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

DEPARTMENT OF COMMERCE
Buzsav oF THE CENsUS

STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

9043

Siate File No.

LGRS 2 g

Primary BElltration Dintrict No........]..QQ__S_. Registrer's No._._____. 25.9.(‘],.._

1. PLACE OF DEATH:

{a) County 3
(#) City or town ot, Louis, HMissourl

(If outside city or town llmiu. wite “RURAL" and name of tnwmhla)
{c) Name of hospital or institution: -

Homer G, Phillips Hospital )

(If ot in hospital or institotion, write street nomber or location)
(d) Length of stay: In hospital or institution.......L.. m.ml._

2. USUAL RESIDENCE OF DECEASED:

@ smeMissouri

(&) City or town. St

e (B} Connty.

Louis
(If cutaids city or town limits, write "RURAL"}

(@ Street No.....h32. West B elle

(If raral, give location)

/4

gﬂa(/

9. Bin bplace

- ; (Cl;y(? z: (Stainor - Toreign tountey)
Usual occupation

20 years whether (e) Citizen of foreign coutitry?, (Ves or No}
In this comemunity. }
yonrs, mouths or daye) : If yes, name country. £
. MEDICAL CERTIFICATION
3. {a) PRINT 5 P
FULL NAME Y. Teigy March - 15
3. I > = 3 (0 Sociat Secun 20. DATE OF DEATII: Month. =85 CT1 g4, ’
. veteran, . (¢ ty :
N. _lSLL.__..huur 3 minute. ss__B__.__M
name war. oA
— 21. I hereby certily that I attended the deceased from February
5. Col 6. (a) Single, widowed., rried. A
/ or or '(i gle, widow 11, 14, to_M/, arch 15, A9 d
4. Sﬁ-&— = ol divorced that I last saw b 3yq.. alive an March.1l5 1044
6. (5) Name of husband or wife........f_______ 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated abéve. Duration :
L
ve.... .................... Immediate cause of death
7. Birth date of deceased Qanar, NP 4 6 Bronchopneumondia Terminal
poott) “’“’ (e _Henign Hypertrophy. Prostate . ... lnk.. .
8, AGE: . Years Months Days I less than one day Due to
: j 7 ? 5‘ min
Due to }'

,..7 , .
i L
A A

Other conditions

(Date raceivad lonsl reaistrar)

10, " (lnzlnd; pfmuc; vl:bma moml‘ of doath) /
¢ Ta SR |
11. Industry or busim - PHYSICIAN
o w ;" ” . Major findings:
=y Name__ S o 5 Of cperatione._.......
E . Caee T . ' hUnderl[ne
=z ”, y : : the cause to
m \ 13. Birthplace hith death
(Ciyy. pwn. n'ﬂ State, tuni nl.ry) Of autopay.... wh 1d b
= . Malden name M : M & - d :h:rlzled stae-
ﬁ M tistically.
o | 15. Birthplace = 0 % = -
2 dr‘“w (Siata or foreign comatrs? 22. If death was due to external causes, fifl in the following:
“16. 9) lnf 2 € 2 -3 {a) Accident, suicide, or homicide (specify) == = = © e
> raty Mj_:. s TETL || ue ot e
(r) Where did infury occur?
17. {(a) VT (b) Date thueof_é_ﬁm {City or towa) {Caunty) tato)
, (Barial, cremstion, ar """"‘I’w h‘”‘"" (Day) (Year) || (4) Didinjury occur in or about home, on farm, in [ndustrial plaoe n publlc piace
(¢} Place: burial or cremation C w’thﬂ‘-‘q
18, (a) Slgnature of funeral dirmm' L 6 5 z d. L.
() Address. .lé#.
19, (a) MAH 1

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

* - -
S T

' o =Lt
I hereby certify that the body whose name is recorded on the reverse side’of this certificate was embalmed by me, or by

.
2

}l

% Reglstered Apprentice No
working under my personal supervision. ,G
S i Qﬁa::;;
‘ ‘ L:censed Embalmer No °2 N t; l74 s
- 18

P. O. Addrpqq 3 G 4{4 FM‘M'M

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to Q;ﬂ[—‘{y with
the above constitutes grounds for revocation of license.)

If this body is not embalned, fact should be so statéd above, : :

.-



