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

DEPARTMENT OF COMMERCE

BurEay oF THE CENSUS

JUERDEC 998, o

L

STATE BOARD OF HEALTH OF MISSOURI 1569{;(‘]

STANDARD CERTIFICATE OF DEATH

State File No.___mq,?l_

Homer

(c) Name of hospital or institution:

G. Phillips Hospital /)

In this community.
yenrs, months or days)

{If aot in hospltal or institution, writa stroet auember ar location)

{d}) Length of stay:

In hospital or institution..
Life 115 -

" (Specify whather

Primary chﬂat.ration D'Iutr!m No: .....____._.__._._'n. Registrar's No.
1. PLACE OF DEATH: "It 2 “usuaL mmmcn OF DECEASED. -& Cf”
(z) County . = {0 Siate Ms souri o '/?
(%) City or town St. Louls, Missouri - ) Lounty 3
(if ontulda city or tows limits, write “RURAL" aad neme of townakip) (0 City or town St. Louis 3 /

4
(It cutside clty or town limits, writs "RURAL"™) [ L

(dy Street No 4202 Wlest Belle

(If rural, give locatlon)

(¢} Citizen of foreign country?. (Yes or No)

If yes, name country.

MEDICAL CERTIFICATION

...

[
T
T 2

Infortnant Shll'ley M Smith

2601 N. W hltt:l.er

18, {a) Sigrature of funerat director...
6 Address

19, ——
() {Dats r.ﬂm%

.ﬁ“ﬁhdfm‘?

{Stata or foraigo conntry)
¢

3o PRINT  william Scott -
FULL NAME =~ v
PR o 1 20. DATE OF DEATH, Momn_lOVEMbEr . - 22,
3 veteran, . (¢) Soclal Security
) < 19L3 hour 5 minute 45 P' M
name war. No
21. 1 hereby certify that 1 attended the d d trom OVEember
al 5, Color or J(; {a) Single, w!guwed martied, 16 3 1953., to November 22 y l9..!t3:
4. Sex Male j"‘” Color 02'-“""":"’- vldOWEI‘ - || that I last eaw b LM3, alive on November 22: 19_4_3;
6. {b) Name of husband or wife....._._.___.. 6. (c) Age of husband or wife if || 20d that death occurred on the date and hour stated above. Durasi
oryears || [mmediate cause of death uranon
7. Birth date of decenscd March 10, 1868 Arteriosclerotic Heart Disease Unk.,
{Month) {Day) (Year) I
¥ 5. AGE: Years Montha Days If less than one day Due to. i ¥,
L S’
77 8 12 hr. min / )’-
&7 Due to. A e i ,.
9. Birthplace / W ] /j
{City. town, T{mnly) (Stote ar I'unignmunuy) ‘_ f T
Unknown J Other conditions,
10, Usual occupation - € a:u.tor) (laclude pe ¥ =ithin 3 monihs of death) ’
11, Industry or bitsiness - . - PHYSICIAN
5/ 12 Neme.... onarlie Scott e -
& ' . . U Underline
< lace 14 smouri the cause to
2\ 13. Birp 5 . ; which death
Ly, town, or nt, ¥ State or foreign country,
& ¢ 14. Meiden name Sennie HeMlaiss p Of autopsy should be
EY 15, Birchotace Ifi ssouri [V tistlcally.
g . d Ci o 22. 1f death was due to external causes, fill in the following:

Accident, suicide, or homicide (specify)

Date of occurrence.

A - (ke
(Meatatrars sfenature)

Where did injury occur?,
ity or town) {Con {Ruate)
Did Injury oceur in or about home, on farm, in industrial pla.ce in public place?

{Specily type of place) .
e

‘While at work?, ......._. — _ﬁ (e} Mcans of 1njury._. ......... .5
23. Signature... ¢ .(‘;l) D. mﬂ:ﬁ.‘l

Address___ 7@ 4 /.."m_,_ Date -imed’//é J-[Eg

{Liceased Embalmer‘s Statement on Reverse Side)



——
-

. STATEMENT BY LICENSED EMBALMER

"1 hereby certlfy that the body whose name is recorded on the everse side of this certificate was embalmed by me, or by.

Registered Apprentice No

................

working under my personal supervision.

Slgned

Licensed Embalmer No.

o

— ety —.-\-,»’\,q-,—.r‘.

. P. Q. Address..... . e eeeneran
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

the above constitutes grounds for revocation of license.)

If this boedy is not embalmed, fact should be so stnled ahove.
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BurEaU oF THE CENSUS

Registration District No.. _3 J

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.-/....%..

Lo
(12497

Siale File No.

Regisivar's No.

1. PLACE OF DEATH:

{a} County : § : :
) City or town... .. _LQ‘_W__WM“

{If outcids city ar town ts, write "RURAL" ond nnme of township)
{c) Name of hosplta] or institution!

(If not in houpital or institution, writa street zumber or locaticn)
(d) Length of stay: In hoapital or institution

{Bpecily wheiher

In this commnnity,
yoars, toonthe or days)

2. USUAL RESIDENCE OF DECF.ASED:

(a) '-‘st-\tn (5} County
(¢} City or town
(1f oursida city or town limits, write “RURAL")
(dy Street No.
(Il rural, give location)
(e} Citizen of forslgn conntry? (Vea or No)

If yea, name country.

3. (3) PRINT -
Yuil NAML_._M
r

3, (¥ If veteran, 3. (c) Social Security

MEDICAL CERTIFIC,

DATE OF DEA
yw.w“._j“j .

20.

name war. No
21. T hereby certify t| 13
5. Color or 6. (a) Single, widowed, married, 19
4. Sex - diva AN SE— 1%........4
6. (b) Name of husband or wife, Duration
7. Birth date of deceased...........
8. AGE: Years Monthy
7 7 i Dte to
9. Birthplace. — h .._k\.? M ol Lo
< ¥ or ¥) (Stata or [oceign munu—y)
Other conditions.
10 Ul oect U (Include pregnency within 3 months of death)
11, Industry or b PHYSICIAN
. Major findings:
E 12. Name Of operations Underline
& 13. Birthplace ich death
(City, town, ar county) {Siata or foreign eountry) Of autapsy. should be
E{ 14. Maiden name cha.:ge;il s
tistically.
i5. Birthplace E s
2 Py Y Giate or Tarsien conaresy 22, If death was die to external causes, fill in the following:
16. (o} Informant {a) Accident, suiclde, or homiclde {apecify)
%} Address (b) Date of occurrence
oceur?
17. {a) - () Date thereof (@) Where did thjury (City o towa) (Coun
{Busial, cromation, of resoval) (Month) (Dey) (Yoar) () Did injury occur in or about home, on farm, in Industrial p!aoe in pnhlic pla.a?
{¢) Place: burial or cremation
18. (s} Signature of funeral director. While at work? pecify 't?;ﬂ ‘;rxphu’of Injury.
(&) A e .
23, Signature (M.D.orother).
o o o BEE LA V-7
(Heriatror's signature) Ag‘dreu Date signed....oe

€.y

Py
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