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WRITE PLAINLY—USE UNFA]Q(ING BLACK INK—MAKE A PERMANENT
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FILED AU

THE STATE BOARD OF HEALTH OF MISSOURI

5 11 191BANDARD CERTIFICATE OF DEATH
818 rimay regisiraion i o F YD

1565
SEEAY

State File No

Reglatration Distret Nowooocoeoeo Registrar's No.
1. PLACE OF DEATH: . 2., USUAL RESIDENCE OF DECEASED:
{o} Cotunty : (a) sthissouri () County. CJ 4R "
{b) Clty or town St. Louis, Mo :
(IT outaide cil’yortnwnl.imiu. write "IIURAL" and name of township) (e) City or town Sto . L Ouis 3 Y ‘? - / y
{¢) Name of hospital or Institution: (If outside city o town limits, write "RURAL") ¥
.......... Homer G.Phillips Hospital..@ . . . ....|l@ sweet .. 4340 W, Bell e
{I{ not in hospital or institotion, write street number or location) {If rura), give location) f *
{d) Length of stay: In hospital or lnsutuhon..._._l__._..El..ﬂg..._......._..__._...__....... ﬂ
{Specify whether (e} Citizen of foreign country? (Yes or No)
In this community. Unknown
years, wonihs or days) If yes, name country.
3. {a) PRINT R G:.‘ MEIMCAL CERTIFICATION
FULL NAME 0SS ' ay
TR o - 20. DATE OF DEATH: Month... ARBUSL a0, bs
. veteran, . (e rity
' SN cato LA o bouteore Bominute 5 Bon. M
name war.
21. I hereby certify that I attended the d d from. uly
Male a 5. Color gr . gro 6. (o) Single, widgreed, m%ﬂ s 19 b3, August 4, 10 %3
divareed .= that I last saw h. 10... alive on bodyi19.45
6. () Name of husband or wife.......—....... 6. {¢) Age of husband or wife if || 24nd that death occurred on the date and hour stated above. Duration
AliVEu e eneone.. yearn || Immediate cause of death
7. Birth date of deceased IInknowrn: . ..Prostatic Hyvertrophy —.lUnk.
(Month} (Day) (Year) 4 .
/8 AGE: Years Months Days If less than one day Due to..
.
About 80 . Lhro -..min, D
Unknovwmn ue to o
9. Birthplace : : : - 0"'"_;—-!»
{City, towa, or county) (State or foreign country) r_; l .
. » . . . || Other conditions y
10. Usual occupation C hauf f e 2 e ({Include pregnancy within 3 months of death) / w { —
11. Industry or business AT T PHYSICIAN
. ajor findings: N
12. Name. Unlmown ! q ¢ - 1 Of operations :
7 thUA:cherl.h;g
. e cause
g 13. Birthplace o . . ?]: Y e of wﬁ:l.[chlc}ieabm
m"ﬂ'ﬁ auio shou e
é 14. Maiden name. ,Ulﬁ L7 ] pe¥ ) v ed ata-
F : b tisticaily.
g 15. Bf“hp\"“"’ i || 22 1 death was due to external causes, fill in the following: ' N
16, (@) Info.r'ma;lf_ N ) (a) Accident, suicide, or homicide (specify)
(8 *Address (5) Date of occurrence
17 (a) .0 (¢} Where did injury occur? o ; 5
. e e e M= {City or town) ooty tate)
{Burial, cremation, ar remaoval) cee {4} Did injury occur in ar about home, on f:mn. in industrial place, in public place?
{c} Place: burial or mmaﬁon..__._GI?_e_EnY'f.Q;Qd.__ﬂﬁmt,,,,,"%._.._ :
18 (a) Signar.ure. of ﬁmef’:ﬁ director Rug 3e ll-Hnd CO._ 1. “}i‘lilé‘ét .wmsk?‘......_......:._.._... (Spu:l(.y ?;:))e ?:[:1;:;)(;{ ln] Uy A -
& Addeess 2732 Pine St T . ' ofha
23, Signature_f...&. - ;27—
19. (@) —ooro s 45 }1 /d p \, || 2 Signature. m ;
{Da localrumrnr erist eignature} pAdress Lol 3. ... ‘.!,, -Date mznc

(Licensed Embalmer's Siatement on Reverso Side)



C et

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 ) ereeen e

...................... . Registered Apprentice No _ s ey

working under my personal supervision.

- j"'sLié-énsed'Embal;ner-NnA - 5 / 4’2‘
P.O. Address .........

Note: The above MUST BE SIGNED BY THE LICENSED FMBALI\‘IFR in his OWN I!ANDWRITING (leure to oomply with
the above constitutes grounds for revocation of license. }

< If this body is not emba]med fact should be so stated above. - . : ' . . PERRS

L -
' . -
- . - .




