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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE
BurEAU OF THE CENSUS

FILED JuL 28

Registration District No...

THE STATE BOARD OF HEALTH OF MISSOURI

m&T ANDARD CERTIFICATE OF DEATH

Primary Reg;istratmn District NOuvomcveeia e, _' f\ ~

Slate File No

. 25681

1. PLACE OF DEATH:

{a) County. -
ct, Louig, Mo,

(¥} Clty or town : .
(If ontaide city or town limils, write “RURAL" ond name of townahip)
(¢) Natne of hospital or inatitution:

et o _JOD N8 Hosrite 1
(Lf oot in hospital or institution, writa strest number or location}

(d) Length of stay: dsys
{Spocify whether

In hospital or institution

life

In this community
years, months or days)

Registrar's No__ﬁggs.
2. USUAL RESIDENEE \OFDECEASED: 7 é
{a)} State. Mlssouri {t} County. St’ Louis
() Cityortown......... )
N 1280 a hﬁlb%sﬁw or towp limits, write “"RURAL™) B
(d) Street No. : /V K
(il rural, give location) R -
y . No, /
(¢) Citizen of for=ign country? {Yes or No)

/

If yes, name country.

3. {a) PRINT
FULL NAME

Mary G'c‘;'z’éc’ana Houseman--Salter..

14

MEDICAL CERTIFICATION

o3

~ “(Burial, mmnum:, oz ramoval)

() "Place: buial or vreitation CALY:
18. (a) Signature of funerat director

® Address.. 6175 Delmar

(Hﬁn‘h) (Day) ‘(p

N

ol (#az T White at work?..

5 sralited 19487)‘

(ﬁ:;htm . mrnnm} o LK—.

3B If 3. () Social Seoudt 20. DATE OF DEATH: Mont e . day
. £ ' c. a -~
[t)] veteran y year. /; V 6 hour. fo' ) o mintte <& . M
name wWar. No, —
- 21. I hereby certify that I attended the deceaged from 7 3
F‘ ! 5. Color or 6. {(6) Single, widowed, married, l!i_/é_.. to _(j e 19_%
4. Sex race . / divorced. Marr - || that Ilast saw helerB. . AliVE M. gl nT e 19, %
6. (4 Name of husband ot wife.... { . (¢} Age of husband or wife if Duraki
Joseph Henry Salter aive.. 30 sears s
7. Birth date of deceased...... AR V22 1911 V‘i: <’
“TMonth) {Day) (Year) [ e
8. AGE: Years | Months 621;1 If less than one day £
: 3
% 24 10 | A i >
o. Birthomee FETgUSOR, Missouri () <
{City, towp, or county) o (State ar fafmtn couniry) X B
10. Usual occupation Houseurife _ _ lﬂ e
11, Industry or business . ; s PHYSICIAN
?} dajor findings:
E 12. Name CAT1_Orthwine Housemsn: . . Of operations.. {2 .
Underline
iﬁ 13. Birthplace St Louis 2 Mo L D ! i TSRS T fvlllfi:;g‘é;eatg
" rtowa, forvied country) Of autopay... vt |should be
E 14 M,a.iden name... c-o_zzens Her gﬂ l‘_a S, . . charged sta-
5 ar, son MO ' E - /) tistically.
15. BIrthplaoe gll =3 S - e 22, If death was due to external causes, fill in the following:
E 17, towa, or Gownty) (State or forcign coankry)
16. (a) Informant_ _Jnseph H e Sﬂlt or {a) Accident, suicide, or homicide (specu’y).
) Address_.1280.8. _Mor,t,nn St, Louis. Fné7 ............. () Date of occurrence :
. . A v 1 I y 7
17. (a) &l fran [¢)] Date therecf J 46 () Where did injury occur {City or town) (County) {State)

{d) Did injury cccur in or about home. on fa.rm. in industrial place, in pubhc plaoe?

iy type of piace)
(c) ‘Means of injury. #72

_.':.":, .(M D. nrothcr&/
Date algned.Z[/,@_',/ 5

(Licensed Embalmer’s Statement on Beverso Side)
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" STATEMENT BY LICENSED EMBALMER

L4

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 ,

S e el
Licensed Embalmer N oz% ...........
P, O. Addresséfbd\

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

working under my personal supervision.

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




