. No. 2

DEPARTMENT OF COMMERC

THE STATE BOARD OF HEALTH OF MISSOURI

35709

BUREAU OF
il i U%%B METANDARD CERTIFICATE OF DEATH s st o
! X47070 Registeatlon Distdet No..__ ... __ » Pﬂw Registration District No. _-_n.QO 3 Registrar's No. 89(),?
1. PLACE OF DEATH: ’ .o . 2. USUAL RESIDENCE OF DECEASED:
a o ny St. Loul (a) State Missouri () County It
(=] (b} City or town . [¢] B
O {If ontaida city ar town limita, write ~URAL" and nam of tawnship) () City or town Bt, Louis - /7
g () Name of hospital or institution: (If ontside city or town limits, writs "RURAL"} !
1gsouri Baptist Hpepital 4 505 W ' A
0El @ SweetNoo. 2005 Washington Blvd, 127
E (If oot in hespital or institotion, write strest number or location) {If raral, give location) 1 /
(d) Length of stay: In hospital or institution .
(Specily whather |{ {¢) Citizen of foreign country? (Yesor No)fy
In this community.
years, months or days) . 1f yes, name country,
MEDICAL CERTIFICATION
B | 3yie FMNT Harrison M., Wheeler 0ot
- 3 Tver 3 © ol " 20. DATE OF DEATH: Month . (h
. yeéteran, . Le urity .
E Nil N ﬁ nKnown year. 19 hotr. s e .....mmute @ K\I
name war. [+
= = 21. I hereby certify that I attended the deceased frnm
EI Male A 5. _C°‘°f ;’fhi g | & @ Sinee @ds’w VoI e% {Septembeir, 19, __ 1946, Octoher 18, 19.46;
o |+ ae: v T bt Thast saw AT aliveon_Qctober 14, 19.46;
E 6. () Nameof husba.n d orwife. . 6. () Age of husband or wife ,f and that death occurred on the date and hour stated above, Duration
» Hazel Wheeler ative_ BNK e il Immediate cause of deatn.. GATGinoma_of _the
(&) 7. Birth date of deceased OCt ObeI‘ 14 188 .gtomach 2 inknown
E (Mooth) (Day) (Year) H f probably
. ,V' L
o 8. AGE: Years Months | Days If tess than one day Due to 7 g d/ sbyveral.
Z ; E, -
5 E .-/ 59 0 3 hr, ‘min b /’W mpnth 5
' - N ue to 1
- | o misthplace St. Clair Migsouri 3 7T :
= [C‘iﬁ town or county) {State or foreign country) ¥
§ T iang ineer . : Other conditiona.......... Carcinoma of the liver. | ...
g 10. Ustal occupation ([nclud ¥ within 3 months of death)
-~ 11. Industry or business : e PHYSICIAN
J; 8 (12 Name..:ODAT1EE Wheeler /|| M peritons... Carcinoma. of. the _stomach... S
2 115 15, Bihsisee Whee lereburg Ohio / and_liver metastasia the ate i
o E o 1-4 Maid w'n' “h%w aT (State or foreign w‘:"‘” Of autopay . - :hé::uldge
= - en name. i N 'c_hau_geds -
& | { o U nkn own Unknown U || e tistically.
E g 15. Birthplace T —— Gt o Toreign oloniid) 22. If death was due to exiernal causes, fill in the following:
B e @) Informant ct nan Wheeler : " {s) Accident, suicide, or homicide {(specify)
E (b) Address 10038 DOI‘ Ot hy Av e. (b) Date Of OCCUITENCS
- 17 (o - Surial (8) Date thereof. 10-19-46 {c) Where did injury occur? P P pe
) (Bm'-mm-""mlﬂs +. Clai I" mﬁ‘ilefg‘g u(;'“i) {d) Did Injury occur in or about home, on farm, in industrial place, in public place?
(c) Place: bnnal or cremation bt - P
' 18. (@) Slgnature of funéral duv;:ct.or A lber t HB Hoppe While at work?_ __ ________________
) Addsess 0 Wwashington Blvd. ,
- 23. Signat o o Bother) o
19 @) oo " (Registrar s signsture) N Address 212 011 Date signed.. 10/.1?/4

(Licensed Embalmer’s Statement on Reverse Side)




A

-

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, or by

, Registered Apprentice No '

working under my personal supervision. “‘m ﬂw‘ﬂé\r
' Sign

Lxcensed/ balmer No jj? CP

P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply with

the above constitutes grounda for revocation of license.)

.

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




