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

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

ER N0V 1B 1 8

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No..... Qos -

s 32RR7
camerir.. QD5

1. PLACE OF DEATH:

(g) County__
(8 City or town

St. Louis, Missouri

{c) Name of hospital or :mutuu‘ou

(If outslie city or town limits, write “RUNAL" ond neme of township)

7

ips Hogpital

(lf not in howpital or institation, write street oumbser or location)

2. USUAL RESIDENCE OF DECEASED:
Missouri /7 A
St, Louis, !

(1f outaida city or tawn Himita, wtite “RURAL™) \ b

(@) Street No.____ 314 S0, Garrison

J e

(a) State. {&) County.

(¢) City or town

(City, town, or county)

10. Usual occupatio:

1. Industry orusiness. % S -
12, Name
13.

5. minupince 102 &Mn
gfalh. L%

?qm L.

tale or forejgn country}

Ty .

 Waas, L

(Sﬁu or foreign covatry)

. Birthplace

Wiaat. [

MOTHER FATHER =

(Cily. tows, or county)

Informant.

NO) Addﬁr‘m :3“/#

{Durial, mmnmn. or nmm'al)
{¢) Place: burlal or crematio
18. {g) Signature of funeral director.
(8) Address...

19. @ 0 L2_2_

(Data received kacalr

(Stntd or foreign country)

. __G_E Qa-&t.u/m“
——— (b Date thereof. / D 15 -9(' -j

{(Monlb) (Day) (Year)

(ﬂemu--r s urnlmr-)

(it roral, give location)

() Length of stay: In hospital or institution_ 4 CA¥I__ o

29 ye ars {Spacily whether (¢) Citizen of foreign country? (Yes or No)
In this community. J

yeors, months ar days) If yes, name country
MEDICAL CERTIFICATION
3. (&) PRINT James Baker
FULL NAME
n 3 T — 20. DATE OF DEATH: Month October 20,
. ] . t
3. (&) 1 veteran, m——— ;:) #f: -n s._j‘lp 2 7 year. 1943 hour, minute 10 P' M.
ar, 0,
name F1l 21. 1 nereby certify that T attended the deceased frodd G ODEY
5. Color or 6. (o) Single, widowed, married, 16, 1943, 0. 0ctober 20, 193
. &xmmt~_ i divore that I last saw b 1M alive on.............QCtober 20, . 19,3
6. (5yName of husband or wife... 6. {¢} Ageof huuband or wife if || and that death occurred on the date and hour stated above, Duration
.?&&M’ nuv:‘i-fl ________ Immediate cause of death M i i
N o]
1. Eirth date of decensed.. CAlt 27 /f?ﬂ _AMatopsy: Bronchopneumonia erminal
_(ffenth) (Day) (Year) Cardiac Hypertrophy Unk,
L4
8. AGE: Years Months Days If lesa thao one day Due to £ L
/ 53 | / |27 - _ ...
4 in. {i
Due to L o?

r]
Other conditions. a _i A
{Inclode pregozocy within 3 monihs of desth) J

PHYSICIAN

Underline
the cause to
iwhich death
ahould be
charged sta-
tistically.

Major findings: !
Of gperations.

Of autopsy.

22. If death was due to external causes, £l in the following:
(@) Accident, suicide, or homicide (specify)

(8} Date of occurrence

(¢} Where did injury occur?

{ity or town) {County) (State)
{d} Did Injury occur in or about home, on farm. Lo industrial place, in public place?

¥ t3pe of place)
{¢) Means o mury ST S

L/ (M D.nl.d.hs)__/
e DaLE ugn ﬂﬂ%

{Licensed Embalmer's Siatement on Reverss Sido)



STATEMENT BY LICENSED EMBALMER

o
T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by oo

Registered Apprentice No

Signed /2 WE\W\)

Llcensed Embalmer No Z éf
£. 0. AddressZ// 4 / m"‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT ING (Failure to comply with

the above constitutes grounds for revoceation of licensc.)

working under my personal supervision.

If this body is not embalmed, fact should be so stated ahove.




