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STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Redstrafion Dhtrid Eo ——

16853
5039

Staie File No.

03

Registrar's No.

1. PLACE OF DEATH:

(s} County
St..Louis

{& City or town....
{11 autsida city or town limita, write “RURAL" and name of township)
{¢) Name of hospital or institution: /

—Jsolation Hospital

(If ot in hospital or institation, writsstreat number or loention)
(d) Length of stay: In hospital or inatitution. ....A P I il_..lrs

1944

T
Missouri (% County i

City ortown__St..Loonis 72

(If octaide cliy or ‘towo Ilmiu. ., write HURAL")

sweet No.__ 901 _NoOT LI 16th Street., .

{1f rural, give location)

2. USUAL RESIDENCE OF DECEASED:
{a) State

(c}

(d)

In thiqu%Xunigg s 1944 . - Decity whetber | (¢) Citizen of forelgn country? (Yesof Noy
yours, months or days) If yes, name country.
3. {a) PRINT MEDICAL CERTIFICATION
Fois name_Fete. Heakley 20. DATE OF DEATR: Month. MY 29, day
3. (b) If veteran, 3. (¢} Social Security 1904 hour.... .0} - mlnule_z_i_cl.u
T - o 21. I hereby certify that I attended the deceased from A [! T i l et
5. Celor or 6. () Single, widowed, marded, |} j*,__l_g deoo 10 w_Ma y 29 , 1o 4l

wsee Male | 24001

6. (b) Name of hushand or wife__.__.

pz.dibnrced_.}gidmﬁr_e.r.
eeceneeeameeemee 0. (¢} Age of husband or wife if

aliVe. i e Y ERTS

P
7. Birth date of deceased. m&Cﬁ r*""j""""f‘"%i%)__w'_" (Y“?S

Month}

that I last saw him. alive on..M.a.y...;z.g..,......1..9[&1;..;................_...... 19 __:

and that death occurred on nd hour stated above,
Immedigte cquse of deat ..
{/

Duralion

8, AGE: Months

2

Days

14

Years

49

If leas than one day

hr. min

/

(State or loreign country)

9. Birthplact

10. Usual occupation......... . £

ll Industry or business

De to
/4
Due to...
[ A
T i g e N
Other conditions. J

([aclude prognnncy within 3 months aof death)

N,

15. Birthplace

MOTHER FATIHER

Chy
{ 14, Maiden nnms' t

(City. Lowo, or connty) {State or farelgn country)

16. (a) IﬁformanL_Ed_ith._v:.;-_lﬂinc_r._...m.._._- .......... S
@) Address___ 5600 _Arsenal .Street. .

17 (e}~ o ot (#) Date thereof__fo. "‘.{: -
{Burial, cremation, w,g:_m':a:l Monlh) (D-y) (Ye-r)

(¢) Place: l;lmal or crematio
18, (s) Signature of funeral director. df®

T PHYSICIAN
ajor hmdings:

12 Neme. AR08 Weakley 7 " Of operations Undertize
Arkansas ) . ‘ ' the cause to

t3. Bu'thnlm-o ‘hich
G‘éf en- {Stata or forelzn country} Of AULOPSY e LA e sh nn:z:lul:%
.o . charged sta-

South Carolina V4 S = listically.
22. If death was due to external causes, fill in the following:

Accident, suicide, or homicide {specify}

Date of occurrence.

Where did injury occur?.

{City or tnwn) {Cognty) (Srate)
Did injury occur in or about home, on farm, in industrial place, In public p[ace?

(Spﬂl’x type of place)
......... . (t) Meam of !njury....

(%) Address .__.__..._.__ il o
3. Signatured ZZ M.D.orother)
19. M- —
(@ (Dats recelv rewfatrar} {Rexistrar’s aignature) ‘Address, ﬁ_é_g_q_m ._’Xi._' Date signed \5‘" 1

(Livensed Embalmer’s Statement on Roverse Side) Y




STATEMENT BY LICENSED EMBALMER

3

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

working under my personal supervision,

¢ -

ot - _ ot Lo el
Notey The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.— (leure to comply wit
the above constitutes grounds for revocation of license.)

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

1 1



