i

UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI ]_ 3 4 U ( )
1

BUREAU OF THE CENSUS . . STANDARD CERTIFICATE OF DEAT{b Slate File No, pe
~ 03 3427

EILED APR 20 194 ppates

Registratiou District Nowe ... g l 8 m.ary Registmhon Dastrlct Nowooee Registrar's No...
1. PLACE OF DEATH;: 2. USUAL RESIDENCE OF DECEASED;
(a) County (@) State. HiSSOUri ) County 0 60
@ City or cown......oha_LoUis, Migsourd.....o.
(If outaids cxl:‘drlawn limits, write “RURAL" and nanme of towaship) () City or town St - L Cl.liS 9 17
{c) i(lame of hospital or institution: O {If cutside city or tawa limity, write “RURAL")
omer Phillips Hospital @ Stroct No...... 2332 Laoadie V7.4
{If oot in hoapital or institolion, write sireet hncr!nnnunn) {If rural, give bocation) I
(&) Length of stay: In hospital or institution...+..MQs 13 days © © . )
(Specily whether £ itizen of foreign country {Yes or No)
In this community 50 years )
years, months or days) if yes, name country. [
3. (a) PRINT Addie Washington MEDICAL CERTIFICATION
FULL NAME April 9
3. () If vet 3. (c) Soclal Securit ?0. DATEOF DEATH: Month day..—£2
X veteran, . (e urity
% N % year“,,,hA,,,,,M,.:,LEAA._._.hDur 4 rninutt___a_o P a M
name war. [+) .
21. 1 hereby certify that I attended the d 4 trom nFEbrUATY
F gr $. Color or 6. (aysithuple, uﬂdumd%-wd 25, . bb, Horil 9, 10.eds.
4, Sex. L .. L . rac G AL TR ailivoontd... . .. 1| that I last saw h er alive on Apl'il 9, ‘ 19____!!1',.
6. (8) Name of husband or wife...._...... 6. {¢) Age of husbang or wife if |[ 2nd that death occurred on the date and hour stated above. 1 Durati
uralion
— —— — aliv £ . r__vears |} Immediate cause of death
7. Birth date of deccased.. LBt i’ Y ‘¥ 7. 4 || Cerebral Accident L/ 7 _wks,
/ (Monthy Dayy ¥ cary .y e
8. AGE: Years Months Days If less than one day Due to Hypert.en sion {7 # ’? Unk'
e
‘é‘f 4 J/ . ) N e
[ 1 OO min. 4
/ i : Due to.. J B
9. Birthplace v
I LT ; + o (Buate or fortign countiy) - . e ; = T
Other conditiona
10. Usual occupation.. ..o %-_/_(_C)_ (Incheds prognacey witkin 3 months of degth). JR———
. Vinete aney S —
11. Tndustry or business.. A7 a Q. h/: F e SR : PHYSICIAN
jor Andings: N
E 12. Name ; Z&AQAMZL (7(2365 3 . . Of operations..... - )
g i .o . oo ' N Underline
£ 1 13. Birthplace . Mo.. = Z? = - : e et
{CiLy. or coanty, tute or nreun nuunu—y . Of auto R N should be
5 14, Maiden name__....g ytJ.VA /'/A LL  BULOPSY . chargeﬁ sta-
" . ...Itistically.
- >
g 15. Birthplace e o samtn /Vlo (’) 22. I death was due to external causes, fill in the following:
6" (@ 1 MO@W . || (@ Accident, suicide, or homicide (specify)
T @) Address. Ll Z 3 £. LAE.A.‘D_!_..@ ..... Ye. . oo (#) Date of occurrence
17, fa) a3 (b) Date thereof. (f/ ’ﬁf.‘ () Where did injury occur? (Cit: town) {County) (Suate)
- A e = ST or town, unty,
(Burial, cremation, or Temaval) oot} (Dey) (Véar) (&) Did injury ocetr in or about home, on farm, in industrial place, in public place?
() Place: burial or cremation. c_’ Re ’{ Wé 0) &A(Ct ),/
f pl
18. (a) Signature of funeral directorw = “ A = ll-. 7. While at work2: . _...: ,....:%.l.’.edry‘(ge il::::‘:es,of lsuw—--------,~.
b) Address. ? L ANE, g _'_":_.___. f "yl . e
® AP R ﬁ%ﬂﬁd - f * 23. Signatu:e.._._....._.._.._..__._..mwz,_(M. Dissothec)
19. () 0 A 7 . o L. - - .
{Date received loca] rexistrar) (Repistraz's signoture) s Address ot L LA, A,{;mz::_____;_:._......:.;. Date signed. of-

[ )/ s {Licensed Embalmcr’s Statement on Reverse Side)




-

STATEMENT BY LICENSED EMBALMER

I hereby certily that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

,// K}//Q}%C]),M‘oﬁ.ajl/.&//, Registered Apprentice No

working under my personal supervision. o
'’ ¢ "
i CNY
Signed.....&7 W/’{: pLf. .. ke fLALTEL .

Licensed Embalmer No.. 4«/ /‘ 4/

.

P. O. Address

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 body is not embalmed, fact should be s0 stated above.




