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'WﬂlTE'PLAINI_.Y-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

z dDReﬂsggt[an%lsmct%@w-g-l"g

DEPARTMENT OF COMMERCE
Bunm\u oF THE CEysUs

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District N

26645
Registrar’s No._........,._g_599,

1003

1, PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

(a) County . " . (a) State M ssouri '
@) City or town 5t. louis, Missouri - ) Couaty
(It cutside city or town limits, write “RUBAL" end name of township) () City or town.. Sto LOLI.‘LS " 0 /
{e}) Name of hospital or institution: . (Hf outsid ity or town limits, write "RUHAL")
Homer G, Phillips Hospital /2 (@) Street No 3963 Aldine
(If not in howpital or fnatiterilon, write street bumber or location) ’ (I raral, give location)
(d) Length of stay: In hospital or institutlon . 10 . da,ya___ SN X
(Spacify whotber || (¢} Citizen of foreign country? (Yes or No)
In this commanity. 35 years &
yonrs, months or days) If yes, name country
g;U{:E :};ﬁ;" Linl'lie Ford MEDICAL CERTIFICATION
: = 1 20. DATE OF DEATT: Monts__ AUGUSt ... 21,
3. ()1 Snda Securit:
(®) 1f veterun, e y_ year. 191&3 hour 3 mlnule__QS P..-._M
pame war 21. T hereby certify that I attended the d ¢ from.. AUZUST .
"' S Color or ‘ ! I 6. (a} N mﬂ‘ied ].-! 19”.&3. to. ‘AuguSt 21 2 19.‘.!!3..;
s 5"! di'“-é— A i that T tast saw HYLTL glive on August 21, 1943

(Licansed Embalmer's Statement on Reverse Side)

6. (5) Name of hushand or wife.... ___________________ 6. {¢) Age of hysband o wife if || and that death occurred on the date and hour stated above. Duration
]
,..%_.___M_“.__h___.. M 17] years Immediate cauze of death
7. Birth date of deceased MA aal-ten ADDend'lceal Abscess 2.wks .
{Mooth) {Dny) (Year} -
t [74
8. AGE: Months Days Ii lesa than one day Due to, ] .
p gb —_— _— —_— 3t } ! }"\
hr. min, bd T
(s o L
9. Birthplace Y yrd.
. . - - {Gjtv. town, or rounty, . {(State or foreige conntry) || o = ” B !_ A -
. M Qther conditions -
10. Usual occupation v {tactute proannoey within 3 moptbs of death) Fo= —
11. Industry or busi . ,/ PHYSICIAN
- Major iinidings: —_—
E{ 12, Name Of orj-mrinn. y s ; Undertine
= : T - o LI A LN Tala
=4 13, Birtbplace..._.. m ' 7 e couse to
B ity, towa, or (Staze or forcign country) Of autopsy........ ahould be
'‘E§ { t4. Malden name 2= L lcharged sta-
= A ...itistically.
| 15, Birthplace (City: tow. o canpt e TP sl | R If death was due to external causes,'fill in the following: - .
(:.
16, @ Inromt_g__h_ . (8) Accident, suicide, or homicide (specify)
- @ Addrn- DGLET 4_*__‘ (5 Date of occurrence
17, {a) W (3} Date lhcteo!......g .,nz.st"' 4 () Where did injury occur? [City or town) (County (Stato)
(B""'"'c‘:“-“'""“‘ or remaval) (Month) (Day) (Year) (@) Did !niury ceeur in or about home, on [arm, in industrial place, in public place?
(¢} Flace: burial or cﬂ:mallo et eeea e -
18. (@) Smnatun: of funcral - While at wor
® Addrise. 303 k) gy ‘
4 23.- Sigpat S A
19. (a) @ -  —
{Dite rocelved loral registrar {Registrar’s signatore) Address “
: Ve




STATEMENT BY LICENSED EMBALMER

il
N -

1 hereby_certify that the body whose name is recorded on the reverse side of this certificate was embaLmed by me, orby ereeemeneaesennas
’ - : . * e .

. Registered Apprentice f{n , )

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALNIER in his OWN HANDWRITING (Failure to comply with

the above constitutes grounds for revocatmn of license.)} )
If this body-is not embalmed fact ahould be so stated above. ' T ot
) i n # .




