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WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

MISSOURI STATE BOARD OF HEALTH

DEPARTMENT OF COMMER:
Bussav oF T Cansys % 0 STANDARD CERTIFICATE OF DEATH
C)‘ Primary Rczintmﬂon District No ____ms

Registration District No......

State File No ;-;U 340
Registrar's No___rzs..l_tz____.

1. PLACE OF DEATH: ¥ 70
() Conaty.
{8 City or town._2 e _LOUis, Missouri

(If outside city ar town limits, write “AURAL" and name of township}
(c) Name of hospital or institution:

St..Lonia City Hospital, #1
(If not in hospital or institution, write streat oumber or lomtiun) [

(¢) Length of stay: In hospital or institution LY Daya

{Specily whether

In this commuaity. Jl3. . years

2. USUAL RESIDENCE OF DECEASED:

Missouri (%) County. f §/}‘\
St. Louis ‘Qﬂ e
(1T outatde city or town limits, writa “RURAL™)

Logan Holel

{If rural, give lpcation)

{g) Stata

(e) City or town

{d) Street No.

years, months or days) {e) If foreign born, how long in U. S, A.? Venrs.
. . . MEDICAL CERTIFICATION
3. e PRINT _Beatrice Kester Wilkinson _
20. DATE OF DEATH: MombSeDbember ... 7,
3. (&) If veteran, 3. () Social Secnrity r 3400 .
=% name war. HNo No Naone year LG 0.. minute .. A M.
. I hereby certify that I attended the deceased from.Sﬂl.thmh_I. ______
P 5. Color o‘;] 6. (a) Single, w{dowe];. married, Q. 19 } 0 o Sentember 7 . 19"-0
4. Sex race : divorced that I last saw h..ST".. alive on S ‘31'!'*'-""“'!13':'31' T : 190,
6. (&) Name of husband or wife. ... wccoue . 6. (¢) Age of husband or wife if || 2od that death occurred on the date and hour stated above. Durati
urafion
Unknown alive — years || Immediate canse of death
7. Birth date of d d May 17, 1907 N Yo, B
(or) (B (o Ghacreats)
8. AGE: Years Months Days If less than one day
55 5 20 hr. min:-1]
. Birthplace..... L1linois ! ) L
{City, town, or touaty) o (Stats or forelgn conntry) -l oo ee
10. Usual cocupation Housewife /
]
11. Indnstry or busl - - / - — PHYSIGIAN
g{ 2. vame alter G. Wilkinson . ‘ afor findings: Y/ —
. ' ’ il 3 Underline
: 13. Birthplace Illanls g y thlﬁglaut‘g
. 3 Wi )
E 14. Malden name (ciry Qi?zwﬁ'gitz (8tata or forsign country) Of autopsy. d should t;
. &
{ 1%, Birthplace J |tistically.
=2 22, If death was due to external causes, fill in the following:

(a) Informant_..........

(5 Address %841 McDonald

. Burial b thereot_ 3 /11 /40
17. (a} (Bnrhr;wltion.w (b) Date ﬁmth)’ (Day) (Ywar)

{¢) Place: burlal or ¢remation
18. (o) Signature of funeral
®

““““““ I
19, () M

(Date recaived local registrar)

(6) Accident, sulcide, or homicide (specify)
(3) Date of ocomrrence

(¢) Where did Injury occur?.
(d} Didinjury occur in or about home. on farm. int ndut.r{al da.ce. in public pla?ce?

{Liconsed Embalmer®s Statement on Reverne Side)



nft mew 0(/

' STATEMENT BY LICENSED EMBALMER

L

* I hereby certify that the body whose name is recorded bn the reverse side of this certificate was embalmed by me, orby.... . ...

, Registered Apprentice No.. ..o rioieneirmrimeramrirnenss

working under my_personal supervision.

Signed

Licensed Embalmer No

P. O. Address,

{

Note: The above MUST BE SIGNED BY THE LICEN SED EMBALMER in his OWN HANDWRITING . (Failure to comply v
the nbove constitutes grounds for revocation of llcense } ’

If thlB body is not emhbalmed, fact should be so stated above.




