. 5. No. 2
OM—2-43
ev. 5-17-39

1 x3s897

53

LS

] ’Jz.:)

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

<L

A D

)

E’ILEW"’JGI

DEPARTMENT OF COM¥ m STATE BOARD OF HEALTH OF MISSOUR]

ANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEA IE:' 1
ouls
{a) County
@ City or town Jofi'erson Barracks

{TF outside city or town limiw, write “ILIAAL" aod oeme of townsbip)
(¢} Name of hospital or institution:

Yetorans Adnminlstration Hoapital

{IT Dot in boapitnl ar imatilution. write et o bn oz )
(dy Length of may: in hospital or inallrurn"m,“h '23
(Specily whether

22 Years

;
In this community......
yearn, months or days)

2. USUAL RESIDENCE OF DECEASED:
{a) State I1linols - (4) County.
Bast 8¢, Louis

{1 cutalde clty or town lHinits, writs “RURAL"™}
@ Street No00028_State Street

(I rarul, give locetion)

No

{¢) City or town

{r} Citlzen of forelgn country? (Yes or No}

If yer, name cotuntry.

iJ MEDICAL CERTIFICATION
it ERME_ONION, FPrank C. Jre ‘ ' Jul 3
TR ) 20. DATE OF DEATH: Month__ JULY = 4.4
. {¥ If veteran, 3. () Social Security
name war WWorkd I1 No. Unknown year...... A48 hour. GSZQ__mmute."mh“_..___M.
21. [ hereby certify that I attended the deceased from :
5. Color ar 6. {a) Single, widowed, married, 242-46 19, to 7.3‘46 i 0.
4 Sex Male race. dl'mce‘ilh—rr:!—.—g—'—-r that T last saw h!.'.!g.._. alive on, July 8 s " 19, =
6. () Nameofhusbandorwife___.__ ... 6. (c) Age Of- husband or wilé if and that death oocurred on the date and hour stated above. .
Velma Onien e 22 oo || 1 couse o deact_SUBACUTE_BACTERTAL Daration
7. Bich date of decenned. FODTUALY 161624 ||\ BNDOCARDITIS . WK
(Mooth) {Day) (Yeer) N -
8. AGE: Yeans Months Days If less than one day Due to.. : n_| — - \\ o
22| 4 16 ) oI A N
hr, min ° -
- Due to
. Birtk St. Louis, Illinois
Rl o g ersiemoomnto) | e ACUTE mnxcrns WK
19. Usual mmaom_ﬁlugt_“g‘h__ ytal Apnrentioo e o s e i ‘ e
11. Industry or business , PIYSICIAN
£ ( 12. NemeFronk Onicn b S Appmduotomw & Drainage - | —
= ) derli
E{ 15, Birst Unkngwm _3_92_3:&6.;,qum.m.hg.lnamg._ﬁﬁkﬁe’&ggi‘é
) 2 (Euta or trsimm sountry) || of --No_Autiopay ehonid b
E 14. Maiden name ‘ﬂ“ﬂ tB“” - Jutopsy . ¥ :':hamr.':n-.dst.nE
= . Unknowmn Usically.
© | 15. Birthplace 22, If death was due to external catses, fill in the following:
=3 (City. towx. or county,] utwd;neonnl.rr)
16. {a) Infnr-ﬂ'mntclinioal clﬂl‘k, v.t. Adm. Oapo (6) Accident, suldde, or homicide (specify) Na
‘@ adens. J0fforson Harracks, Missouri () Date of occurrence
. & . femoval & Date thereot JULY 35 148 0 Where aid injury oocur? (City or vomr)  (Cawmtd) " (@taRE)
(Burial, cemation! or removal) (Manth) (Day) (Yens) (d) Did injury occur in or about home, on farm.lnlndustﬂal p!ace fa nubl!c place?
; ! Loul 111
(c)_Place:b y e ou S, -
18. (a)} Signature ' --..,: _Funeral. Home While “ﬁﬁé“;‘“‘“ of place) 2 . B B
) Addr E!_L...._.__ 2 ¥ ¥ S 1 ¢ e
19 ((: ?‘fﬁ o @ }MM . s“‘m'“"L' Ee STILNELLs MeDs. .. o4 orother
- @ {Date recoived tocsl reststrar) (Reristrar's slgnature) ddr:ss.v.t ; ‘ff.hkﬂ. _m:slgned!ﬁs

({Liconsed Embalmer’s Siatement on Reverso Side)
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_'Lhereby certify t,hat the body whiose name ig recarded.on the feverse side of this certificate was embalmed by me, or by : ......
I ENONLE (O f""’/ \j . - ) s
...... ,___ <o chlstered«Appren‘.cg No - ,
working under my personal supervision, R AT A
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Licensed Embalmer N.n Wg/ 6,2
, P.0. Address =Sk / ouil LY.
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Note: The abowc MUST BE SIGNED BY THE LICENSED EMBALNIER in ln& OWN HANDWRITING. , (leure to comply with
the above constitittes grounds for-revocation of license.)

i e If this ‘bod’ is not embalmed, fact should: be s0 stated above.
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