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'WRITE PL_{\INLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

AR AP &4
DEPARTMENT OF COMMERC!
Burgau OF THE CENSUS

|!:|ll-l

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

-“

State File No..

8581

15891

Registration District No._.__.......f_?_!.:_j._:.‘; I Primary Registration District No._ .. _ M, Registrar's No.
E— - T O
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
() County. ) O
® City or towr___ ST .. Louis (0) State__Miggourd = ¢ County

(Il ontside city or town limits, write "RURAL" and oame of township)
{¢) Name of hospital or institution

“ Homer G. Phillips Hospltal O

(If ot io bospital or institution, write street aomber or location)
(d) Length of stay: In hospital or institution— & MQAA =22

{8pecify wheth
17 _vears i

In this community.

day 3§

(¢) Cityortown at. Lonls

V24

() Street No.— 3221 Pine St

(If ontatda city or town limits, write “RURAL")

/

{1 rural, give location,

}

0

years, months or days) {¢) If foreign born, how long in U, S, A.? years.
3. (&) PRINT MEDICAL CERTIFICATION
FULL NAME Lawgon. Beal
20, DATE OF DEATH: Month Eohruanry dy 25
3. (&) If veteran, 3. () Sogial Security 10417 h : 50 i P
. G =i | S teltnd e M
name war. i r No. ﬁm_m year. - owr_.2 3.5 minuee -

6. (a) Single, widowed, married,

diva:cd{ Qf;-n-!- 8)ed

21. I hereby certify that I attended the deceased from

Ancrnn‘!‘ 2

19.40w0. February. 25..10.41

16, ‘(a} Inforiman

that Ttast saw h... L M ative on..JF: ehruary 25 . - 1958
6. (b)) Name of busband or wife oo 6. () Age gf husband or mfe if || and that death cccurred on the date and hour stated above, Durati
. wralion
G.E.O_l'... ad ke e_ Immediate cause of death al
7. Birth date of deceased Sth’ / / 8 g? Ceneral Pareglsa < Indef,
{Month) (Day) {Year 1 !
8. ACE: Yeara- Monthe Days If less than one day Due to. ‘ - f}\j
d’ﬁ { /5. min ‘I"
W Due to »
9. Blrthp!ac&ﬂ.ﬁ_d. -té-_r__._.L 1 S S h il{.f
{City, town, or wnn!.y) (3iate or Lorelgn conntry) T M’
Qther conditions.
10. Usnal occupauon_L a: 1€r CO! - wibias e d-yf{: -
11. Industry or busipess....... o L }rz\ PHYSICIAN
: { 2. Name Lo C o ﬁg_a k ) ajgr Gnding: v —
T \ n ne
-\ 13, Bmhpla.a-_p_Cd.‘}U ¥y / m { Q g L \{ the cause to
F City, town, or d) (Stateor heim country) Y 'which death
E{ 14, Maiden MLS( _\J [ Of autopsy, Iahould be
egt / WSS = Hstically.
gl Birthplaot_p 2 ;.,ﬁ._ﬂ (s.,.;. or foreign codntry) 22. If death was due to external causes, fill in the following:

s @ Date 3 B'HL.

(Month) {Day} (Yﬂr)

() Address_\T o8 o

() Place: burlal or crematio;
(o) Signature of funeral direc

T T

18,

19,

(0} Accident, suicide, or hamicide {specify)

(#) Date of occurrence

(¢} Where did injury occur?
{City or town)
{d} Didinjury occur in or abont home, on farm, in indus

County) (State)
place, in publ:c place?

’LUIW

{Datereceived local registrar) B (Herbu:-r'l signature)

wwewm
. 7
33, Signat A i

o Fhittier St.

Adi

(Spocity tm of plnee)
ot (¢) Means of injury,._é_

(M. D. or other}
Date ﬁmde

{Licensed Embalmer's Statement on Roverse Side)

2-26-41

B P A




-

U

I hereby certify that tl:;:a-body_whose name is recorded on the reverse side of this certificate was embalmed by me,

STATEMENT BY LICENSED EMBALMER

working under my personal supervision,

tbe above constitutes grounds for revocation of license. ) e -
TIf th.m body is not embalmed, fact should berso st_ated above.




