. 8. No. 2
M—2-43
5-17-39
I X38637

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

DEPARTMENT OF COMMERCE

MEDM ’9‘1%8

STATE BOARD OF HEALTH QOF MISSOUR]T

STANDARD CERTIFICATE OF DEATH

3 4 4 “y,
State File No -:l‘ 9 _ .’3 6
Registrars No.....___.__;az_ai.

Primaty Registration District Noo. . ~y
1. PLACE OF DEATH: 2. USUAL RESIDENCEMSF DECEASED: Y,
(a) County . o ‘State Missouri . ) County —d 7
@ City or town..........Sta . Louis d
(11 autside ety or town limits, weits ~NURAL" and nems of twaship) () City or town... Sta. Louis
{¢) Name of hospital or insiitution: Q_ {1f outside city or town Huwits, write “HURAL™}
T i ek e A A Rl sonar ey [ @ Sureet New... 5850 G lomeng.
(d) Length of stay: In hospital or Institution. . m—-Ll——-d ¢ SR, Lt
} (bbétnl'r whetber || (&) Citizen of foreign country?. AINS rican. {Yes or No)
In this community 9 months ;
yenrs, months or duys) If yes, name country.
MEDICAL CERTIFICATION

Yl FRbE. Anderson, Lillian May 6

< 20. DATE OF DEATH: Month____J3116E day

3. (& II veteran,

ul .

3. (&) SOW:Y ’
No. .

year 1944, __honr_lzlhs.....p;mminum...__..___M

name war.
21, 1 hereby certify that 1 attended the deceased frnm....._MQ.:Q.h....z.....,....... 91-}1*
£ 1 \ 5. Coler or 6. (o) Single. widowed, mri‘ . 19 wlune 6 1944 1w .
4 5ex 18MAZ8 | e white- divorced i -dOW -2 that Tlast saw igp. . sliveon. June. 6. 1Q0, ... 19
6. (b} Name of hughand of Wife....mmmmmnmes 0+ (£} ‘Age of husband or wife if |{ 20d that death oceurred on the date and bouf stated above{\/' Duratian
alive...cresree years || [mmedinte cause of death A
) . © oV
7. Birth date of deceased July_ 9 1880 rcemcrmes £ i
(Maots) 7 (Day) (Voar} } SEIRATEAL
B. AGE: Years Moanths Days If Jess than one day Due to ) p‘
63 10 Z; hr. min y .
Due to
9. Bn—thpla::e_.ﬂﬂl!_

. {Clsy, town, or coa! 13

ette,.,c_o. g dlla 1

(State or forelgn enunuy}

10. Ustal occupation Py
NS

11. Induatry or business.
{12, NanPleasant.. Bpps 2
B '
sls, Bi!thplace..........lllin ia \
- (Clty. wwn, cr connty) (State ot lovelgn eountry)
= 14. Maiden name____Mayy-. Kl;‘g;g.lay._.._._.,_,.-..m.mmm._:._
5 15. Birthplace, Illinois ‘
= R (Clty, town, or ennnly) (Shn or fml,—n ounn?pj
i6. () Infom.ant...........c. Hannon

® Ad 5800 Arsenal St.
17. () ) Date thereof. " "" ¢¢

{ nrlll.ww:n—;;;wrmu"l) 3
Place: burial or ¢crematio
Signature of funeral director__s

Addrmd dios il

{Dats raceived Jocal rasistrar)

' (e}
18. (a)
()

19, (a) (8}

¥ (Feriy

( Mﬂ (Year)

Other condidlons 'ﬁhﬁdw m_ﬂ_g_;
é%r!g:a_?} ..... Leanst™ !

st PHYSICIAN
Major findinga:
Of operations
Undetline
the cause to

hich death
Ofautovﬂraw x’“‘% *wrhongﬂ:c
traacta §) taliosa tistioally.

22, If death was due to eytem!d catses, fill in the following:
(g) Accident, suldde, or homicide (specify)
(%) Date of sccurrence s
(¢} Whete did infury occur? *

{City or town) {Cou (State)
(dy Did injury occur in or about home, on farm, in lndusuia] p!ace in pubuc place?

r's giemntars)

(Specily typa of place)
While at work".....*.................... (¢) Means o! lrdury...... ________
23, SIgnntumM (M D orother)._.___
Address LSOO = ooyt v L' Da:e signed

_(Liconssd Embalmer's Siatement on Reverse Side) N



"

STATEMENT BY LICENSED EMBALMER-

1 hereby certify

at the bodizsc name is recorded on the reverse side of this certificate was embalmed by me, or by

7/444&4 ....... ....................................... , Registered Appi’entice No 3 6 3 -

working under my personal supervision.-

P, 0. Address.--_@. ‘ﬂ\ )

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMEH in his OW’N HANDWRITING. (Faxlure to comply with
the above constitutes grounds for revocation of license.) .

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

is




