N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should sﬁte
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impogt.
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DEPARTMENT OF COMMERCE
BunRav oF THE CENSUB

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

_ 12154 /

Reglstrar's No ? O3

Registration District No -

Primary Reglstration District Nowd A2 ...

1. PLACE OF DEATH: 4
(a} County. 3t, Louis .

{b) City or to =
(If outaids ¢ity or town limita, wrie “RURAL" and namo of township)
(If not in hoapital or fustitution, writs street number or loeation)

{¢) Name of hospital or institution:
V4
(d) Length of stay: In hospitalor Institution days

/

ls Ferry Nemorial Hospital
(Bpecify whethar

2. USUAL RESIDENCE OF DECEASED: B

(o) State Missouri ® County_St e Louis

Ferguson {Rural)

(11 outelds city or town limits, write “RUIRAL")

(@ sweet No_ E10TigsaNT ve

(i mral give lunthn)

{¢} City or town

Inthis community. f}
years, months or dayn) (&) If forelgn born, how long in U. 8. A.Y : years.
MEDICAL CERTIFICATION
8. (@) PRINT
oL Name.__Archie Tyler Cast - ;
20. DATE OF DEATH:; Month... 8L CH sy 30th.,

8. (&) If veteran, 8. (¢} Soclial Securlty

-

yw*MUom._inm___muta_duu M.

name war, No. // / #
2 1. I hereby, certify that I attended the deceased fro: =
0 |5 coorer 6. (@) Single, widowed, married, » 1% 0. € TN 94
4. Sex__._.M.a_lﬁ._._. race_. 37 o divorced. . J/1 that I last saw h.Fignlivac L_ 19
G. (b) Name of husband 0r Wiew..ow— 6 (c} Age of husband or wifef || and that death cccurred on phryl Duration
Harriet Cast alive...... Lmum, -t_%'
7. Birth data of deceased . A S0 s end 18 oo ,
{Moath) (Day) (Your)
8. AGE: Years Months Daya If lexs than one day Due to. ot
9 0 1 2 8 he, . _..min, -
- N = Due to. —— ’
9. Birthotace Huntsville, Ala, ¢
(City, town, or county) (Btate or forelgn country) e
10, TUmual occupatie e t i re d B — e ngne:l::.nditlnm witkin 3 b of death} ——
11. Industry or bustnem_____CONStruction PHYSICIAN
Msjor findings: ————— —
12. Name Samuel H. Cast 5F ‘oparations I
& 18, Birthplace \ Sy f'f(?T'O lins !) —rermy taﬁg:é:%ﬁ
E 14. Maiden name. (‘ﬁlgﬂ.lhﬁ Kg rr — o Ot autopay. :hluI:!d 't:'
S { 15. Birthplase T —— (B“h}ivl .l k‘{) 22. If d eath was due to externs! causes, fill in the following:
16, (@) Tnformant’s ows signature__Z (a) Accident, sulclde, or homicide (specify). <2
: ® Addr-eﬂ : st (b) Date of octurrence,
Ty njury oceur
17. (&) Burisal (&) Datg thereaL__Q-.l-A.%,_— () Where did ! (City ar own) County) E
(Borisl, cramation, or removal) (Momib) (Day) (Year) || (4) Did injury cecur in or about homs, on farm, In place, In publlc H

{¢) Placo: burlal or cremstio
18. {a) Signators of funeral director.

[

{Bpecity typs of —

place)
‘Whilo at work?. (s} Means of injury.

¥
(M.D. oam}".'._

Dats maﬁl—ﬁ/
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Registered Apprentice No RO

Signed - LS -t ‘

Licensed Embalmer No. °3 q/ é
P. 0. Addrese....3.2.[.@h.$.-§ﬂ~maé ﬁ{

Notet The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply wi
the above constitutes grounds for revocation of license.} :

wo'rlcing under my personal supervision.

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




