. No. 2
f—5-42
5-17-3

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

DEPARTMENT OF COMMERCE
Buneau or tHE CENSUS

STATE BOARD OF HEALTH OF MISSOQOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No........c..... _— 1 OO 3

19¢
State File No ) J 7 7
Registror's Now............... 5’?73

D, Wb 31908 o, 8

1. PLACE OF DEATH:

{8} County
(b) City or town

o x. + a4 :
St Louls, Missouri

{Il outside city or town limits, write “RURAL" snd nams of township)

(¢} Name of hospital or institution:

Homer G, Phillips Hospital

(If not in hospital or institution, writs streat numh«aor focalion)
(d} Length of stay:

In hospital or institution

{Specity whether

2, USUAL RESIDENCE OF DECEASED: et 7
. + 7
(a) State Missouri (4) County /_.,. el
() City or town..... tee. .Lom ;a(V
{If cutaide ctty or l.ownhmlh wrn.a RUHAL")
(d) Street No.... 407 S. efferson

(it rural, giva location)

() Citizen of foreign country? {Ves or No}

6. (b) Name of husband or wife........cccoeeeevcrveeeee. 6. {¢} Age of husband or wife if

In this community.. 19 years
yooru, wonths or doys) If yes, name country.
MEDICAL CERTIFICATION
3. (a) PRINT 3
Futs NaME Goldie Roggerson June 21,
3. (5 et 3. (0) Social Securit 20. DATE OF DEATH: Month day.
. veteran, N 1 CUI
¢ M(}f year 191&3 hout. 9 minmpls P' M.
name war. No.
21, I hereby certify that I attended the deceased from_ JWNE ..
F J Color or 6, (a) Single, widowed, married, 19 . , 19!!3“ to Jlme 21 . 194 _:i'
4. Sex(Lona ‘L"L et p)mce oZdivan:ed..w.....‘.“..é.....'.....“u........ that 1 last saw h._ 8T alive on June 21, . 19__43&
and that death occurred on the date and hour stated above. ¢ -

Duralion
immediate cause of death

0. Birthplace....m...

10. Usual occupation.

o(Sl.ul;: or fo igu coubiry)

. Industry or business

alive... .years
vascular Lues Unk
7. Birth date of deceased W 11 m /;O Memngo a d !
(Manuth) (Day) (Yenr’
B, AGE: Years Mounths Days If fess than one day Due 10
/ ;‘3 & ? hr. min FF A /2 7
- Due to L 4

MU [V
Other conditions.

{Include pre:nnncy withio 3 mouths ofdulhf/

12. Name

p—t—
o

- Birthplace.

. Maiden name.

. Birthplace..........

MOTHER FATHER =~

p— e,
- e
th -

(Burial, cremation. or removyl)
(¢) Pimce: burial or cremation..wu et
18. {(c) Signature of funeml director..

@ Addrésa.-.z o 4e 15 £
19 @ (“)n;;noenred mlru'lg.- 39‘3

U Addres......

PHYSICIAN
RO Y et | i -
N tions_. ...
<z . operation Underline
W WW W / the cause to
oy ) Brcte, ol be
¥, town, or ¥ or Of autopsy.... spou <
2{ o .. ;% C é il & i charged sia-
/ tistically.
my) W 22. If death was due Eo external causes, fll in the following:
Informant/ {8} Accident, aurlc:lde. or homicide {specify)
2 (4) Date of occurrence
{¢) Where did injury occcur?.
(City or Lown) {County} (State)

{d) Did Injury occur in or about home, on farm, in industrial place, in public place?

(Sp-u:lfy type of place)

While at work? e (€} Meana of injury..,
23, Sngnnture / ool (M D. o
a e / Dale signed.f ié,ég

{Licensed Embalmer’s Statement on Reverse Side)




T LT ier VR
# -~
i
hd H
. ‘ ‘j' A
"
N -
STATEMENT BY LICENSED EMBALMER R ‘

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

......... . " . et Reg:stered Apprentlce No........

i A (
s . L:ccnsed Embalmer No." DZJD’A( 2"’"

P. Q. Address 3 éé‘é< F ‘. T Vol

Neote: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to com
the above constitutes grounds for revocation of license.)

working under my personal supervision.

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



