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1. PLACE OF DEATH: .

(e} County.
8t Louis

(5) City or town
(If cutaide vity or tawn limits, write “RIUURAL' and name of townuhip}

(¢} Name of hospital or [nstitution:
A Homer G Phillips

{I{f ot In hospital or Loatitutior, write street number or locoticn)
(d} Length of stay: In hospital or fnstitution yrs 4mos 8 das

(Specify whether
50 _years

In this community.
years, moothe or days)

2. USUAL RESIDENCE OF DECEASED:

(a) State Missouri () County <0 0_
(@ Cltyortown... ot Louis &Q’;

{1 ontaide £ity or town Heatts, weite “TWUBAL") z
(&) StreetNo.._ 2880, Montgomery

{11 rural, give location}

(¢) Citzen of foreign country? :;(ch or No)

If yes, name country
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3. {a) PRINT
FULL NAME Jane Overton Aagust 16
3. ) I vet 3. () Social Securit H 20. DATE OF DEATH: Month day.
. veteran, . (] urity
) . year. 1941 hour. 6 ’40 minute, A 5"
narne war. No
- 21. I hereby certify that I attended the & d from
5. Coloxérd‘/p 6. (a) Slnlle‘..)w{dg'ed. mprgied. || April 8 1999 August 16 41
4 Sein........_Z;.,l TACE oo B enee divoreed 2Bz T || that 11ast saw €Y alive on August 16 19..%.1-—.
6. (b) Name of husband or wife. e 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
allve . _years || Immediate cause of death.....
7. Birth date of deceased Jo S a4 e Carcinoms of Mandible ) \ 5 yrs
(Manah] (Dary (Yoar) ki
- 8. AGE: Yeara Months Days If legs than ope day Due to, -’A
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Due to
9. Birthplace / et 9 /M ] 1
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2 1 13. Birthplace - - . - - ?hei cause to
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=g 14, Malden name.: & ’2/1 charged sta-
E tistically.
g L 18. Birthplace Y g ar e |[ 22. 11 death was due to external causes, fill in the following:
X (6) Accident, suicide, or homicide (specify)

() Date of occurrence. = ’ﬁ‘
d i ?
{c) Where did injury occur rramopepm— s

(State)
(d} Did injury occur in or about home, on farm, in industrial place, i public place’
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{M.D. or otker).. >
B<18-4

Date mzned..___....,.....

Address.
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' STATEMENT BY LICENSED EMBALMER _ _ L

'

. I hereby certify that the body whose name is recofded on the reverst:. side of this certificate was embalmed by me, or by

¢ : X ' , Registered- Apprentice No...... oo "
working under my personal supervision. '

P. 0. Addreﬁgfﬁj A e s

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

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



