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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT R
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DEPARTMENT OF EOMMERCE STATE BOARD OF HEALTH OF MISSOURI l_b 4 5 .j
BurRau o "HE ng STANDARD CERTIFICATE OF DEATH State File No AAET
Eegj:tmdnn D:atrlct lja """"""""""""" 3 g 8 Primary Registration District Now. e e Registrar's No »¥
1. PLACE OF DEATH: T T ¢ - 2, USUAL RESIDENCE OF DECEASED: e
-
ta} County (a) State Mo. {¢) County. - /
(8) City or town_..._... 3t.Louia St.Loui d /
(1f outaide city or towp limits, wrils "RUKAL" eod uniie of tuwnship) (¢) City or town : uig
() Nome of hospual or ii;.sﬁtutlon {if outaide city or town limits, writa “RUKRAL")
0 Fyler ave. / @ Sucet vo...... 6330 Fylor ave,
([I’ not in hospltal or institution, write street number or leeatlon) (If rurel, give lostion)
1 3 institution
(d) Length of stay: Tn hospital or institut {Specify whether || (¢} Citizen of foreign country? ne (Yes or Na)
In this community d
yours. months or days) If yes, name country, A
3. (@) PRINT R MEDICAL CERTIFICATION
. g )
; e SAMUEL H. PARKER
FULL NAME. =7 i : - 20, DATE OF DEATH: Month___ MaY day.. 18
3. (8) If vetoran, YONE 3 o w ﬁu}m y Jog0 vearo... 2383 .. hour 9 minute@@.. Ae.....M
name war. No
21. I hereby certify that I attended the deceased from
S. Color or I . (a) Single, widowed, married M1 19¥1 o M Iz 1943,
s sz Mall J =Jhite A‘“Orccd»-kr—é—g-‘—l-—-- thal I st saw h.1WA.. alive on.... ARy 12 [§3
6. (b) Name of husband or wife—.....c.cimeniane . 6. {¢) Age of busband or wife if || 2nd that death occurred on the date and hour stated abave. Duration
Lilli‘n P&fk.r years Iimmediate cause of death,
SR S ‘ _ & -
7. Birth date of deceased D.e.mb.r 10 1868 .......... e Pt {\‘ M-Q' d—uﬂn - Vi (o
(Month} (Day) (Year) =
7
8. AGE: VYears Months Days I less than one day Due to L "‘“ J}"n"
74 5| 3 -l
hr. min V ' i .
N Due to.. :
o. Binnplace. Buffale Co. Iowa /
(City, town, or county) (State or foreign country) S " 5
conditio EM?QA‘Q—'M MIA& Ll Lt ?
10. Usual sccupation Moving Pioture Operator %}::l:m p:‘e;ml::‘y withln 8 Nontks of sty |
11, Industryorb o PHYSICIAN
ajor findinga:
8 ( 12. Name ¥illiam E.Parker Of operations
E X , Underfine
& ) Weat Virginia the cause to
t= { 13. Birthplace. e " o o .wl?khlc}iat:'b
ty, lown, ar lore <oun
% ¢ e staiden same. O toUld Bernloks¥ ij Of autapsy......c... :}%E:gmf
s y.
E{ 15. Birthplace omo 22. 1f death waa due to external causes, fll in the following:
= {City. town, or county) (State or fopejEn oiry)
16. (a) Informant Lillian Parkor : m., (a) Accident, sulcide, or homicide (specify)
® Add 6530 F‘yhr ave. (#) Date of occurrence.
17. (a) . . (8 Date thereof... MBY... 153,1943 {e) Where did injury occur? G iy (ot P
“{Burial, cremation, or removal) | ut. L.mg““'a.g) (Year) {d) Did injury occur in or about home, on farm, in (ndustrial plan:e in publ!c place?
(¢) Place: burial or cremation
12. (d) Signature 0.; gliefl dslrtgor g :Hof fmedstor U.&. I' Cat While 8t WOrkPosumsuummmmrrirrenes ,(S?f" 7 "«’)" ‘ifx‘:“n:) OF FEJUIY
. Broadway) -~ 2 Quhe L3
() Address 23. Signature M 'la“““-q L (M. D. or other) h,%

19, (@)

N/

(Registrar's mul;)

MBI 1003—

Address._ 4502 ./

lve Bf SfLQ__'g[li_ ........

Date sdgned..! /n—/}’— 2

{Liccnaed Embalmer’s Statement on Reverse Side)
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the above constitutes grounds for revocation of license.)

If this body is not embaimed, fact should be so stated above.
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STATEMENT BY LICENSED EMBALMER

Note: The above MUST BE SIGNED BY THE LICENSED El\lBALMFR in hls; OWN IIANDWH IN,G. + {Failure to comply wifh




