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‘ WRITE PLAINLY—USE UNFADING BLACK INK—MAKEAP

- r - — - .- - -

ERMANENT RE O

JDEPAI;TMEI\.T OF Eﬂ\d MERCE STATE BOARD OF HEALTH OF MISSOURI 108"?9
UREAU OF THE CEXNBUS
ED MAR' 30 1648 STANDARD CERTIFICATE OF DEATH State File No
‘ 1 ol
E:-: ration District Now—.—..—._% . 3] 8 Primary Registration District No. __.__.._.._........w Registrar's No,..onoooor 2.22'.?
1. PLACE OF DEATI: .- . M 2. USUAL RESIDENCE OF DECEASED: p
(a) County T (a) State Missouri 5 Co J?; o
St. Iouis (8) County.
{4 City or town.. . ~ N > / 7
Ti7 ontaide city or tawa fimits, writs “RUIAL" and name of towsibip) || () City or town.. Sbs._LOULS
{¢) Name of hospital of lmt.ltuuon ] d« I outairte elty af tawn limits, writs “RURAL"™)
Homer G Phillips Hospital @ Street No 2620 Cole St 7. {7
(I mot {a hospitel or institation, 'riultr-igmlaw locaiicn) (It rural, give location)
(&) Length of stay: In hespital or institution ,J
{Specify whather || (¢} Citlzen of foredgn country?. {Yes or No)
In thls community.
yaars, months or days) If yes, name country.
MEDICAL CERTIFICATION
3. PRINT -~
3l RAME Anthony Bates March 20
20, DATE OF DEA + Month (7 SOOI . - 1,'2
3. (b) If veteran, 3. (¢) Social Security 194 11 35 A
M yeqr, hour, minute. M.
name war. (4] No :
>, 21, I hereby certily that I attended tge deceased from.
;.( .{ 5. Color o1, 6. (0) Single, widowed, marrled,. £ Mar, 2 1#’* . to March 20 19_{*_6_’.:
4. Sex._ﬂﬂ_zz_‘ mag[.‘/Lg!'_Q divomedS% that Jlast saw h im alive on Ma’r' 20 - 19.‘.!9.9.;
6. (b) Nameof husband orwife . ............... 6. {¢) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
e — lmmedi.sge cmu% of death. ..
newno!
7. Birth date of dceeaud....__Ee b 4 '/' LZ 73 Lobar Pnewnonia ix Unk
(Month) {Duay) {Your) ; o
N -~
8. AGE: Vears Months Dayn If less than one day Due to ﬁ_“‘a‘ i;’:‘
bl
‘/ v75 = é e b2} PO R} Y Due o E PR 4
T — ue e
9. Bmmh::e_L_Zﬂj_S_ﬂ*‘ /e nas / ¥
(Civy, town, or ecun! {State or foreign conntry) S = 1
. enile Psychosis Unk
Oth dit .
10. Ut ocenvatton_ AR G Ayl e ooy ibia s oo of omih
11. Indostry or business " o d PHYSICIAN
o ings: —_—
& ( 12, Name..... LIN/ A _ a "Of operations ! Undertine
= U”( i V”K 7 ' - - - : the catite Lo
i \ 13. Birthplace which death
- %’ or W‘"‘“) ¢ f (é““ or focelnn “"“‘“") Of autopsy shovld be
= { 14. Maiden name__ &. ........................,/..... c?argeldl oa-
E : tistically,
S 15. Birthplace (cs‘:J:. w’\": é/um - (ﬁ:rzn ':: - )72 1f death was due to external casses, £l in the following: :
16. (a) lnhmm‘“ﬂ_ﬂ Xy _LQ_.___ ﬂ es . {9) Accident, sulcide, or homicide (apecify)
) - b 20 Cole, 87 : | 82, Date of gocursence
17. (a) ovial (%) Date lhenofﬂﬂ.,.:lé- 1956 || Wieredid fnjury occur?.... TGy vmel . (Count) tove)

(Burfal, cremation, or remov:

«(c) Flace: burial or crenmdon__

18. {a) Signature of funeral direc

5]
a (D-v) (En-') (d) Did injury occur in or about home, on farm, in Industrial place. in public place?
ML gt £
M. CJJ fy vyps of place)
wite at, w58\

{¢) Means of iInjury.m e erienicianianns

(2) Address ?LS’/ b : : )Z . 5
0. @ MAR 28 (b) # 'j' LIned ek _ || Syt f (M. D7%r other)
- (Trata recejved Iu:-! riatras) ‘_ {Reeistrar’s signntore} Address ;6 Q.1 j{ wm—‘;‘ Date !i!ﬂed?m

{Liconsed Embalmer's Statement on Reverse Side) 7




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

, Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No 54-;2 o /

M P. 0. Address. 2. 73 /n[ e e

Note: The above MUST BE SIGNED BY THE LICENSED El\IBALNlER in his OWN HANDWRITING. {Failure to comply v
the above constitutes grounds for revocation of license.)

H

If this body is not embalmed, fact should be so stated above.
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WHRITE PLADNVLI—U3E UNFAINNG BDLACK IINK—MALDE A PERMANENTD RECORD T 5 o s

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Registration District No.....0 0

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No_j._o_d__.j

State File No.

Registrar's No.

X717

1, PLACE OF DEATH:

(ay County. ; . R

5) City or tOWNmee e _u_

{Tf outside cily or town limits, write HUBAL nnd name of township)
(¢) Name of hospital or institution:

(If not in hospital or inatitution, write street number ar location)

(d) Length of stay: In hospital or institution

(Specily whether

In this community.
¥eara, months or daya)

2. USUAL RESIDENCE OF DECEASED:

(2¢) Suate 5 County.

(¢) City or town

(Lf outside city or town limits, write “RURAL™)

Street No.

@)

{If rural, give Jocation)

{¢) Citizen of foreign country?

I yes, name country.

(Yes or INo)

3. (o) PRINT
FULL NAME. __.

e

” 3. (¢} Bocial Security
No.

3. (b If veteran,

name war.

{

MEDICAL CER‘%

nth.

20.

DATE 01?}) TH:

5. Color or @ 6. (a) Single, ’idowéd. arried, 19 -
4. Sex ; \ race & 19 .
6. (b) Name of hushand or wife....eeeceeeveewee 6. {6) Age of hugba if .
. A”" - R i Duration
SN A 4. %% alive__.__. d
7. Dirth date of deceased.... / b A h )\
(Month} «n) \ R
8. AGE: Years Months )O) esy t nM ’ Due to
- 73 14N
Due to
9. Birthplace.., MWW
(State'tr foreign country}
Other conditions .
10' Usuai occu T S S e mmmmmmmm e (lm.'.llld.ﬁ Preguancy 'imn s mnlhl 0{ d.lullh)
11, Industry or Wwimldh oo || e PHYSICIAN
Ma)a:fr findinga:
oper:h'nnq
E{ 12. Name hUnderline
. x the cause to
g 13, Birtholace ; . which death
{City, town, or county) {State or foreign country) Of autepsy should he
5 4. Maiden name cpargeﬁ sta-
tistically.
§ 15. Birthplace P Ty T——— e o tomsimn ey || 22+ 11 death was due to external causes, £illin the following:
= , .
16. () Info . (z) Accident, sticide, ot homicide (apecify)
® Address (&) Date of occurrence
17. (@) N - (&) Date thereof - (e) Where did injury ? {City or town) {County) {State)
{Burial, cremation, cr remuval) (blanth) (Day) (Year} (d) Did injury occur in or about home, on farm, in industrial place, in public place?
{) Place: buriz] or cremation
" . (Specify type of placc)
18, {a) Signature of funeral director While at work? - ,;) Means of Injury. .. .sesmor—e e
(&) Address
d o [l 23. Signature. (M.D._orother)....._.
1%, (0) —

{Dates received local registrar)

Address...... .. ... Date signed







