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CATE OF DEATH State File No,

.............. 818 anary Registratlon sttrlct No ' m Registrar's No. 881.)&“

1. PLACE OF DEATH:
(a) County.
(b) City or town

() Name of hospital or institution:

2632 Locust Street 4

t. leuis, o

(If outatda city or town limits, write ““RURAL” and name of township)

(d) Length of stny In h%?pxgl or msuanmnn

In this community
yenrs, months or deye)

(i not in hoapital or institution, writa strest number or locdtion)

{Specily whother

2, USUAL RESIDENCE OF DECEASED:

(a) Btate (b} County.

i

(e} City or town. 84 L_e_(hto ufdea%

V7

@ Street No._.. 2002 _Locusts Str et

,.«
yor town limits, writs “RURAL"™) 2_/ 7

{1f rural, give location)

{¢) Citizen of foreign country?.

1f yes, name country.

(Yes ar No}
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3. (B

If veteran, 3. (2) Socla.] Seca:ty

nAMmE WAL Q). 01 rsreeerarrmrmreermereceeccomormrses No.

MEDICAL CERTIFICATION

5 Qe X
20. DATE OF DEATH: Month.___ /. day ['CA

21. I hereby certify that I attended the deceased from .

Year. \l L( hour...oe. Lz......._..;ugte /

18. (@)
&
19. (a)

Slznﬁture of funeral dn'ect&i_._l‘ .BMJ-._QQ'Q_.G.Q!_-__...___

» signatuore}

g/ "1 5. Color or 6. {a) Single, yidowed, marsied, 19.__, to. l
a b“ AN A«/ﬁL
4. Sex Male | r"gfo lored l divorced that I Tast saw k.| . alive on I O 7 If 19..
6. (b} Name of husband of Wife........coceemeee 63 (¢} Ageof b ﬁrel-w'lf eif || and that death cccurred on the d hour ftated above. Daration
Hester Smith alive......% __" ) .. ..vears Immcdmfuse of death...__.¢
7. Birth date of deceasea, V8126 1900 L& Leel 3:164] g
{Moath) {Day) {Year)
8. AGE: Years Months Days If less than one day Due to N
45 & 19 . i
- min .
, Due to {i‘
0, Birthplace .. L N ,______
e L?gg. tovin?or ?o?n - (Stato or foréign country)- Y
QOther conditions
10. Usual occupation - (Include pregoancy within 8 months of dcaf {j U
11. Industry or business.qys.na-s- PHYSICIAN
ey o NS i 1118 SHIth Biajsr Hndings:
I - ' rations
é 12. Name ile!nph’i’s'_"fﬂﬂuo ope . Underline
s l the cause to
= L 13. Birthplace i P 5 Iwhich death
1y, town, or coant; tate or foreign conntry, Of autopey should be
5 14, Maiden name.. dﬂ itl ta. hﬁCDﬂﬂlB jcharged sta-
cally,
50 15. Birthplace..... 5 enn. ] 72. If death was due to externa causes, fill in the following:
= HEATor St G e e
16 Inf : {8) Accident, snicide, or homicide (specify).— -
- (@ ormant—.. o632 -Locaat *Street T m——
(b) Date of occtirrence.
® Adergige e LR Ve
1al c .
. (c) Where did injury occur?.
17. (a) ; (% Date thereof. {City o« town) [County) (Stete)
(Buria}, cremaion, or remaval) (Month) (Day) (Yoar) (&) Did injury cccur in or about home, on farm, | trial place, in public place?
() Place: burial or cremation Greenwood

While at pfork?

-l

5*23 Slgnat '_lg.ﬁ_
D Address. V4 4

L
ar
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(Lictnsed Embalmer’s Statement oa Reverse Side)




-
.

STATEMENT BY LICENSED EMBALMER

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

A - Registered Apprentice No

working under my personal supervision.

) r;- P
P. 0 Address............. _% .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI’I‘ING. (Edﬁre to comply with

the above constltutes grounds for revocation, of license.)} .

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




