RECORD

ke

SDEPPAI%?%E&%ERCE
Registration District No. 7_9 1..._1_.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registratlon District No.._1_g.@3__

Stats Fite N R6682
Registrar's Mo E8_.

1. PLACE OF DEATH:

{a) County.
St. Louis

{b} City or town
{If oatside eity or town limita, write “RURAL" sod name of townakip)
{¢) Name of hospital or institution:

Homer G Phillips

(If ot in hospital or Institution, write strest number or location)

{d} Length of stay: In hospital or lnsdtudon___.,._.__.l-.j._.ciﬂy.gm

(Specily whether

2. USUAL RESIDENCE OF DECEASED:

Missouri @) County
St_Louis o O
(IF outside city or town {imits write "RURAL™}

15822 a N Elijott

(1f rora), give locatiun}

(g) State

{&) Ci;.y or town

{d) Street No.

In this community. 21 years
years, months or days) {e) If foreign born, how long In U, 8. A.2 years.
3. (o) PRINT Marie Smith 5 %,D MEDICAL CERTIFICATION
FULL NAME y n_dJuly 3l
3 O I 3 @ " 20. DATE OF DEATH:; Mont ~day.
T ve ' " ¥ T, 191&0 ho 6 : ‘30 minute. A M
name war, No.“ﬂgnﬁ____... yes ur
21. I hereby certify that I attended the d d from
5. Color or 6. (s} Single, wid?rwed. mardded, || July 19 1940, July 31 1640 .
J
4. Sex_FQm@]—@_ raoe_..l.\..e.&r—g divorced_.]:\‘l-.g.l.y_r_j:._@ that Ilast saw b8 alive on July 31 19&9 r
8. (i) Name of hushband or wife ... 8. (¢) Age of husband or wife if |} and that death occurred on the date and honr stated above. D .
. uralion
ROb eI"t Sml th alive__ ¢ years]} Immediate cause of death ;
7. Birth date of decease avallable- Abt. 1888 _ Sinus Thrombosis _(Cerebralf) #13_days
(Moanth) (Day} (Year) h
'\n’! v
8. AGE: Years Months Days If lesa than one day Due to & ey i ! 55
hronic Mastoiditis yrs
Abt - 52 hr. min
‘ Due to. PN I"‘
s 9. Bimpee_UNAYVALlable  Loulglannal [ ] F1 .
{City, town, or county) {State or foreign country) \ i ¥ E‘/
. Ty he sndidons.
10, Usual occupationo.... a@usevile Other ehnditlona. oo \\ /
11, Induetry or business Hone T TT] ‘ PHYBICIAN
B {12 Name_- Unavailable : : “Of operations \} i/ o
. . - oder’
g Unavailable Louisianna! o 2deriine
= \ 18. Birthplace : which death
. iﬁi“ town, quunisj (3tate or forolgn tountry) Of antepey__ . should be
Arad py/ annsa Y.
§ 16. Birthplace : : 2 o - abl Lowﬂmm) 22. If death was duc to external causes, 5it in the following:

o At 1322 2 E11L0LL.
17. (a) B]JI' 1 al a.t (b) Date thereof.._....
: arln.'l. cremation, or removal} (

(¢) Place: burial or cremation A 3

7
i et o _w’il/mm,/
!.l

19, {a)

{Date recsived local ragistrar) (Reglatrars sizoators)

{¢) Accident, guicide, or homicide (specify)
(%) Date of occurrence.
(¢} Where did injury occur?,

{City or town) County} (Stats)

{
1 () Didinjury occur [n or about home, on farm, 1n Industrial place, io public place?

White at

wz]L/Lg_‘i"i”(‘.’rﬂf"“’or_m 3
-

3 ure., D, or other)______
. St CUG e, S

Ad Ate dgned

(Licensed Embalmaer’s Statement on Reverse Side)

7/31/40
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)
STATEMENT BY LICENSED EMBALMER
!

I hereby certify that the body whose name is recorded on the reversé side of this certificate was embalmed by me, or By e
N .

James A. Jonnson

working under my personal supervision, ) o K;;

et e — P. 0. Address. 2107 Finney Avenue

Note 'I'he above MUS’I‘ BE SIGNED BY THE LICENSED EMBAL‘\‘IER ‘in his OWN HANDWR]TING (lenre to comply
the above conshtutea grounds for revoeatidon of lmense.) .

1N . LR

If this body is not embaimed above space should be lel't blank. - Lo

- s



