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

L

DEPARTMENT OF COMMERCE

LB S el 19¢BSTANDARD CERTIFI
Registration District No. 318

THE STATE BOARD OF HEALTH OF MISSOURI

- 4'- v 0 3
) l:"_nm:;ry R.@slirg‘uon District Noworow.e.

CATE OF DEATH

e €808

1. PLACE OF DEATH:

(a) County.
() Cltyortown..  Saint Lonis

{I{ ontaide city or town limits, write “RURAL" nnd nams of township)
{¢) Name of hospital or institution: d

_Homer G Phillins Hosnital

2. USUAL RESIDENCE OF DECEASED:
@ State.. H8s0uri

(¢) City or town__.. St' LOU.J.S : ’7/
(If ontside city or town hm@.{m “RURAL")

1350 Glasgow -

o9
/7
g

(b} County.

(d} Street No.

name war. No.

 hgald

5. Color or 6. {a) Single, widowed, marrie

- /r.hnt Ilast saw h. QX . alive on_ms.ﬁm_q....ﬁ_...,..ﬁ..,

(I not in hospital oz instituljon, write streat rumber or location) (If rural, give location) 7
(d) Length of stay: In hospital or [nstitution.... MO
(Specify whether (¢} Citizen of foreign country? (Yes or No)
In this community.
years, mouths or days) If yes, name country.
R
3. (s} PRINT 1 Pi hus MEDICAL CE TIFICATION
Foid, foame. Bmoad P 6
. 20. DATE OF DEATH: Month 3€DL day
. teran, 3. i3l urit,
3 (&) dfve @ v ymr_.__.l.g.llré hour. 12 minute. 10 P M

21, I hereby certify that I attended the deceased from

B=2 1946, to 9-6

£

State, File No ‘53‘-'} OG
|
|
|

- . o < - v Z EE (D-f: (Yelr) ()
” {¢) Place: bu.nal or mmaﬂfm : ;

race divo o TS
) Name of husband orgjte......by .. 6. ©) Agé of husband or wife if || 2nd that death occurred on the date and hour stated above. Durati
,_—-Q : wration
..............m et X @ A alive _,_Z.__é_ _________ veara Immediate cause of death 5
7. Birth date of d . 26, /<72 Pulmonary. Tuberculosis = *Far Advanced ' .
Mionih) (Dax) (Year) . .
- i
8. AGE: Yeara Months Days If tess than one day Due to ﬂ .
J;
hr. min )
ﬁ)ue to : I u
9. Birthplace . #gd & e g . nteimisivaiii T‘ R _ }Lj
{Ciny, t.own. or county) (State or foreign covntry) /| £ .
; /(—/ W Other conditions. .. NONS
10. Usual oceupation < (Include pregiancy within 3 months of death) o i [———
11. Industry or business._. ’ : . PHYSICIAN
A Lol hiHies J S T =
T, tigns -
E 12, Name <. opern Underline
5 the cause to
i \ 13. Birthplace 'which death
,.,-‘a'rfét“y s || otuey.... N0 thouid be
14. Maiden nam rged Sta-
; . / f et tistically.
§ 15. Birthplace vt o o) = mrm || 22 1 death was due to external causes, fill in the following:
. - N ¥, orcign R
1'5 . (a)_hfnmn‘* 7“—\'h Wg/ (a) Accident, suicide, or homicide (specify}.
b) Date of occurre:
® Jg) 02 ZZ.._g () Date o nce
{¢) Where did Injury occur?.

{City of town) {Connty} (Stal
Did Injury occur in or about home, on farm, in industrial place, in public place?

16, (@) Signavure of funerst disctgr. S LACL. nt 5. Bre & Waik at e MeEas o iniury-cc i e
dress. 36 P et
@ )SEQ 4 4 y 23 Slmtg A (M D. orother /, f‘/()
@ (D-uﬁue ~ = | Address [ 'Date & neﬁ

{Licensed Embaliner’s Statement on Reverse Side)




8¥61 T T Ny,

-
L -

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate Wa¥ embaimed by me, or by_..

...... : <y Registered Apprentice No

working under my personal supervision.

:' . Licensed Embalmer No. ﬂy /?L L‘
T - PO'Mdressgél{Ll‘ 1’24—-._“4&/

Note: The above MUST BE SIGNED BY THE LICENSED FMBALI\IER in his OWN HANDWRITING. (Failure to com vith
the above constitutes grounds for revocation of license.) \.‘ .y

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



