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

ré \

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

STANDARD CERTIF

FD 0CT 19 1943 318

Registration District No...........

STATE BOARD OF HEALTH OF MISSOURI

Primary Registration District No..—.. ...

State File Na........

ICATE Of (BEATH

Registrar's No...

(City, town, or county) (Sum ar rmmn eaunlry)

1. PLACE OF DEATH: 2, [SUAL RESIDENCE OF DECEASED:. & A
o St. Louls, Missoiri @ sue. Masourd &) County 42
ty or town.. i
! (!l’nuuidn cily or town limita, write "HUNAL" and namea of township) {¢) City or town.. St' . LOUJ.S 3 { -,'| / ,
(¢} Name of hospital or imtitutlon: . . (11 outside eity or town limits, write “RURAL"} LA
Homer G, Phillipns Hospltal d @ Strect No....... 4009 Evans
{If not in hospital or iostitulion, writa strest ngx aa or location) - {If rural, give location)
(d) Length of stay: In hospital or institution )
20 (Specify whether || (¢} Citizen of foreign country? {Yes or No)
In this community...... years )
years, montha ar days) If yes. name country
3. (&) PRINT Alf d h MEDICAL CERTIFICATION
. (g
; E red Abney
FULL NaM 30, DATE OF DEATH: Momn. OCtoObOr  q.. s
. 3. s i
3. (8] X veteran, (e} Saciai Sccurity year_,___,,____l9A3_____________hour ﬁ mmme 3_0 P M.
ar. N
e w 2 21, I hereby certify that I attended the deceased from ugus
5. Color o Aa. (o) Single. widowed, married, 23, 1943, .. October J, .. .13
4. Sex A PZ';""‘ e Colore ! d di"“““‘---—--—s—éﬁm—?—--- that 1last saw h 8 ative on October 1, : 10.43
6. (b) Name of husband or wile...ccco.e oo 6. {£) Age of husbhand or wife if and that death occurred on the date and hour stated above. Duration
aliven e o.n.._.years | | mmediate cause of death. ..o mre : ij
e eened... NOVember 8, 1868 Prob, Gastro-Intéstinal Chreinoma nk,
{Month) (Day) {Year) Seni']_itv ya |
. A’ L !
8. AGE: Yeare Months Days If less than ane day Due to ny.np/l/
!
74 10 23 hr. min ] i ’
- Duz to
9. Birthplace Ala' ./ / ‘H /

Oth ditions,
10. Usual occupation, Unk, (In:.'ll;xdc::lecn?nc'r withia 3 months of death}
11, Industry or business % s ) PHYSICIAN
=] mor n
E 2. Name.....on..d Unknosm ; Of operatlons Underline
7 X : s
&2\ 13, Birthplace Unknown / ;’hhei g:\éa:a :g
a {Cjty, town, or county) (Stota or foreigu Eountry) Of autepay........ should be
3] 4. Malden name... nkn g ::It;t:]rgﬂeﬂ ;tn-
§ 5. Birthplace.......... g—glglmumy) ST PR SR SOV 22. If death was due to external causes, fill In the following:
16. (a) Informant Shirlﬁy . Smith (o) Accident, suicide, or homicide (specify)
) Whg, mer (3) Date of occurrence

!

‘13. (8

‘ aﬂace bun?
1&: { :gnaturjm i
L (B) Addressz, Mg

19 (8 ma-

(Bunll cremn]au. or rumvnl)

D) Where did injury occur?

(City ot town) niy} (State)
(%!d Injury occur in or about home, on l'arm. in lndu.stnnl plar:e. in public place?

(3pecify typa of place)

Iulc at wﬁ:]}? resggeener (€) . Bieans of injuy
23. Smnat;m- /

- _‘—{ 7'7’,
Address 2601_1‘.{: Wblt tiar

(M. D.orather}—......

Date 'signed..lo.-.:APIpB

ats rwe:ved Im:ﬂ oK ali-lnr 'a sizoature)
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; : STATEMENT BY LICENSED EMBALMER B

I hereby certify that the body whose name is recorded on the |:everse side of this certificate was embalmed by me, or by.

.............. . » Registered Apprentice No....

\ Signed UL
' . ; v
‘ . Licensed Embalmer No...... ...
* P, O, Address.......coevreez .
Notes The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to cm:'nply with
the above constitutes grounds for revocation of license,) .

. »* ‘
*~. -, 1If this body is not embalmed, fact should be so-stated above. " '




