.8, No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI ~ ‘)8868

S 13 l:Eob it {%GSTANDARD CERTIFICATE OF Dféa-h Sute File o,

Remt n Distriet No..— ... Primary Registmtion District No..._._ - Registrar’s No._.__.... o e T o

1. PLACE OF DEATH: -~ =+ -1l 2. USUAL RESIDENCE OF DECEASED: oo

(a) County (@) State, Mo ) Count; 7

(&) City or town St_Louins T s't:'L'oui (#) County / _7

{If outside city or town limita, wrile m_m.u and name of township) (C) City or town.._.w V.. ﬂ [
{¢) Name of hospital or Institution: . i d‘ (If outside city or town limits, write “RURAL")
o Homer. G_Phillips Hospital Lucas
(If not in hmpml.ll or instiwalion, write streat number or localion) (d} Street No. mm L2 ([f raral, give location) /

(d) Length of stay: In hoapital or institution .2 ms;..m dﬂ.{ o

pocify whetber || {¢) Cltizen of foreign country? (Vea or No)

In this cnlnmumty....._.___lz. yrs

yoars, manths or days) If yes, name country. .
MEDICAL CERTIFICATION
R
Full name_Shepard . Malone Fugust 1
20. DATE QF DEATH: Month. u‘sua day.
3. (b} If veteran, 3. (¢} Social Security i 5 25 AM
name war Nok89= 14-~4e779 hour minte '
21. I hereby certify that I attended the deceased from
L 5, Color r 6. (a) Single, widowed, martied, _'_mgy 21, 19‘_._4_. o, A‘llgus‘b '1, 19".4_’6.
s SeddALE -j\ YL | avorcefBBETIEA_ Al i 1iast eaw AW _stiveon August 1, .46
6. (5) Name of husband or wif .W_J_L___m 6. (c) Age of bushand or wife if || and that death occurred on the date and hour stated above. | ‘ Durati
> { alive. . .._..._yearg || Immediate cause of death - e
7. Birth date of deceased YU, I/ /894 |l Carcinoma of Prostate with Generalifed Unk
- (Manth) (Day) (Ycar) _metastaaes : wf ﬂ‘\/
8. AGE: Years Months Daya If less than one day Due to "’
B o1 | a8 o I {
el .
L = Due to < h l

“dia.. ! 71
) o ?‘!-‘0 noorcomnty) ¢ (State or forcign countey) '»// -y/
10. Usual occupation ﬂl‘w . O conditions.

{[nclode pregoancy wilthin 3 months of death)

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

PHYSICIAN
Major findinga: . . ——
Of m-u-nnnnq :
Underline
the cause to
“Iwhichdeath
Of autopsy.. should be
. . . charged ata-
! tiatically.
22. if death was due to external causes, fill in the following:
{a) Accident, suicide, or homicide (specify)
(b} Date of occurrence.
{c) Where did injury occtr?
(City or town) (County) (Bta
(&) Did injury occtr in or about home, on farm, in industrial place, In public plaoe?
2y, T
- {Specify lm of place]
While at worL? e e e gl Means of 1InJury. . g e
(€] Add.rem.....__[_.._ /X
— 23, Signatu[sh (M. Drerotherh. ..
. {a 23— .
{Data rroeived local roebsirer) \ Addm....?émcm::_ﬁ .................. DHLSIM-

(Licensed Embalmer's Statement ou}!eveno Side)
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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, oy

N
entice No........ /

working under my personal supervision.

-
~

T P. O.Address.... 2t (et

Note: The above MUST BE SIGNED BY THE LICENSED FMBALI\IER in'his OWN HAND“’ ING. _(Failure to comply with
the above constitutes grounds for revocation of license.) PR

If this bedy is not clubuhncd fact should be so stated above.

-—;-'\



