S. No. 2 DEPARTMENT OF EOMMERCE STATE BOARD OF HEALTH OF MISSOURI 153 -‘31
M—2.43 URRAU OF TRE CENSUS . T
e | e (EE DD AR 24 19865TANDARD CERTIFICATE OF DEATH s puenan 200
1 X33697 || Registrution District Now........—a B k4 Primary Regiotration District No.....ceeee bl ) () i Registrar's No 33406
1. PLACE OF DEATII: ~ 2, USUAL RESIDENCE OF DECEASED: ﬁ'd
a () County v () st_ﬁssou-ri (&) Count :
-4 () Cityor luwn......é.‘.t.' . 1ouls 3 - /'/
< TIT outaide city or tawn limits, write “RURAL" and oama of township) () City or town St. Louls i1
8 f¢) Neme of hospital or inst.ilu.l.ion: . 0 &Io a}.ylor town limits, write "RURAL™) it
% || .-_Homer G Phillips Hbspital @ sret o, 1411 N Ba) &
= (If oot ko boapite] or institotion, write ll.rmgumbcr or locatlon) (it rural, giva location) :
5 {d) Length of stay: In hospital or institution . No d
L . (Specify whether || {¢) Citizen of forelgn country? (Yes or No)
% In this community &0 years
E yours, months or dayw) . If yes, name country.
ﬁ . (a) PRINT Ellen “jlliarns MEDICAL CER:I‘IFICATION .
o FULL NAME April o8
< TR 3 pv— 20. DATE OF DEATH: Month day.
= » (&) 1 veteras, - @ id yenr....l.%6 —--hottt 2 minute 1‘5 P M
¥ DATE WAL....creun. Ne
- 21. 1 hereby certify that I attended the deceased from
= 5. Color or 6. {a) Single, widowed, married. || __April 2, 1040 April 8 10 46
ot - ek
:|‘ o s Female™|  Negro|  geegidowed Sl T Cer T April 8 -y
Z 6. (5) Name of hus orwife. 6. (c) Age of husbend or wife if {| and that death occurred on the date and hour stated above, 1 -
-y ljnd}l Duration
P aliVe oo years || mmediate cause of death n L " Hrrke—
AL S 7. Birth date of decuaed"-q_l}_n_aﬂ._a_i_la ble_ 16886 || Cerebral Semorrhage with Left side
s 5 (Month) (Day) (Year) HemiQLe_s;l. a
QJ = - . . 4
. AGE: - Yeann Montha Days 1f less than one day Due to.
(D i
g Abt 70 y [ 1%
3 SRR, ;¢ U min. Due to 0 ﬂ '
;é 9 anmL__E%duQ_ah_.__j _____________ (SKy .. ;’ VALK
- Ly, town, or county) - - tate or foreign country, - Mal “)llt I‘ltlon Tz ,) rh
O {ons.
= 10, Usual nm:mum.H oug ewife - ' e (:];ﬁ::?:n:u: withia 3 nontha of death) %
% 11, Industry or business.. T~ - - Mai : findi PHYSICIAN
| UZ2( 2 neme.  Unavailable Toran *Of operations —
= |E Unavailable Virginia 7 |[» -t ic..i” g e catee b
Z a { 313, Birthplace, - J No i which death
T e el B fesidhe
o . - istically.
> E={ 5. Binnplace Unavailabl e : q - : :
E % - T (City. town, or covaty) [ TPP PP pp— 22, If death wna due to external causes, fill in the following:
2 || t6. t mformant.s QRO 5. Williams ' [ || (@ Accident, suicide, or homicide (specify)
B ) Addrew.. 14114 M. Sarah. St ® Date of occurrence
Where did 1 ?
17. (a) Burial (b)) Date lhereof_&‘u l'_'?;l = 41?-!-----—_;—- © ere did infury oceur (City or town) (Caunty) (State)
(Burial, cremetion, or rezeavel) fenth) {Dey} {Ye=s} {¢} Did injury occur in or about home, on iarm, iz industrial place, in pubiic placer
. (9 Place: buial or cremationE-@ th o Dic kaon S
'18. (a) Signature of funeral d:.rw'erha S. J. Gates .. While at w _._.___—(M, '(,:).. OL?;;) of inf ____t"\ _____
@®) Address 4107 Finney Ave. : ’
9. (@ QER 11 ]g 46, ?_ 23. Signat A=) - (M.D. orothelh.or 6
i {Date roceived ocal resistras) —— eaRtrars siFnatare . . . Address ?601 I 'Jhltt“i er.. 4 Date -{mfd L
- (Licemsod Embalmer’s Statement on Beverse Side)




ot - ERT R - - e - B St R - B e BRI

STATEMENT BY LICENSED EMBALMER
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