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FADING BLACK INK—MAKE A PERMANENT RECORD

WRITE PLAINLY—USE UN

DEP:&RTME:?IT 9; E%ngincn
FILE AR 1 7?51

Registration Distriet Now.oooe e e

MISSQURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No........

State File N 8 3 7 2
e File 0303?

1003 Registrar's No

i, PLACE OF DEATH;:

{a) Coumy

(b) City or town.. St’ LQU;LS,_ MO.

2. USUAL RESIDENCE OF DECEASED: £ { 0
47

(b) County.

(lfnuuido city or town limits, writs “RURAL" and name of township) (6) City or town: St . LOU.iS 9
(¢) Name of hospital or institution: (If outside city or tawn limits, write “RURAL")
Homer Phillips Hosnital 73 (&) Street No 3329 Delmar
{If not in bospital or Institution. write stree: number or locazion)  * = (It rurnl, give location)
(d) Length of stay: In hospital or institution. & Q&YSE. ...
L. f (Specify whather (¢} Citizen of foreign country? {Yes or No)
In this community. 11€ 0
yenrs, months or days) If ves. name country.
%_U E‘ I)‘ ggw'? Lucy C alloway MEDICAL CERTIFICATION
T PR 20. DATE OF DEATH; Month..... . ADEI . day. 2,
N veteran, . (e al Sectrity
.fJ o year. 1942 hoar. 4 minute.s.o...A...._._.M
name war. Mo .
21. I hereby certify that I attended the deceased from....March
5. Coler or 6. (a) Single, widowed, married, 1, ;9_____4__2“, April 2, 19, e,
4 Bex. .. ﬁmi"e race..... 0 divorced... 5\'(—“'? /e‘ < || that 11ast saw n_ X aliveonARCil 2 > e 1904 2
6. (b) Name of husband or wife.. 6, (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duraion

.33

alive .. years

—.Ferk....Ly f.lowd)j_\
o

Immediate cause of death

7. Blrth date of deceased bl I a}i‘ ruptured Left Tubo-ovarian abscess|with..
anth) “’"’ _ (e —.generalized peritonitis 4 days
8. AGE: Years Mont Days If less than one day Dys to. Uterine fﬁyoma 7 31(}[‘5,
8 é /; 1‘7 hr. min. M’ 2 )( {“.,,_A_”/,
/ Due to
9, Birthplace Iﬁ -pn) [ /Ah 0= D : ) ﬁ Zh
(City, wabrn, or count$} (Suta furemn mnmry) / M,{; F
. Oth ditiona 3 >
10. Usual oocupatlon.“{),uafew L /( * (It'ncelarz:ggre;nam within 3 moaths of deathy ,‘ ffl’
- . T Ul T
11. Industry or busi A{' /-f[)bt [ S / "5 - PHYSLCIAN
or findings: o _
= { 12. Name............ G ho).b; lf(l/ g 9 fe{ur:drf Of operations /£ / Undertine
8 o . .
= { 13. Birthplace Mo m : 2 . th}ficgtése t?l
: . (Cipy. tow:tnt nnunty) ﬁs:m of foreidn country) . . Of autopsy Lt \ i -.'& :vhoculdeattye
a 14. Maiden name......+.C. 88L& “47 .011 S : c?a[zeﬂgta-
tisticaily.
§ 15. Bisthplace..._. Ry 4{0 k e or{;ﬁg ;un"y) 22. Ii death was due to external causes, All in the following:
n“. (a) Liformant.......: Sta__- {8) Accident, suicide, or homicide (specify)
(%) Addr AL le /?Ww [ YN (¥ Date of occurrence
17 @) e fd it b dd ® Datebhereat_ ¥ = 6 ~ #2_ || @ Where did lojury occur? T N
(Barial, crematiou, or removal) ) {Mogtb) (Day) (Year) (d) Did injury occur in or about kome, on farm, in industrial pla.ce. in pubuc place?
{¢) Flace: burial or cremation... _@_ﬁd/
18. (o) Signature of funeral director....... 3. L4 While at work?........... ..m__.f.sf"" S M ot injury...
® Address.. oD N é} _
19 @ a 23. Signaturel. /. /.
) (BZZ%?M&Z T Address.__.c S ....0 / L oa. Date sign fté

i

/

(Licensed Embalmer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body v»hose name is recorded on the reverse s:de of thi cemﬁcate was embalmed by me, or by

//f/'r I/I aﬂL _____ c ...... M Q’Dﬁh/@{/ ............. - Reglstered Apprentlce No

working under my personal supervision, ,
# {

~ Signed... A / 7
Licensed Embalmer No '6,/ /,y
P. O, Address
Note: The above MUST BE SIGNED BY THE LICENSED FMBALMER in his OWN HANDWBITING. (Failure to comply wit
the above constitutes grounds for revocation of license.) o0

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

R




