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

FLEB-ROV: 6 -

’ ]
DEPARTMENT OF COMMERCE . STATE BOARD OF HEALTH OF MISSOURI :; 2 4 5 1

BusRau oF s ;53555 1 g  STANDARD CERTIFICATE Ofdﬁém Siae Fite No
= = - =~ Primary Registration District No... - : u:- - Regisirar's N09@62-

Regxstratmn District Nu 2

1. PLACE OF PEATH:

{a) County...... " - .
@) City or town._.2Cs _bouls, Missouri

(If outside city ar town limits, write “RURAL" and name of township)
(¢} Name of hospital or institution: 0

Homer Phillips Hospital

{1 not in boapital or institetion, writa sireet nomber or loealion}
(d) Length of stay: In hospital or institution.....%. daYS ..............................
. (Specify whethor
In this communil.y..]_:g years

yasrs, moniks or doys)}

2. USUAL RESIDENCE OF DECEASED: an
(a)} State Hissouri (8} County. /7 \
(¢} City or town.....9L...Louls ¢ 1—\7

(If outaldd cily or town limits, weite “RUBAL™Y

(d) Street No...... 3047 Tnomas St.,

{1f rural, give locatian)

(¢) Citizen of foreign country?, A {Yes or No)

%4

If yes, name country

Futy NAME. Elizabeth Smith

3. (¢} Social Security

3. {b) 1i veteran, o
NAMe WAr. NQ No NQME

v

MEDICAL CERTIFICATION

20, DATE OF DEATH: Monn0CtODET day. 2 1s :
ear.._._l.g_AE._.__.____.___._..,hour 12 minute 45 P. M.

21. I hereby certify that I attended the deceased rmm._._ﬁ.e_pt.amben,.

q Color ar 6. {s) Sirgle, , Daaevird, 8,  10.42.. Qctober 27, 1942;
> -
4. Sex. W’QL 3’3‘:‘- ---------------- /dlvorccd A rree that 1 last saw b... 8L alive onO(:tQher27,_ 19... 1.
6. (4} Nameof husband or wife_4....... o 6. () Ageof tg,bn ot wife if and that death occurred on the date and hout stated above. ) Duration
5 - alive.. P vears mediate cause of death :
Prob, Chr, Nephritis . In
7. Birtlfdate of decensed........1. S Nt S— ‘?:9 0P P -~ def.
(Hnnth) (Day) (Year, / .
8. AGE: Years Months Days If legs than one day Due to . // [
lfc? ? — Lo R
Due to (j/ [
9. Bmhplace_@‘.w \YLLQ.JL-!_. s I
-(Civy. town, or county}. . PR A | I] -
\ Othier conditions . 2 25‘ 24
10. Usual occupation...—.... N\ (lnr.fu'de pregnancy within 3 months of death) %& H
11. Industry or fyginess... ‘ - i LU PHYSIGIAN
o Mag:; ﬁndiml,zs: i’f [V R
tions
E 12. Name.... o Lt N | - L Underline
&=L 13, Birthpla Q- : the cause to
[ v place... e NI arrevenre s e R N Sl N which death
(C.Ilj‘ town, ok eounty) . N {Stota or foreign coun Of attopsy.......... should be
£ f 14. Malden name... \MM Vo 2 charged sta-
H \< 7 : tissically.
S| 15. Birthplace el . 22. If death was due to external caused, fill in the following: ’
= City, town, or munq)
16. (@) {8) Accident, suicide, or homicide (specify)
) {¥ Date of oceurrence
Where did injury occur?.
17. (a) N ere fnrary al (Civy or town) (County} (Stote}

(Bmlnl cremation, or removal) -
(¢) Place: burial or cremation....J. 1%

18. (o) Signature of funersl director...

® Adarw,_....’l..ﬁ lq

e

[Ruklrar- s sigoature)

(d) Did injury occur in or about home, on farm, in industrial place, in public place?

{Specify t [ place)
n.x.., ,:)wan;nns of injury.... .:}_ e
1

" (M.D.atather),,

A, Dmesignqﬂ’ ,é-f-/

* QRfrattBigs © 2

(Licensed Embalmer’s Statement on Reverse Side)



STATEMENT BY LICE‘.NSED EMBALMER

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

Regzstered Apprentice NO...ooooooooeeeeeeeee e .

Sngned OLMMBN da b I e
Licensed Embalmer No... LL ’ q D'
P. Q. Address.. 2 CB 2 q w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h:s OWN HANDWRITING. (Failure to co'mp]y wit

the above constitutes grounds for revocation of license.)

working under my personal supervision.

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




