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

DEPARTMENT OF COMMERCE
",Eﬂ Bnmu oF THE CENSUS

RE” i

MISSOUR] STATE-BOARD OF HEALTH ~

STANDARD CERTIFICATE OF DEATH

8238

State File No......ouseisns.

Registration Dmnct Nowreeoueffne 91 ...... Primary Registration Distriet No.____t____l_,QO.;“- Registrar's Ne
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(@) County...... (2} State OklahOma

Si.. Lonis,. Missouri
(if outaide city or town limits, write “RURAL" and name of towaship}
(¢} Name of hospital or institution:

St. Louis City Hospital

(If not in hospital or institution. write street number or lecation)

(d) Length of stay: In hospital or institution. ...,

(&) Cityor town

{Speclfy whether

In this community
years, months or doys)

{e) City or town

7
; Washat
18 County... MO A e g 2
Cordell K B

{If outside ¢ity or town limits, write “HURAL")
(d) Streer No.

{If rural, give location}

noe (Yes or No}

N,

{e} Citizen of foreign country?

If yes, name country.

3. (a) PRINT

FULL NAME Frank Frederick Baker

3. (e} Bocial Security
Ne.nKENOWLL

3. (&) I veteran,

6. (o) Single, widowed, married,

divorced Mar ri ed

5. Color or

aeWhite

MEDICAL CERTIFICATION

20. DATE OF DEATH: Montk. March . . day..... )2y
year. 195‘2 hour.... ... .J»‘Q.S,lﬁ...__mmute .............. As M
21. I hereby certify that I attended the deceased from March

B 190210, March 12, 10012,
Hareh. 12y 1942

that [last saw b1 alive on

6. (b) Name of husband or wife.......ccooeecoeemrcuvnenes 6. (c) Age of husband or wife if || and that death occtrred on the date an%tated above, Durati
uration
SO » X2 ¥ - T alive .. Q9. ..years lmﬁte cause of death.... A Al
7. Birth date of deceased... hout 1889 S
(Month) an) (Year}
8. AGE: Years Months Days If less than one day Due to
Aboirt 53 Unknown hr. min
l Due to
9. Birthplace _Kansas o L
{City, town, or county) . (State or foreign counl.ry) . //I f' ‘ ;
i Other conditions ’ f
10. Usual ocr:upauon__,...s.ﬂ.l.&.ﬁm&n...... {Include preguancy within 3 months o{dd'uth) V/ 7 /
11. Industry or b Wi i PHYSICIAN
ajor findings:
: 12. Name... Unknowrl ~ Of operations. / ‘I '! f i
& U—! : ! Underline
« Unknown the cause to
f L 13. Birthplace which death
- ‘4. Maid (Cﬁ wn, or munn‘) (State or faretgn couniry) Of autopsy........ should Pe
ol . Maiden name... charged sta-
= s ltistically.
§{ 15. Birthplace Unkn Own - 0‘ 22, If death was due to external causes, fill In the following:
= {City, town, or county) (State or foreign country)
16. {a) Informant Viola Baker (8) Accident, suieide, or homicide (specify)
@) Address 5632 _Enright #ve, {8) Date of occurrence
17, @ Eurial........ ® Datethercor. BT, 14242 |[© Where did injury occur? iy s P
{ Barial, cremation, or removll) (Moath) (Day) (Year) (d) Did Injury oceur in or about home, on farm, in industrial place, in public place?
{c) Place: burial or crematioa... CO del ,“Olnglahoma_.
18, () ture of funeral directo a A ; (pecity typaof place) &
(18, () Signature of fun T....d b While at wark?____ ¥ sf inj N - .
@) Address.....ah .S,B_Q._ﬂll 31& ....... & s o \i
gnature iy’ -/ e . opother} -
19, (2) - 3/ ﬁ"‘
sMAR L2 ,.,;1;%42" e aamarire Address.__| (Lafayette Ave es. Daethag/42

{Licensed Embalmer’s Statement on Reverse Side)
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© STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recordéd on the reverse side of this certificate was embalmed by me, orbya. oo

" SR . N ... Registered Apprent:
working under my personai superwsxon ' _Z 0
L1 i o FOSrE] B .
) ’ o ’ . ) . . Signed

s o o o ‘ .. | LxcensedEmbalmer/(/\ /-F/ . 9
T . T | . P. 0. Address.... )7/;’(4 M@x_/

Note: The nbme MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Fallure to comply with

the above conslitutes grounds for revocation of llccnse )

If this hody is not embalmed fact ahou]d be so stated ubme Co -7 - L g
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