:WRITE PLAINLY~—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

MISSCUR] STATE BOARD OF HEALTH

Buxesy or max Carvs @g STANDARD CERTIFICATE OF DEATH

State File N&Mzﬁm
8922

4 Primary Registration Diatrict No.

1008 roime we_

Louls
(If outslds city or town Hmits, write “RURAL™ and name of township)

St,

(b} City or town
(<) Name of hoapital or Institution:

2924 Barrett St,

(11 not in bogpital or institution, write strest oumber or looation}
(d) Length of atay: In

In this community
yoars, monthy or days)

D

(Specity whether

h ital or Institution

75 vrs.

2. USUAL RESIDENCE OF DECEASED:

(o state__NiSSOUrI ®) Couaty

{¢) Clty or town St. Louis /0
» (If cutalde city or town limits, write “RURAL™)

0(:)1) Street No 2924 Barrett St.

{1f rural, give Jocation)

(e If forelgn born, how long in 1. 8. A.? years.

8. {a) PRINT
FULL NAME

Harriet E. Blsack.

3. (&) If veteran, 8. (¢) Social Security

{Cte: coun . (‘ihu or fau!(n eom:lry)
“16. (a) Infnrrnam% g’ C wd/

nAImE War. No
5. Colot or 6. (a) Single, widowed, married,
4. Seng_ma.le.. mce____w_n._ divorced_s_i.n.g_lg__
6. (¥) Name of husband aor wife. 8. (¢} Age of husband or wife if
2L years
7. Birth date of deceased.......QGt. 2Qth, 1865
{Month) (Day) {Year)
8, AGE: Years Months Days If less than one day
7 5 O 8 hr. min,
5. Birthplace St. Louis, Mo . 4
{City, town, or county) _ {(State or forelgn country).

10. Usual occupation.. “RQMQMMLLMQI"__
11. Industry or bwnm_ﬁlL_lQE_j_m_uc_mol_?ﬂ

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month . (OCY. 4y 28th :
year.._.....l.s.ﬂ.o______hour_.._Mﬁm.._...minuu-_..._A.;..___.M.

21, I hereby certify_that 1 attended the deceased from.

July lith 10400 0ct.28th, . 1040
that Ilastsawh_EX aliveen_QC L. 271th . 19.40
and that death occurred on the date and hour stated above,
- Duration

Immediate cause of death
..Chronle Parenchymatous .}

oo N@phritis 3 _Yrs
Due to
See Qnd.ﬁ.nx,_ﬁenile Dementie ... ..|.6 Mo,
Due to s —
Other condisnm / j\ _
(Inctode preghency withinl 3 cyuths of death)
SiaTer fad / ‘ r PHYBICLIAN

or JE—

Of opekions Underline
the cause to
lwhich death

Of autgpay. should be

+ ' charged
tistically.

E{laan Sinclair Black I
& {13, Birthplace Scotlang
B ¢ 14. Maiden Mﬁg‘f’i‘""‘& énﬁné') Ta El&%‘fﬁ_’fi‘n couatna}
g{ 16. Birthplace N.Y. State

" o954 Barrbtt at.

. (») Address
17, (2) ﬂur ial

{Buria), cremaation, or

(Yoar)

(c)‘ Place: burial or crematlo 4 7
18. (n) Signature of foneral director

2710

&) Address..........

() Date thereof ]D 71 40 I (cr Where did injury occar?

22. If death was due to external causes, fili in the fellowing:
(a) Accident, suicide, or homicde (spedify)

(d) Date of occurrence

(City or town) ty) (Btate)
(d) Did injury occur Ln or about home, on farm, in Endusr.rial place, in public place?
{Specity typs of place;

e at work?, f
23, Slsnatm (M. D\u’

» QT ARIHE, ©

(Licensed Embalmer*s Statement on Reverse Side)

adiress_3635_NoO ., ﬂe__s_tm_um signed A



. -/ .
Do -
Soin
NE 5>
' \9 . ./\

- et S -
- i — T T

STATEMENT BY LICENSED EMBALMER

M _
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.._.m'.-._.

- _‘:’/ .”-."ﬁ_ .
’7 ‘ ")‘j/ s . Registered Apprentice No R7g

- .+ working under my personal sup{érvision. ' %
: sig—ned Q . G\—

Licensed Emb.almer No ‘3 9/ é

P.0. Addresn 3. 22.0_/ gﬂM/

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

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

- . .




