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

P R PR
FILED JA
Registration District No. ... ......31 8

-

Primary Registration District No.. .. J nnq

THE. STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No

<285

Registrar's No.

649

1.

(a}
&)
{c)

PLACE OF DEATH,

County
City or town

St. Touls Missouri

(1f cutside city or tawn limits, write “RURAL" and name of la'l‘hhlp)
Name of hospital or institution:

St. Mapy's Infirm.

(If not in heapital or institution, write stroet nTnhcr or location)
(d) Length of stay: In hospital or institution 2= Wee ks(s . /)
pocily, wholber
8 Years !

In this community
yoars, months ar days) i

2. USUAL RESIDENCE OF DECEASED:

rg

(a) State....Missouri (4} County. ,_,
(&) City or town St. Louls 7
(1t oulside cily or town limits, write “RURAL"™)
" {Ifrureu], givo kecatjon) Vi
(e) Citizen of foreign country? {Yes or No)

If yes, pame country.

3.
FU

{8 Frozene Freeman

3.

(?) If veteran, 3. (¢) Social Security

4.
6.

.W,.Rob,erj..__Ez:_emma_n._____:.

name war, o= No. None
Z 5. Color or 6. {g) Single, widowed, married,
seeFomala” | ne Negro. dgivareed_MBTYT 104

(&) Name of husband or wife........ 6. {c} Age of httsband ot wife if

MEDICAL CERTIFICATION

Immediate cause of denth

20. DATE OF DEATH: Month JANUATY...dy.—16th
yem‘._l-gé_s_ hour...... 1.0 ...OQ __...minute...B_AM_. WM
21, I hereby certify that I attended the deceased from
b=l & 1985 0 (214 TR AN
- —
that Tlast saw h2Y__ alive on F .. A
and that death occurred on the date and hour stated above. .
Duration

y

7. Blrth date of d . Unavaglleble 1905 Fon '{’1 5. *,_A 2bat. ﬁiam Ly f/éddf‘
{Manth) {Day} {Year) A-/';fnu'na I
8. AGE: Years Montha Days 1f lega than one day Due to,fﬁlf&..&ﬂ'_i.h_i A I ster =c,‘} LA} )f
Abt. 40 o e /51
Due to
5. Bisthotace Alexandria Louisana | g
(City, town, ar county) . - - (Stato or foreign country) _ || 7777 . . /,
10. Usual octupation H ouSQW1fQ : Othe‘r S:onchtlonu m‘tPLn‘s io}::.t:d‘:-m)mv[ ! 'f s
11, Todustry or business._ — o ) : e o PHYSICIAN
- findi - - -
g { 2. Name Layrenée Trudo (4; || ¥6F operations. {eri e Fibroma. Ungetine
’ h
S seone_ Upevailable  Unevailasly
5 { 14, Malden mame_JET16_ NEPShA1] G |[ -Ofsutorer i
..... i} .
G | 15. Birthplace Unava 1lable Unava, 1 1ab‘L ] 22, If death was due to external causes, fill in the following: ’
= {City, town, or county} (Stato or foreign country}
16. (a) Informant. R ober t Freemahn ‘ (a) Accident, siticide, or homicide (specify)
® Address......... 4340 Na. Markef. . (|| &) Date of occurrence
i @ -.Burlal & Date tbereot,. 1/ 22/ 45 || Where did injury oocur? Wiy orimwmy Coum i
(Burial, cremation, or removal) th) (Day} (Year) (&) Did injury oecur in or about home, on farm, in industrial p!ace in pubh: place?
* ile}i Place: bitrial or, cremzation Gre enWOOd emeteor N
18, (o) Signature of funeral director. Charl es J Gﬁt e 3 - While at work?... eans of Injuty—— ... a __________
8 Address.. npe Tt con |23 signature. (M. D, orott) )
1AM 9? 1048 N, T A A . Signature. - Yy -
19 @ {Date rocerred local rexistrary 345 ¢ Rcristrar's signateee) Adrdress.... ,# 1 I N Je ffor son Date snrncd[?d_?ﬁ

{Licensed Embalmer’s Statement on Reverse Side)




Eed

STATEMENT BY LICENSED F,I\IBALIHER-
A oy . v
1 hereby certify that the body whose name is recorded on the reverse side of thi certificate was enibalmed by me, or by
]

Thomas. J. Gates S Registered Apprentice No

working under my personai supervision.

~ ° 'P.O.Address.......4107_Flnney Ave......

Note: The above MUST BE SIGNED BY THE LICENSED 'E\IBAL’\'[FR in his OWN HANDWRIT]NG . (Failure to comply with
the above constitutes grounds for revocatmn of hcense ) :

If this body is not embalmed, faet should ‘be 50 stated above,
A\




