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

DEPARTMENT OF COMMERCE

Wb

"

BUREAU OF THE CENSUS

FEB 20 1946‘

THE STATE BOARD OF HEALTH OF MISSOQURI

‘STANDARD CERTIFICATE OF DEATH
Primary Registration District Now._. oo 1 n QQ Registrar's No......... 13&_0__._

7263

State File No

———— __QaF ™ . .
1. PLACE OF DEATH: - 2. USUAL RESIDENCE OF DECEASED; W
{a) County. Stat Missonri
® City or o 8t . touis Mo, (a) State. (5) County /féﬂ#
{1f cutside city or town Limits, writs “RURAL" nud nems of tewnship) (¢} City or town.__...S t. Louis

(¢) Name of hospital or institution:

St, Louis City Hospital-ﬂax

In this community

C, Sterklof
{If not in hospital or ingtitution, write street number or location) Hemorﬁ)
{d) Length of stay:

In hospital or institution

(Specify whather

(il cutsida city or town limits, writs "RURAL )

2923 Barrett

{If rurel, give location)

No.

Street No,

{¢) Citizen of foreign country?............ (Yes or No)

“

yenrs, hs or days) S__ If yes, name country.
3 ai‘: IEE;’NI;I‘ GEORGE‘ BOYD MEDICAL CEKT[;ICAT[ON Sth
RIS, 5 o) Social S 20. DATE OF DEA'I‘Hé Month Feb, ..
. veteran, 2 al Security 19 4 0 5
H ea h hd
nAme War None No %9 7‘6_?______ ?9-39 year our m'"574/46
— 21. I hereby certify that I attended the deceased from
5. Color or 6. (a) Single, mdowed married, 19, Lo, /46 19
4. Sex.. .M n race..... 4 divorced.._.._. M. ,— that 1 last saw h. LDL. alive on 2,/8_/4.6 19 _..;
6. (b) Name of husband orwife.._._.._._.._.._... 6. (¢} Age of husband or wife if || and that death cccutred on the date and hour stated above.
Mable alive....2 8. years || Immediate cause of death
7. Birth date of deceased July 1884
(Month} (Day) (Year)
8. AGE: Years Months 95; If less than one day
61 | 6 | 28 br. i
5. Birthplace..........St. . Lonig. .. ... Missouri N h-
{CivLy, town, or county) {Stato or foreign country) A
10. Usual occupation..SA1€.8 181 : O(Ehe‘r Tnndlunm, within 3 T3 of death) i/ 1‘,}‘
t1. Industry or business. M EMP le_e_d ettt memen et e s asnne anens PHYSICIAN
Major findings: | . [{ ..
12, Name. William BOVd : Of operations....... it : . sl .
U thUm.ie:-l[ue
& L 13, Birtbplace ... Missourd 7. the cause to
(CiLy, town, or coun! {3tate or forcigu country) of topay..... hould be
E 14. Maj.den name.......... N _ﬁcI{ee eerrsrerer e e autopay ' W chn.}zed sta.
" il eeieenis [tiBtically.
E 15. Birthplace T Pe————— {%}fﬁ&ﬁ}nﬁﬁd‘ 22, If death was due to external causes, fill in the following:
16. {a) Tnformant NMahle Rawd ’ 3 {a) Accident, suicide, or homicide (specify)
) 0
(b Address 2923 Bo rre it (3) Date of occurrence
0. @ - Cremation. . ) Due et 2/11/86 _|[© Wheeddisuy ot T
(Barial, cremation, or remaval) . (Mofth) (Tay) (Year) {d) Did injury occur in or about home, on farm, in industrial place, in public pla.ce?
{¢) "Place: burial or cremation...... Valhalla . | &OI‘;Y P
. . : . . . ify type of place) | - L.
18. (a) Signature of funeral director..._{ [ AdtAs iy it ot While at work?. ___/ . N (,;[)n ‘ivlz:xns of ln]ury____ e _____ —————
t5) Addrfs 3? .................................. :
o) 23. Signature...... Ao, or othe.r) -
19. (a) B 1) h"(b? ¥ T LI gl /9238 .
(Dt received booal repistrar) (Rerisirar s signatare) W-Address ate signed.

{Liccowed Embalmer’s Statement on Reverse Side)
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STATEMENT 'BY LICENSED EMBALMER
_ I héfeby certifly that the body whose name is recorded on the reverse side of this certificate was embalmed by ine, or by O
............ -., Registered Apprentice No : ,

working under my personal supervision.

Signed.... ’ )
Licensed Embalmer No. &3_‘350 ............................

P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HAN‘DWRITH\G {Failure to comply with
the above constituies grounds for revocation of license.)

If this body.is not embnlmed,_fact should be so stated above, ‘




