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G BLACK INK—MAKE A PERMANENT RECORD

WRITE PLAINLY—USE UNFAD

DEPARTMENT OF COMMERCE

FILED AUG 21 1944 1318

THE STATE BOARD OF HEALTH OF MISSOURI‘;‘

STANDARD CERTIFICATE OF DEATH

s el

State File No.

1003

name war.

6. (a) Single, widowed, married,
J divorced S]_'r\rr ] e

5. Color ar

sex Female gnrﬂegro

No..355=20~1040

21,

Registration District No.....—. s~ Primary Reglstration District No... Registrar's Nowo ooy ol —oireeeres
1. PLACE OF DEATH: - ' 2. USUAL RESIDENCE OF DECEASED: ﬁézfﬂ_
(e} County. .. ——gp—Imnig Wi H5o0F @ stae Missouri {8) County P
(b) City or town 2 <
(If outaids city or town limita, write "RURAL" and name of tawnship) (&) City or town. _S t,-“LouiB o N
{c) Name of hospua.l or institution: 0 (If oateide city or town limits, wiite VRGRAL", U)_,
_Homer G, Phillips Hogpital @ Strect No...2118.0'Fallon
ar m& in hospita) or institution, write street pomber or location} (If rural, give location)
{d) Length of stay;: In hospital or institution._._.__2‘..m93..t.m12<..dm_
(Specify whether || {¢} Citizen of forelgn country?. {Yes or No}

In this community 36 years g

years, months or days) If yes, name countity.

MEDICAL CERTIFICATION
3, (a) PRINT & B onr vaan
FULL NAME__* BpatricesBoyd-ur <ic-va
- - Y:l 5 Somial 5 20, DATE OF DEATH: Montn_AUGUSY 11,

. () I , " . inl Securit

3 & veteran \ < ¥ year 19“ hour. 4 minutr35 A he M

I hereby certify that I attended the deceased from May

4y, August 11,

9. 19,44

mgust 11, Y

19. (a)

4 that T last saw b ST ative on P Y (. . ;
6. () Name of husband or wife... oo, 6. {2) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. . Dirvation
- 1#1 H
ALEVE edmte se of death Y
1g 00 m sive Uardlo=vascular diseasa -
7. Birth date of deceased Feb. g,
{Month) (Day) (fear) with congestive heart failure Unk,
8. AGE: Vears Months Days If less than one day Due to ! .
A i
6 2 b sooomin, A
44 r /mm Due to N K i’;’ I\ﬁf
9. Rirthplace, Whiteville Tenn, VA
{City, town, or county) - (3tate or foreign country) - @"
. Other conditions.
10. Usual occupation I'-’Iaid 5 K : AlE (ln:l:dn pregoancy within 3 months of dealh) / y
11. Industry or buainess ) P Ma = d 7/ PHYSICIAN
5 12, Name Fr ank Boyd - ’ofol:lel':lr:.lg:ﬁsn ......
=] : B iR L " oo T Underline
= | 13. Birthplace White'V': 1e Tenn, / the cause to
w, town, or {Stato or foreign country) of t should b
E 14. Malden name..__ ABI Y. ﬂ;lis On_......._........................._“__.... b Aukopey- fiarged gla?
tistically.
= r b j g:{j . - -
% 15, Binhpln.ce...___}!(-a - w'm"mu%g-- ------- (E“?.E? = ) 22. If death was due to external causes, fill in the following:
16, (g) Informant i James Boyd ] v ‘i (@) Accident, suicide, or homicide (specily) _-
(;) Address ‘2118 0 Fal Ion St (5) Date of occurrence
- (;’) Bur ial (3) Date thereof A'l.lg . 16 ’ 44 () Where did injury occur? e o i
(Borial, cremation, or removal) (Month) (Day} {Year) () Did i:uury occur, in or about home, on farm, in industrial plaoe in pu.bhc plaoe?
{c) Place: burial or cremation ‘NaShingt on Park o
. + of place +
18. (o) Slgnature of funeral director. Dement_& Son . While at Wotk?uor . o ..‘sf:_f.ﬂ(,e? Vi) of injury... _r-.__‘ i 4
)
23.

-Address %P_/.lz -

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

Reglstered Apprentlce No

working under my personal supervision.

Licensed Embalmer No

P. 0. Address... %J_ / 4 m,.,z_

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in kis OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)}

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




