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

DEPARTMENT OF COMMERCE

Registration District No,

GLL.....

STATE BOARD OF HEALTH OF MISSOURI

e | LED JUll25 1848 STANDARD CERTIFICATE OF DEATH'

Primary Reglstration District NQ_E_Q

/

~ 21296

State File No.

Ruislrar': No ZFQ P 52/

1. PLACE OF B%ATH'ID 1 C t . 2. USUAL RESIDENCE OF DECEASED:
uis ounty :
(@) County._.. "% ; issouri St ouls é
(5 Clty or town Clayton, Missouri @ sl ® oy BLe L 7 ’
(If otitside city or town limita. writs “BURAL"™ epd nams of township) (¢) City of town.._.. C ].&Vt on
(¢) Name of hoivitnl or in:tiuéuon: t H i t 1 (\ - (1F cutsids elty or bown Hmity, writs “RURAL®) .
t, Louis County Hospita ) (@ Street No_ 7710 Bonhomme Ave, 2
(1 mot i boupieal ar institation, wiltesseet Tﬁ"’ﬁ"’“‘"“” {1 raral, give locwilon) &
{d) Length of stay: In hoapital or Institution ays NO ()
4 ea résmlr; whather {| (¢) Cltizen of foreign country? {Yes or No}
In thia community y
yoars, months or days} If yes, uame country.
MEDICAL CERTIFICATION
Ity FRINT  SUSIE WILKINSON
LL NAME
- Fu 20. DATE OF DEATH: Month June day ]'St h
3. (b) If veteran, a :} Soclal Security jear_ 1945 P 4 .- 48 A, .,
fame Wty - ° 21, 1 hereby certify that I attended the d d from June 1 )
NI | s. coloror 6, (@ Siage, widowed, maried. |, 1846w June 12 10.458
4. Sex Female e Color } d dlvorted_l"_!g..l...‘!‘...i..gg’ that Iant saw h& T aliveon_gune 13 1 __%5
6. (b)) Name of hustand or wife.....—— .. 6. {¢) Age of husband or wife If || and that death occurred on the gate and hour stated abgye.. Duration
Gale Wilkinson aive,.. QU cears || Tmmediste cause of death..... SRt
7. Birth date of deceassd December 15, 1908
{Month) (Day) (Year}
8. AGE: Yenrs Monthy Days If leas than one day Due mn.m.‘-‘l..m ’ _&Mq ............. I
3 7 5 28 br. min T (2
" . Due to Q
0. Bumptace. estpoint Mississippi U1
(City, town, or oounty) {State or foruign gmnu-y)/ ) - . . [P PR N
con ons, - " a
10. Usual occupation Housew ife VTV Oth,er -dm within 3 montha of death) —
t1. Industry or b N : : . i N .ﬁ' =i FPHYSICIAN
or fin
5 2. Name Thomas Hampton || M6 cpereite oua..M.“.‘.‘-l( M@;;un
EY 1o, s Unknown - T || ppieacanae the e o
‘ . - w ea
£ [ 14. Maiden cameé S Vo W R Ot fatopey- haraed st
a{ R tistically.
% 15. Birthplace P }{Eln{fiﬁn e Wi mm’:,f 22, If deatb was due to external causes, fill in the following: *
16. (o) Informant Gale Wilkinson {s) Accident, sulcide, or homleide (specify)
) Address 7710 Bonhomme Ave, . (%) Date of occurrence
17 (@ P AN ¢ Dae thereol AR = L] - () Where did Ijury occus? T pr— e o
rial, cremation, o removal) =) éD") (Yoar) (&) Did injury occur in or about home, on I'arm in industrial place. in public ‘p.&\a?
(¢) Place: brial or cremation.. 2}1‘, E \q- k
Speci: f
18. (a} AL __g ------------- .:Whﬂe at work?__..._._____.:....._......(_.___.__, ‘(,3:0 eans) of injury . P N
» a 4 At T £, i - . 1 +
" : o = ‘iﬁ W Egnatnre..__ L. SO - (M.D.orother)e
. (3 J
(Date recsived local reslstrar) T (Reghuar's signasere) Address_ OJ_.--_ el g T adf . . Date i H-{"é

(Licensed E

er’s Statemont on Reveree Side)




STATEMENT BY LICENSED EMBALMER

“« 7
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or.b_,u--—"'—"""'—--\—

. - -—-w-—-'d'-_-_‘
- T ———, , Registered Apprentice No.... T e .

working under my personal supervision.

P. O, Address. j£. - S Mdéﬁ"

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) :

. If this body is not embalmed, fact should be so stated above.




