No, 2

1-4-41

-17-39
X28330

N O

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

W Eauatd

DEPARTMENT OF COMMERCE

BuUnEAU oF THE CENSUS
| N 24 W
l@m‘!ﬁz District No... 7 9 1

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No............

409507
103414

Registrar's No.oo.

State File No....

100s

1. PLACE OF DEATH:
(¢} County

(b) City or town St. Louls, Mo,

(17 outaide city or town limits, write "RURAL"
(¢} Name of hospital or institution:

Homer Phi)lips Hospital / 'y

and name of townsbip)

{If oot in hospital or institution, write uraj: nugbu or bcal-wn)
(d) Length of stay: In hospital or institution

10 years

I this community

{Specily whether

years, months or days)

2. USUAL RESIDENCE OF DECEASED:
‘(a) State. MO. ()] County...,}' Il

{c) Cityortown.3tes Louis >
Ifnumdeclwnrmwn limits, write "RURAL™)

1430a N, 21st S5t,

(Lf rural, give location}

ot Cl‘d
.=
Ll

P2
é‘lcs or No)

() Street No

(e) Citizen of forcign country?

If yes, name country

MEDICAL CERTIFICATION

Rosaa Young Y \ -

16. (3) Informant
®. Address... . 1430_A So0ath 21at Lroet-
Burial

1.7. (a) (4} Date thereof. D,QE,’, oS

3 t Peters

\(Bunnl cremation, or remaval}

- {c) Place: bunal orcr-m:-rmn

ﬁ" ,)i(eﬂ‘.;

Cemstery

Al PPN Beal Und co.

18. (a) Signature of funeral dlrﬂr'r
(¢} Address

s

‘“’cs;;:mgﬁﬂ:&i / 7%

{ Regiatrar's sixpature)

While at work?...... gceccece.e
B 1§ 23. S:gnaturm ..... ED

3. (@) PRINT Josie Cartwiight
FULL NAME g
20. DATE OF DEATH: MomnDECEMbEr .. 21, 1941
3. (b) If veteran, 3. (¢) Social Security 50 P
NO N Ho year. hotet. o minute * M.
name war. No,
21. I hereby certify that I attended the deceased from ecember
Female | 5. Cgorgqopgg | & (@ Sinsle. w"{, do"é?’é’&" 21, 19kl December.. 21, 1941
4. Sex. SR race.. . dwnrl:ed that I last saw b ar alive on. ._D =1 Qﬂmber 21, 19..@5
6. (b) Name of husband or wife. . 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated nbove Durati
reiion
-.Hot Known- T 7 S years || Immedinte cause of death.
B S N | o Bronchopneumania 3.days
* (Maonth) (Day} {Year)
8. AGE: Years Months Days If less than one day Due to
About 54 . min
Due to #!
9. Birthplace Hies, / xRl |
(City, town, or county) (State or foreign country) . i T ‘
1 Other conditions. ‘
10- Usual Occupauou- --------------- HO&Be‘Ko’eper“--------“""““"""-“""-"-‘""""”“"“ (]nc]udn pregoancy within 3 mouths of dey h) lj I
11. Industry or business ‘PHYSICIAN :
] Major findings: 7
& { 12. Namen 0% Known "Of operations Nl Bt
B h . : \ ¥ 7 ‘] 5 - Underline
= 1 13. Birthplace Ala' / i thecauseto
' : ; H < which death
~ Gty (State or foreign country) Of autopsy ! should be
= { 14. Maiden name * fcharged sta-
o Adlia, / tistically.
S ) 15, Birthplace " = ==
= : (City, town, or county) (State or forgign country) 2. If death was due to external causes, fill in the following:
N = (a} Accident, suicide. or homicide (spedfy)

(3) Date of occurrence.

{c) Where did injury occur?

{City or town) {County) (State)
(d) Did injury occur in or about home, on farm, in industrial place, in public place?

N

mjury gt

(Specify type of place)
() Meansof {

é ot ‘7’) /1

Addrm

{Licensed Embalmer’s Stntement on Reverae Side)




He mem. -

"STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed byme,orby

., Registered Apprentice No.

working under my personal supervision.

L:cen5ed Embalmer No. ZIL 1 %/
P. 0. Address L 644‘? a“@ﬁ@wu"

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

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




