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

:

DEPARTMENMEZOABB%C% 1 1g&1

BUREAU OF THR CENSUS

MISSOURI STATE BOARD OF HEALTH

9418

79 STANDARD CERTIFICATE OF DEATH State Pie No. 6
Registration District No...._..............._...._9...._. ’ Primary Registration District Nn...._.__,._..ﬂ:%g Registrar's “No.. 28
1. PLACE OF DFEATH; 2. USUAL RESIDENCE OF DECEASED; o C; @ - ;
() County. . . . 7 . a’ ,
® City or tows.......Sts. LOULS () sate. Missouri (&) County. o

{If ontsids city or town limits, writs “RURAL" and nams of l.nwmhip) /

{¢) Name of hoapita] or ipstitution:

e Q“mgz._gt.___,n_.. JLips_Hospital ..__._‘_w

{1 not in hoepi write strest
(d) Length of atay: dav_s

In hosplml or institution.:

1. yvear

(Specify whether
B

In this community.

St. Louis

(If antaide city o town mits, write "RURAL™)

911 N. Garrison . )

(Lf rural, giva location}

(¢} City or town

(d) Street No

15. Blnhp!aﬂ-

years, mwonths or days) {¢} If forelgn born, how long in U. 8. A.P. yeara,
MEDICAL CERTIFICATION
3. {a) PRINT Walt R b *
FULL NAME. er nobinson
20, DATE OF DEATH: Month March day 26....
3. (b} If veteran, 3. (¢} Social Security year. 194.1 ________ __hour_.._lg_Q_z_.Qs_._._._.__minute.._&g.._..._...__._..M.
name war. No.
21. I hereby certify that I nttended the d d {rom.
9 5. Color or I 6. (o) Single, widowed mamed ch 17 3 w.___{;_.lm Magpch 26 2 191..1'
4. S‘E‘-mm—-‘— race Cal | divorced l =1 d“ that 1 Iast 6aw h....d alive on......Mareh. P 19.41;
6. (b} Name of husband of Wif€...ccmmre—e 5. (¢} Age of husbent or wlfe if | and that death occurred on the date and hour stggd above. Duration
alive...2T _years || Immediate cause of death
7. Blvth date of deccased i) - / -~ /9/;, Pulmonary Tuberculosis 1 _year
{Month) {Day) (Year, . j
. - iﬁ'
B. AGE, Yeara Months Days If lesa than one day Due to E: s ;P‘-:
: 27 25 iz
hr. min i Té”
Due to. ok *2
9. Btnhplaoe_ﬂ'fk_(;. /q Y h/ / . } #¢
ly.ann or connty) {State or foreign country) e
Other conditiona i ."-’
10. Usual occupation A o\ (Tnclade praguancy within 3 monthe duu,
11. Industry or business. ] PHYSICIAN
=] Major findings:
ﬁ{ 12, _ Name.._ _‘H_Jf = Of operationa : Usderti
nderline
2 Lis, Birnplace.......L. )-'f vR / k] the cause to
- (3tate or forsign country) of " - ﬁ \:ﬁ)j cé‘l%eagh
14, Malden name P U——— autepsy. r = cb;_'rgpd me.
E .. [tistically.

or fnr;lgn country} )

16. {a} Infurmnt.__ NI

)] Address_g.

17. (@) EJL&J.L.L...._.__——... () Date thereof..x3 — 30 = ¥/
( {Month} (Day) (Year)

L

Darial, cremation, ar removal)
{¢) Place: burlal or mmﬂo%
18. (a) Signatnre u:d'g funeral f?(or&”l FEY N7 -

22. If death was due to externai causes, fill in the following:
{a) Accident, suicide, or b

(%) DPate of occurrence.
{c) Whete did infury occur?,

{City or tawn) g ty) (Seate)
(d) Didinjury oceur in or about home, ¢n fnrm. in industriel plaee. in publlc place?

Icide (specify)

{Specily l-m fnlaee)f n
of injury P>
sy




o STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Twlm
.‘

e . - - P.O; Address ./
Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT
the above constitutes grounds for revocation of license.) -

If this boedy is'not emhalmed? fact should be so stﬂtefi above. . e,
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