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DEPARTMENT OF COMMERCE

1

THE STATE BOARD OF HEALTH OF MISSOURI

T £ 545,20 METANDARD CERTIFICATE OF DEATH

Stgte Fl!c No 29 :)4
7047

Registration Disttict No... 0.8, _— Primary Registration District No — i ¥ A Yo Registrar's No
1. PLACE OF DEATH: 2. USUAL HESTDENEY. OF DECEASED:
4’7
{z) County. g Stat . 'IlliII.OiB %) C ¢ /
(5 City or town Si.Louis,Missouri, () State - @ County
{If ontaids city or town limits, write "RUBAL" end oama of township) {c) Clty or town Mal‘i on .- - ’4
{e} Name of hospital or institution: (1 opixide city or tawn Limia, writs ~“HURAL") s
<'St,Louls City Hospital-Max C. Starkloff Route 45 o AR

{If not in hospital or institution, writs strest mghwur ﬂl%éﬁﬁ" {If rural, give location} L T y

(d} Length of atay: In hospital or Institution, e no

{Specify whether

(Yes or No.),zJ

(e} Citizen of foreign country?

In this community. 2 years
years, months or days) If yes, name country.
MEDICAL CER TE
Full NAME. ALBERT WILSON TIFICATION
TN T o Social ” 20. DATE OF DEATH; Month_... AU€e _ day 11th
S teran, . (¢} Social Securi -
& e No. DO 4 year. 194-6 hour. 2' 55 mintite P M.
name 0.
war 21. I hereby certify that I attended the deceased from 7/29/46
d, . Color or 6. (a) Single, widowed, married, 9 to Aug, 11th 46
s sex. B le | race White divorced. MaTrTied / that T last saw hilll _ alive on Aug L Ath 19__46:
6. () Name of husband ot wif¢....._.. _ ... 6. {c) Age of husband or wife if || and that death oceurred on the date and hour stated above, Duration
e B%ella Wilson. alive_ D4...............years || Immediaie cause of death,
7. Birth date of deceased...... MBY. 22 1886
(Month) (Day) {Year)
8. AGE: Years Months Days If less than one day Due to Y f2 0220 Ly L P fomrCrrn
60 2 19 ht. min
Due to
9. Birthplace.._. B¥ADAYILIG ... __._../__ I
) {City, town, or county) {Stats or loreign conntry) W
ditions.
10. Usual mmunm__HQs_P_ijgl_ﬁm_pme._«ﬁmmu....... cﬁm;“"nm, within 3 months of death) ( / 174 e ——a—
11. Industry or business_ 18018 tion Hospital PHYSICIAN -
. Major findings: h % :
E 12 Name..Ge.gng..ﬂilﬂon ) - Of operations ' . Underline
< Unknown 4 A the cause to
=  13. Birthplace A . lwhich death
(State or foreign conntry) Of autopsy. smég be
sta-
E ‘t:is'tically.

Indiana /

¢3tate or foreign country}

15. Birthplace

. . {Cjty,\own, or county) .
{ 14. Maiden nameciliiUBIOWn

{City, taown, or county)

Stella V1ilson

16. (a) Informant

&) Address_ 1803 N, Prairie Ave,
1. @ . Burial i3 25 (8) Date memr___g;__lﬂ:. = 46
nxu.l.mmunn.o:nmn (Day) (Year)

[P ——

(c) Place: bnnaloraemdomvalhalla c th

6{/7?!"

18. (s) Signature of funeral directors

(b} Address 2301 Tae

uyuuL
19.
] _&LH&_&Q

22. If death was due to external caurses, fill in the following:
(a) Accident, suicide, or homicide {specify)

&)

Date of occurrence

(¢) Where did injury occur?.
(City or town) (County) te)
(d) Did injury occur in or about home, on farm, in industrial plaee in publu: plaoe?
(Spwlr type of place}
Whﬂe at work?, I :) eans .(/.. e vmnnmann
1515 -Iaf&yett& ------- Sﬂiﬂ/ﬂér other). ..

. Date slged ..................

W el
-------------- g-mr s sifDatire) — —

{Licensed Embalmex’s Statement on Reverso Side)




STATEMENT RBY LICENSED EMBALMER

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... ,

Signed @ O/ ) QL@/—/QMJ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failur

the above constitutes grounds for revocation of license.}

working under my personal supervision.

0 comply with

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




