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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

1003

- 39943
v w0 OB5A

1. PLACE OF DEATH;: - .

{a) County.
(b) Clty or town St., Louils .
{11 outxide eity or town limits, writs “RURAL'" and name of township)

(<) Name o}l}%spiml 0815%3?10%‘] ospital

"(If not in houpital or institution, writs street o or, tion)
(d) Length of stay: In hospital or institntion ga hours,

Life

{Specify whether
In this commnunity.

._7__3_1 _ Primary Registration District No.

(@)

2. USUAL RESIDENCE OF DECEASED: - @6;'@
e Missouri ) County P %
St. Louis }\,3 o

{¢) Cityor town

(d)} Street No.

(If outsids city or town Limits, writa “RURAL")

604 Bar'ry S‘t.

o

{If rural, give location)

years, months or dnys) {¢) If foreign born, how longin U. 8, A.? Years.
MEDICAL CERTIFICATION
3. (o PRINT  Carlo Morics Simpson, Dec. 3
20. DATE Tg%i’rﬂ: Maonth day.
3 @ Mveteran, Nang 3 ;? biong year. hour—— b minnte_ 2 O_P M.
name T. O,
= 21. I hereby certify that | attended the d d from
5. Color or 6. (a) Single;widowed, marrled, 19, to 10 ;
Hale O |° ""White | ..l Single :

. that Ilast saw h alive on. 19}
6. (5) Name of husband er wife .. _ 6. (c) Age of husband or wife if || 2nd that death eccurred on the date and hour stated above. Daration
alive.........__.years|| Immediate cause of death

7. Birth date of deceased.. EOD. 2. 194 - Broncho Pneumonia
(Month) (Day) {Yenr)
"""""""" - %
8. AGE: Years Moaths Days If less than one day Due to. s '/
X 9 14 oo ——hT. .min,
M ! Due to. "
9. Blrtholace St, Louls, Missouri /2 1
. - (Clty, town,; o county) -" (Stnte or foreign country) I‘ TTTmE g ﬂ = =
4 conditions
10. Urusl occupation.... NLNO 1 Otfl;::ud. p:um within 8 months of Jeath)
11. Industry or business 2 o : PHYSICIAN
E 12 Name . Clarence Morice Simpson, | Maig fndng: L AR S| —
T & = o ; - R e Usdesll
%115, pirtooince L KOStOn, Missouri 19 E;L 1 ‘h,f,%';*%;:
i s 3 Siata or forelen comtry) which dea
14. Malden name .if?ﬁ"é‘l‘lﬁ‘é" Vivoné.. o Of autopey. i E_ .. should.&t
{ 15, Birthplace Be nton ;] Ills [ ] / - S tistically.
= ! ¥. town, or county) _ (Statect oonntiy) 22. If death was due to external causes, fill In the following:
16. (a) Iﬁomt%‘ﬁm. {a} Accident, sulcide, or homicide (apecify) -
(8) Address 604 Barry St . ' {4 Date of occurrence
- - id injury occur?.
1. @ Buria (3 Date thereof_DE.C o6 4 194 | () Where did = — T 5
(Boxial, }. or "“"“‘“ (Month) (Day) (Your) {d) Did injury occur in or abont hnme(, ogf‘:r:;. ir.?; lndlutrsa.l p!a'.g. in wb{icn:;gce?
() ',-ﬁ'ﬁ- mmdon......ca.q vary ma.tm______
8 @79 ¥ 7 (Gowlly typmof
. (o) Signatgfteiifadaddind: , o Whﬂeatwor {
Addreas_ Qn“BlV.d_.m - '
@ = 23. Signat
i

el

7




LT e - ) . .
P . 1red
STATEMENT BY LICENSED EMBALMER
1 hereby certil'y that the body whose name is recorded on the reverse side Fr(ﬁis e e s aann e

wcrk_mg under my personal snper\nston

:

Note:  The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wil
the above congututes grounds forA revocation of hcem .) . '

- If this body‘is not ez;li)almed, foct should be so stated above.



