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N. B.—Every item of information shouid be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms; so that it may be pro

perly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Reglstration Distriet No.__.j_s._l__.'

MISSOURI1 STATE BOARD OF HEALTH

STANDARD CERTIFICATEI gb%EATH

Primary Razktraﬂon Dlstrlet No._.

s a4 29 B
9569

Repisirar's No.

1. PLACE OF DEATH:

(@) County. FI[EJ D Ep

() City or town >t Louis 17 13%._
(If outaida city or town limits, write “RURAL" sod oams

(¢) Name of hospital or institution:
Phillips Hospital
(If not in bospital or institotlan, writs street nomber or location)
(d) Length of stay: In hospital or {nstitutio

2. USUAL RESIDENCE OF DECEASED:

(a} State......Migsouri @ couny
St Louis 25

{If outside ity or town limits, write "RURAL"}
1231 North g@tht St.

{If raral, give location}

(¢) City or town

{(d) Street No

18. (a) Signaturs of funeral director O Ll enitrel
@ Addres.._ 2820 Stoddard St ”

o oA ©
ved local registrar)

1 trar’s ture

(Bpecify whethds
In this community 46 Years ¢
yours, months ot daya) (e) If foreign bern, how long In U. 8. A.2, years.
MEDICAL CERTIFICATION
3 o PRI e Lula Bolden Todd N bar 18
o @) Mvet 5 (0 Sochal Beewrlty 20. DATE OF DEATH: Month.. . HONEMDOT 4.y
L T retess, - w8320 nute A
name war. No No....NOne your—. 1240, . _hour mizut M
2 1. I hereby certify that I attended the d d from.
8. Color or 6. (o) Single, widowed, marrled, || November 16 ., 19.4Qto....Novmeber 18, 1940;
s sex..Femals.] rceCol,. awercca MATTICA | L aw  iivecs November 18 _. 1940;
6. (3 Name of husband or wife... e 8. (&) Age of hushand or wife if || and that death occurred on the date and hour stated sbove. Duration
ur
AlonzoTodd— et sHve..tt..........yoary || Immediate caung of death
7. Birth date of decqased....NOV » 1893 || .._Lobsr Pneumonia b.yks
(Month) (Day) (Year)
8. AGE: Yearn Moxnths Daya If lena than one day Dup to. ra
I
4 7 0 13 hr, min. [ . X s
Dua to. £
. Birthplace—... O SIiNia Mo - ] A
(City, town, or connty) (State or farelgn country) I 7 q ﬁl
10, Usual occupation . . i . 7 0‘:,1_131'. cfmf"nm ‘within 8 shonth ;, death) L
11 Industry or bust Domestic N " 4 & PHYSICIAN
m . Major nd.inz: :
E 12. Name_.. UOKOOWD (ﬁ yi tions ;‘ Underline
= Unknown ] ~ the cause to
e 18. Birthplace Cem which death
(Clty, town, or county) (State or foreign country) Of sutopay As above should be
14. Maiden name__ [Inknown v meily sta-
{ 15. Birthplace Unknown -
- {Ciry, tow anty} (Sratglor mn,") 22, If d esth wna due to external causes, fill in the following:
m%’ (@) Accident, suicide or homicide (specify),
16, {a) Informant’s own 4 -
() Address.._, 1231 N 8th (%) Date of occurrence.
17, {a} BUI' 1 31 {b) Date thereot..:.l;_]:_.__g_g__i.o___ (¢} Where did {njury oceur? (City or town} ACounty) (Suuf
(Buria), eremation, or removal {Month) (Day)} (Year) (&) Did injury cecur in or about home, on farm, in Industrial place, in public place?
(e} Place: burial or cv tion wa Shlng tOp_P em, .

(Specify (Iw- of place)

While st work? ) Means of injury..

28, Signature -/ < (M-: D, ofiother) mur—

Address ... 2601 N Whittier.  _ Dato signed .. .

{Licensed Embalmer’s Statement on Heverse Side)

TI7 20740



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND RIT :
the above constitutes grounds for revocation of license.) :

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




