No. 2
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;

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

DEPARTMENT OF COMMERCE
BUREAT OF THE CENSUS

[TEC 22 195“191

Reglstration District No.

MISSOUR| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registratlon District No... 10 03._

36577
Stals File No.___.._.....B.SUB. w“

Registrar's No

_ (d) Length of stay:

1. PLACE OF DEATH:

ot, Louis, Mo,

{If outside city or town limits, write “RUHAL" und namae of township}

(¢} Name of hospital or institution:
......... hmer G, Phillips Hospital.. D .

{If not in hospital or lusl.ltul.ion write -lnloumar ar location)

{¢) County.
(k) City or town.

In hospital or institution

2. USUAL RESIDENCE OF DECEASED: X4 j
(s) State. Mo, (b) County ‘
{0 Cityortown...St.. Louis, 759

urauuu{du or town Hmlits. writs "RURAL") ’ - '
2717 Washington

(If rural, give location)

(4) Street No

(Specify whetber || () Citlzen of foreign country? no, (Yes or No)
in this community. 17 years
yeirs, montha or days) If yes, name country
. MEDICAL CERTIFICATION
B TRINT Mallisie Howard
20. DATE OF DEATH: MomhNOVember ..3, 1941
3. (b) If veteran, 3, {¢) Social Security N 3 ] DO P y
1] minut hd
name war. none ’ No.NNONE 5 year ur .

21. 1 hereby certify that I attended the deceased fronlJCLObEr . 24 »1941

5 5. Color or 6. {(a) Single, widowed, married 19 wwNovenbear. 3 10 21
U SRS, |
.. s Female mce NEEPO|  aivorcea... WAAOW Ji& g November 3, 1041
6. (&) Name of husband of Wile......coooreemcmacerens 6. () Age of husband or wife if || and that death occurred oo the date and hour stated above. Durati
won
........ Josh _Howard,. deceased aive...........years|| lmmediate cause of death
7. Bisth date of deceased Apr 15th, 1895.| rrob, Tuberculous Pneumonia Unknown
(Mum.?l) {Duy) {Yoar} N
8. AGE: Years Months Days I less than one day Due to. !
1O
46 6 19 hr, min, ’{ j
Due to. z
5. rpiace LAKEYA118E€. ATK.. e / : AT
ty. tawn, o tola ar uuu'ncounl.ry * i
()'me sﬁic Dut ie Other conditions. ﬂ v
10. Uszual occupation (Include pregoancy within 3 by of
11. Industry or business...... L OUSEKEE ping. S— Ej . PHYSICIAN
5 52. Name Mf__s__thew M cDonald, 5 aperanions | o) U:.;"M
s 13. Birthplace Arkansas 2 ! . ‘ £ W the'éause to
= (City. town, or county) {Rtote or foreign conntry) Of autopsy H N J!,;}" \:ll;;cl':ﬂle%ﬂ;
& (14 Malden nameJ3phel-White g . harged sta.
5} 15. Birthplace Arkansas. - .|tistically.
g . S 22, If death was dye to external causes, fill in the following:

(Suu or foreign country)

(Cn.y aan wnty&

16. (o) Informant .27f5%e F4%
b Address. STLY.. Hahi .&:Ave,StLauis,Mb‘f’
1. @ -Burial, (4) Date thereof

{Burin], cremation, or resnoval) (Moxuth} (Day} (Yeor)

Greemuood, Cemetery 3

t {¢) Place: burial or cremation. M

18, (:) Slznatuﬁ g :ﬁge% rector .....
v w0V ®

C'—_
___________________ S5t StLouis, Mo,

{ Data raceived local rotm,nr)

j (ihmlrlr 'z ugnalnre) i

{8) Accident, suicide, or homidde (apecify)

Date of occurrence.

{¢) Where did [ojury occur?
(Clty or hwn) (Connty) {Btate)
{d) Did injury occur in or about home, nn fann n industrial place, in public plnce?

{Specity typo of plnce)
While at work?...... —— (e} Means of injury2=.....

- {M.D.crother) _.____.

Date aigned.Ll‘.:f;.“# /

23, Signat - A AAL
A ddress “gé%. muﬁtlpr St

(Licensed Embalmer’s Statement on Heverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify'that the body whose name is recorded on the reverse side PF this certificate was émbalmed by me, or by

+

Myself . R Rggistered'ﬂpprentice No.
t

working under my personal supervision, ~

' i e Licensed Embalmer No. 22
e T 1.P 0. Addr9&q2812 Thomas,bt StLOlli

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAVDWRIT]NG. (Failurc to comply wi
the above constitutes grounds for revocation of license.)

If this body is not émbalmed, fact should be so stated a';bove.




