UNFADING BLACK INK--MAKE A PERMANENT RECO

o
L

WRITE PLAINLY—UST

DEPARTMENT OF COMMERCE

fiLéd OEC 1 Mis 18

Registration District Now..oo oo« il

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
. ¢’Primary Registration District No......_._.. 100 3

35380
9723,

Registrar's No.............A

s
State File Nn.

1. PLACE OF DEATH:

(a) County
(8 City or town St. Louis, Migsouri -

{1 outxide city or m'nllmin writs "RURAL" and nurse nf l.nw nshlp) -

USUAL RESIDENCE OF DECEASED: '
@ State. Missowri

City or town.,..g.tfi LO Uis s

(€] County

25 G

(e
{¢) Name of houp(tal or Titituia (Ef outsids city or town limits, write “RURAL™ -
Homer pq.llips Hoslpl tal d @ Street No.. 14262 _Cole. St.
(If not ic bospital or write street {1f rursl, give location)
(d) Length of stay: In hospital or institufion.... ..‘3 days
N (Specuy whether (¢} Citizen of foreign country? (Yes or No)
In this community.. llf years
years, mouths or days) If yes, name country.
3. (a) PRINT ma Fortson MEDICAL CERTIFICATION
FULL NAME )
— T 20, DATE OF DEATH: Moray NOVEMbPEr . 16,
. (B} If veteran, o . (e} n:)neuﬂw year. 1942 hour. 10 minute. 13 P, M,
name war., No. uNOVembeI‘ 13
21. I hereby certily that I attended the deceased fro 3
Color or 6. (a) Single, wi{iﬁweé: married. 1042, 0. November.. ]_ﬁ_ T
4. SV-'F Qmal Q.. 3 race.. ngg.ro divorced ow that 7 last saw h. QY. aliveon ... '[ !Q.Iemher ,lﬁ.’_.. — '
6. (b)) Nameof husbandorwife ..o.ooooooerrrecerrrnmns 6. () Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Miles Fortaon AlVE oo vears || Immediate cause of death
7. Bith asteof decessed. NGYA 11801 A..abL..... 18 73.... _||Hypertensive Heart Disease with
Moath (v |'Decompensation . Unknowm
8. AGE: Years Months Days If less than one day Due to ) / z
_ abt.69 A
hr. . v
a * - d o ) Due to n /.) {V \ .
9. Birthplace Clarksdale MiSSiSSIﬁP.L 127 77
{City, wown, ur county) (Stato or fureign country) | 7 i [ S b
10. Usual oceupation.. H1OUS EWOT K R s vy
11. Industry or business. 5 £ ,-\"] ; FPHYSICIAN
aj dings: - R
g 12. Name._... Unavallable o Of aperations........ o . ; Underline
13, Bitnplace... dnavallable 7 ; ; the cattee Lo
ty, towp, or (State or foreign eountry ; ! hould b
5 [ 4. Malden name, SAFBHL. BO ¥d / - Of autopay charged i
. istically.
E{ 15. Birthplace.. -—--I{:E},ﬂx%%&yle—— —_ Mifu% %’ﬁ 4. }m g)i 22, If death was due to external causes, 5ll in the following:
16. (@ mformant_. NASK _Williams (@} Accldent, sulcide, or bomiclde tapecify)
{¥) Date of occurrence

® Address_._.. 4034 Falrfax Avenue.
@ Mﬁllniﬂnlm,w (5) Date thereof._ b1 =23=1942

Bu:ul.crumlion oz remova) (Monl.b) (Dl)‘) (Yeur)
« () "Place: barial of crematfon ‘.‘Ja shington Park Cem,

18 (a) Signature of funeral director_ GBS 4. J.o-GBEES e
(b)) Address .. ~_4_1_Q_7_Ei

"(Registrar's siznatore)

l Ac;dres éa j__.

{c) Where did Injury occur?.
{Clty or town) (County) (State)
{d) Did injury occur in or about home, on farm, in industrial place, in public place?
S; ¢ f plnce)
(..._pfh 1{:)» ?\ria?s of infOt¥ye oo

While :Ek merareraras

23

7 il eonlar.. (M D.ototbensz.
P Ll 2 Date aMM#}é

19. (a} .JE. m.,.@;éi &) ..

{Liconsed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

-

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba‘lr‘nec'l'l'ay me, or by

P 3
.Lhas.J. Gates eememeeemeneann il /stered Apprentxce No

working under my personal supervision.

0. Address. 4107 Finnay An.e.,....; ...............

Note: The above MUST BE SICNED BY THE LICENSED EMBALMER in his O‘VN HANDWRITING {Failure to comply with
the above constitutes grounds for revocation of license.) .

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



