MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

State File Ne

20006

!, 8. No. 2 DEPARTMENT OF COMMERCE
)M —5-4.41 BUREAU oF THE CENSUS

V. 5.17-39
o N JUL 13 198 g

Registration District No......

Primary Remt_ration Disu{cq\'

1003 B5ARA

Registrar's Nc

1. PLACE OF DEATH:
(a)
{b)
]

County

St.. . Louis, Mo,

{If outside city or town limits, writs "RURAL" and oame of township}
Name of hospital or institution:

Homer Phillips Hospital ()

(If oot in hospital or institution, writs street pumber or locstion)

2. mos,. l4 days

City or town

2} USUAL RESIDENCE OF DECEASED:

Mo,

(s} State [E2 2 00-1T1:13 S i ........ 5
(¢) Ciiy or town St. Louis 3 y J

{If outside city or town llmits, write “RURAL™)
@ Street No..... 3201 Lawton

(If rurnl, give location)

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

_18. {g} Elgnature of funeral director...... kAL .

{d) Lengih of stay: In hospital or institution ; Py @ C £ s v x
Specify whether ¢ itizen of foreign country? (Yes or No)
In this community:. 23 Jears
yatrs, months or days) If yes, name country.
MEDICAL CERTIFICATION
3. (a) PRINT
FULL NAME Haney Shaw May 28
YT 3. (0 Soctal Secur 20. DATE OF DEATH; Month day 2
- veteran, . (e, al Security
! g year, 19!}2 hour. minute.....3.5....g..?...M .
name war. [+}
21. 1 hereby certify that 1 atrended the deceased from MaTCH
Male E! 5. Color or 6. (7 Single, widowed, married. * 19_.__4.,2113 May 28, 19.54.'.2.
4 BeX s TacelRSTO divorcea MATTIL0A that Tlast saw h... o0, alive on May 28, 19,42
6. (3) Name of husband or wife.........ccoercrcreen. 6. (¢) Age of husband or wife if {| and that death occurred on the date and hour stated above. Duration
1griad
Savannah Shaw AV o ns s years || Immediate cause of death
7. Birth date of deceased March 20, 1900 Neuros.yphllis . Unknown
(Month) {Day) (Yoar) \ 217
i
8. AGE: Years Months | Days If less than one day Due to. /%ﬁ ]fi.
42 2 8 hr. min. - A E ;
‘. ) , Due to y \ ] |
9. Birthplace. Miss. ... dﬁ; - }4’:‘
{City. town, or county) - {State or foreign couatry) J ‘,/
10, Usgual occupation Lamrer (()Ither conditiens. P,
" nclude puznuncy_vil.hiu 4 mooths of death) ¢
11. Industry or b $iair B PHYSICIAN
8 (12, Name Jonas Shaw Of operations —
= ) : ’ ’ Underline
& La. I the cause to
& { 13, Birthplace which death
o J‘.D'E, foxr 0, oz gpunty) (State or forelen country) Of autopsy should be
& { 14. Maiden name... 2 4= 8 S cf,m[-geﬂ, .
== tistically.
g 15. Birthplace VAN S ) F1 - PR — , -------- . If death was due to external causes, fill in the following:
16, (&) 1 aformant. Accident, suiclde, or homicide (specify}....
) Arpes Date of occurrence.

(<) Place: burial or cremation. &7V .2 ¥

() Address..
19. (a) ..

(Date ra§£§ E-l v

..
(Re‘htur (] -immn

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

{Specily typs of place)

While at work?. /... .......g_ (&) Means of injury. 2.2
_av/ (D At sttt ot oy (Mnm_m.hu;.._...

3. Signatut: RW- -
; dmﬂ:pL_.@ WAL .. Date sizncdé:‘/ %2/

{Licensed Embalimer's Statement on Reverse Side)




PRI
.
.

\ .
.}’, ) , -
#
A
) ) STATEMENTyBY LICENSED EMBALMER

- .

T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by...

-

eivrerrerersenpenenn s et e LA ' : Registered Appreitice No........5..
working under my personal supervision
E -~ -
B . _:' Signed
. R T Licensed Embalmer No :

r P. O. Address.._......... !

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER-in his OWN HANDWRITING. (leure to comply with
the a]mve cﬂnstltutes grounds for revoecation of license.}, '

If thla hody is not embalmed fact should he 80 stnted above.




