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e o2l 1940

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..

_ 87015
Registrar's Nowe—... _.9..28 R

Registration District Nqﬂg_‘}!ﬁ"‘:h““*“”“"“— —
(J 3 ATAYE™
. PLACE OF DEATI 2. USUAL RESIDENCE OF DECEASED:
(a) County. b Wi S .
: 3 7 7" o Missouri
® City or town__ S be Louis, Missourl G) State (¥) County.

{If outaide city or town Limits, write “RURAL™ and nama of townahip)
(¢} Name of hoapital or institution:
St. Louis City Hoapital #1
(If not in hospital or institution, writs atrest n?:mherér location}
(d) Length of stay: In hospital or institution Days

{Spocify whether

{¢) City ortown St. Lonis a? ;l,

(If outside city ar town limita, writs "RURAL™)

1117 Armsirong

(I rural, give locotion)

{d) Street No

1
WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

(Burigl, cremation, or remaval) (Month) (Day} {Year)

(c) Place: burial or cremaﬂn/n)’alhalla' 96m Py v
18. (o) Signature of funeral d.lrégl"/y

) Address 2301 Lafeyette 4

19. (n)(ﬁﬂ%_l!;g;h%.ﬂ ) _QW :

In this community. 18 wvears .
yozrs, months or days} v {e) If foreign born, how long in U, S. A.7. years.
3. {8) PRINT Della Best MEDICAL CERTIFICATION
FULL NAME November 11,
. DATE OF DEATH: Month . e e
3. (b) I veteran, No . 3. (c) Soc:afISecuéity year 1940 bour ll- 130 et Ae. M
name war.
21, I hereby certify that I attended the deceased from.._November. ..
5, Color or 6. {s) Single, widowed, marred, Ja 19_}:!;9_, to November 11‘ 19..!1'.'..0.;
T H
4. Sex.nnk race... 1! divorced_¥______ .. that T last saw h QL aliveon November 11, : Rox o
6. (b) Nameof husbandorwife . ... &. (¢) Age of husband or wife if and that death oeciirred on the date and hour stated above.
Monroe
A
7. Birth date of decensed_ Mayy <0, [ &t 7
N {Month) - (Dayf (Your)
8. AGE: Years Months Days If less than one day
. 7 / .ﬁ_ . 2"/ hr. min [
: v P . - R i Due to k.
0. Birthplace Ucedla, Towd ) ] . \ N
i (City, town, or coanty) {State or foreign conntry) .\ ‘ f i E I
i i . Other conditions L
10. Usnal occupation houserfe - %_‘ : {Include pregnancy within 3 months of death) ./E B
11. Industry or business y PHYSICIAN
8f 12 Nome__Jomes Ashby . .. .l . MaBE Gperations . ; —
&= * Unknown ) Q T § . Unidetline
= L 13, Birthplace - JEROTR—_ T " I — the cause to
o - {Cisy, town, or county] {State or foreign conftry} f £ . wtl:ich&eabth
14. Maiden name QU.. . £arl DLI M Of autopsy. A A 2 . :h:l:td e
{ 1. Birthplace Unknovm R T Bl S Al ngn . itistically.
= i C.n town, noty) (s,,“. or foreign covatry) 22, If death was due to aterna.l causes, fill'l ’ he fol.lowlnx
() Address : 1117 Armsirong () Date of occurrence '
17 (@ . Durial ®) Date thereot. 11/12/40 (@ Where did Injury oecur? g ) iy (St

{Cs [
(d} Didlnjury ocetf in or about home, on l'arm. [n industrial place, in public place?

{Specify type of place) P

While at k?.......‘.....,.. ] (.z) of i unr__.__..___i...__...__
3. Signat Pr ghig—
it LDLD LETAYE A

{Licensed Embalmaer’s Statement on Reverse Side)



v

STATEMENT BY LICENSED EMBALMER-

P —— -

I hereby certﬂ’y that the body whose name is reoorded on the reverse slcle of this certlﬁuate was embalmed by me, or by.

, Registered Apptentice No 3
_working under my personal supervision. ~

-

NN s \
i..icensed Embal_r;ner No j é / :? |
P.0. Addresses a3t .. L. Al

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING . (Fall
. the above constitutes grou.nds for revocahon of license. )

If this body is‘not cmbalmed, fnct should be s0 stated abhove: 7 LT . -




