2
40 DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH 4.0 0 9 7
BUREAU C. I
® LED JAN i’ ’“‘Iﬁ:ﬁ‘ TANDARD CERTIFICATE OF DEATH State File No.
s JAN 15 189 7917 1003 9868 -
Registration District No....._.___ 8 ¥ - Primary Regzatmuon District No-cerrran . Registrar's No b "
a i, PLACE OF DEATH: 2, USUAI. RESIDENCE OF DECEASED:
5 | (@) County ¥ ssouri
8 (B} City or town St, Louis {a) State. {#) County. >
2 {IT outaide city or tawn Himits, write R URAL~ and name of township) 1 S/
& (c) Name of hospltal or Institution: () City or town St Louis A b
= Philli ns__Hg_g, /. D (IT outalds city or tawn lmits, write ~RURKL")
z, (I not in hospital or instithtion, writs numhﬂ or location} f
g (d) Length of stay: In hospital or institution 'Z__.dBIS_ ......... (d) Street No._.-_.______.___’iQAZ.“Qhom_mL
Li fa (Speufy whether (f roral, give tion}
Z || in this unit
E nyuﬂ.‘z:‘l:.nh or gnyl) (e} If foreign born, how longin U. 5. A2 years,
= 3. (a) PRINT MEDICAL CERTIFICATION
& - e Bick Smith
< FULLNAM % 20. DATE OF DEATH: Montn__ NOVEmber .., 28
a 3. (b) ifa;:“:::' 3. (;Ii\ Mﬁlo&ﬁuéity year. 1940 hour. 5 : OO minuts, P M
- 21. I hereby certify that I attended the deceased from
zl 5, Color or 6. (a) Single, widowed, married, || November 22 1940 o November 28 19,A0-
v 4. ScL_.I.'ia_]_‘e ....... mJ_GSEP__ divorced....lﬂ..a..?..g.;mgq that I last eaw h /.. alive on ___Nombext_za _____ 19. AD
E 6. (») Name of husband or wife_... e 6. (¢) Ageof Lusband or wife if || atd that death occurred on the date and hour stated above. Deuration
| .__A_l_f_n_i_l’é_sm;l-tllmmm alive___._é.s_...._..mu Immediate cause of death
g 7. Birth date of deceased__921UATY 2, 1893 Branchopneumonia 5..days
= (Month) (Day) (Your) Intestinal Obstruction |10 days
© || 8 AGE: Years Months |  Days If less than one day Due tofrete 9}
Z,
a 47 ’10 26 ........ L] S min, b
- Due to v
& |l s. Binnpiece....SALRL _LOUiS . .. Mlssourl o _ ‘v
% (Civy, w-rn.wwunu -(State or foreign country) - }’ 7
QOth ditd
?} 10. Usual ocenpation.. J &AL LOT = ) l( er‘oc:nwe:;:q withln S montha of death) 1 r
o | 11. tdustry or business 3 - PHYSICIAN
A || B2 vome Eorlie Smith:. o Fndings L s
E] Aa Birthplace..... Unavai 1ab1 - Iﬂis sourl - - IIEEZ.;HE
- State or fareign country) . . [w. ea
3 g 4. Malden name lla-‘g R in{S - Of autopay. As:aboye ;lhould.;e_
= ‘5{ 15. Birthplace Unavai labl ¢ - Missouri tistically.
E = , towa, or county} 22, If death was due to external causes, fill [n the followlng:
E 15. (8) Infarmant.... (o) Accident. sulcide, or homicide (specify)
B [5) Address ) h (b} Date of occurrence :
B LA ....M_Bur_ia.l ______ — (byDs %2/ /1940 [ @ Where did injury oocur? reTvper— =3 )
) (Buarial, eremation, or remaval) ' (Month) {Day} (Year) (d) Did ipjury oceur In or about bome. on farm, in 1ndnn:$n! place, in m:blic place?
{¢} Place: burial or cremation { = . _"'
18. (o) Signature of funeral direc P 2 - While at work? (Spodfr{lm d"‘")f injury ' .
o adarem 2107 Finney Avnue, £/ i f
19. (a) 23, Signature 4 ; : (M.D.orother) ...
i S M fé ;; jﬁjud:mén) A i Address. 2601 N ttier . Date signed ...
(Licensed Embalmer’d Statement on Reverse Side)} et T




o

— . [ N TN i_,,-.-.—.q--.-.n-ﬂ’P."""‘" . -
- STATEMENT BY LICENSED EMBALMER -
- t.
I hereby certily that the body whose name is reoorded on the reverse side of this oemﬁcatc was embalmed by me, or by...ot e

James A. Johnson

 working under my personal supervision.

e P. 0. Address=%107 Finney Avenue

Note: The a.bove MUST BE SIGNEI) BY THE LICENSED EMBALMER in his OWN HANDWRITI'NG (Failure to comply b
the above const:tutes grounds for revocauon of lmense )

If this body is not embalmed, fact should be so stated above.




