5. No. 2 DEPARTMENT OF CO T.Rfa IQA?HE STATE BOARD OF HEALTH OF MISSOURI ' “}4 ()94

. 5-17-39 F ‘ ANDARD CERTIFICATE OF DEATH Stale File No I ) '
| xaTo7e Registration District No.............,.._...‘alg Primary Repstmtmn District No.____m......____,___,_,.ﬁ 0 D ’% Registrar's No. 90 (.‘ 6

J) 1. PLACE OF DEATH: - - USUAL RESIDENCE OF DECEASED: é
’- (a) County... (@ sate Misgourd ¢ couny.St. Louls 4
/ () City or town 114 Sdt. LOU:}B RURAL" and T townshi; Cla l ’ 2
uiside cit town limits, write ** y of tor i {
q (:) Name of hos;gir.:l o‘?i:tgti‘t';:ion' i O'm e shin) (@) Clty or town.... e (lf?:n.ida cily or town limits, writo "RURAL"™"
_.Missourl Baptist Hospital B on Vi /V R
w (M notin hm‘iAl-g. ar iostitntion, 'n-Elll'ul pumber ar locatian) (d) Street No..ooo..§ 8 '225—""":'%}%2_3: zift lnufin’;; f - 3
() Length of stay: In hospital or institution N .
(Specify whether || (¢) Citizen of foreign country?. o {Yea or N o)/

In this community
yenrs, morths or doys) If yes, name country.

MEDICAL CERTEIFICATION

Full Name LILY G, CARRAHER

20. DATE OF DEATH: Month October __ay . 19th. .
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< 3. {t) If veteran, 3. (¢) Sodial Security :
) . year......... 19{}_6________ ..... .'._QJ . h......:mnute. Ilp for ~
oy name war...._.._. nons ., No none .,
- - 21. T hereby certify that I attended the deceased from S
EI . §. Colar or 6. (a) Single, widowed, married, ||/ 9o, to 19z
) 4. Sex..fﬂmalﬁ/_ race. White divorced __ !!_19.1’_1'_19@/ that 1last saw h alive on )
E 6, (b) Name of husband or wife......coooooeeee G, {¢) Age of husband or wife if || 2nd that death occurred on tl
v _GQQrge_F."C&I‘}'!h oo alive......._.....2..‘.........years
S l| 7 Binthdateot dmd_.___....ﬂleﬁ........._.._......_.___18,..,_._..A...A.lﬁ.ﬁlum..
5 oath) (Day) {Year)
-]
o 8, AGE: Years Months Days If less than one day
z .
é 62 5 1 hr.
=@ =" 9. Bisthptace..._. London * England
% (City, town, or county) {State or foreign unqiry)
" : .. .Other conditions..._... 1
% 10. Usual occ lon g't home {[nclude preguancy within 8 months of death) /9 L 'ﬂ'f |
. siness, .| PHYSICIAN
] =} 11. TIndustry or bu - e T ——
- . - H or findings: /‘J - —
te ;I.‘ . 5 12, Name.__" ‘ Henry W. Goodman 2 Of operations._._. L L Godertl
&) E 7 nderline
Z, 13. Birthplace._______utnkno . ENGAADRG T : the chuse to
- {City, town, or connty} {3tate or forsign country) Of autopsy - ahould be
) 3 5 14, Maidenname___ Fannie Langaf-nn S - ‘ charged sta-
- R - -unknown England 2/, tetically.
) E § 15. Blj"h}"’“’ Ity m_:“m’) {s“‘%wfmn s 22. If death waa duc to external causes, fill in the following:
@ e, (a) Tnformant Georpge F, Carraher ! () Accdent, suiclde, or homicide {specify)
B

) Address 8225_Brighton Way, Clayton, Mo, __|j® Date of cccurrence

17. (&) B . . (®) Date thereo........L0/ 6, || () Where did injury occur? e . i
(Berial, cromation, ar remaval) {Month) (Day)’ (Year) (d) Did injury occur in or about home, oa farm, in industrial place in public place?

. () Place: bunal or crematiun...ggk GI‘OVB Cemetery.
- |18, (o) Sigmatire of funeral directoCa_R. Lupton & Sons
&) Address. 7233 _Delmar Blwv'd,, ..t..._.._.ouia,,. Mo
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(Begulrnr unxna!um) Date slg'ned./fg _‘Jﬂ
(Licensed Embalmer’s Statement on Roverso Side) AN
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by . STATEMENT BY LICENSED EMBALMER

e

I hereby certify that the body whose name is recorded on the reverse sidle of this certificate was embalmed by me, or by....

, Registered Apprentice No__...... ,

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\IEI{ in his OWN ]L\NDWR ING. (Fallure to cor{]y with
the above constitutes grounds for revocation of license.)

If this bedy is not embalmed, fact should be so stated ;bove: ‘




