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(@) Accident, suicide, or homicide (specify}

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: J "
(=] 43 i —
= (a) C:.:unty ar - - (a) State Miss oq.rl {#) County - Vi
Q (b) City or town 23 (Ol s ) = (
[86] (If autaide city of tawn limits, write “RURAL" and name of township) (¢) City or town...._. St, Louis i
= () Name of hospital or institution: 0" at oumﬂdty of town limits, writo "RURAL'") .
& || . Homer G Phillips Hospital & Street No 3018 Be .
[-I {If not in heepital or mutllul.mn, write street number or location) (If raral, give location)
E (d) Length of stay: In hospital or institution ays
|7 {Specily whether (e) Citizen of foreign country? {Yes or I\Ié)
- In this community
E yeors, months or days) If yes, name country,
B MEDICAL CERTIFI]
£ || fuld SaME. BEN WHITE rEieation
< [5orm PRy 20. DATE OF DEATH: Montt... OCk day.._ 13
. veteran, . (e a urity .
= N year....... l?_&é_._._,___._.hon r 1 2 minute......... 1&5_PM .
name war. [ :
ﬁ 21. T hereby certify that I attended the deceased from
g 5. Color " 6. (6) Single, widowed, married, Sent, 10 6 Uet, 15
N I M al I'O Se 193, to. f
4. Sex e race divorced. 8P/ that T last saw h. AR _ alive on. Oct, 15
W
& 6. (b) Name of husband or wife.......c...ccccco. 6. () Age of husband or wife if || And that death occurred on the date and hour stated above.  Dissration
v aliven__ .. _years Immediate cause of death
3] 7. Ricth date of d . Oct, 20 1892 Carcinoma of Ascending Colon with Undet.
5 ‘ Moncty (Dax) (Year) Metastasis to Liver "
= et
o 8. AGE: - Years Montha Daya If less than one day Due to l -
4 y "
E / . ) 53 Ql 25 hr. min i -
N (R o | e b -
A L A e | j;{ﬁﬁ
{Ciuy, town, or county) (State or foreign country) -
5 : ‘ : None i
10. Usual . Laboxer [ i T Other conditions ;.
% . Usual occupation... gk iA4 (Include pregoancy within 3 months of death) ;
=] $1. Industry or business . PHYSICIAN
. E ‘2. Name. Almrt ’White i ' ' / L@ag’fﬁ“di":gm e ' L. o —
2 12. Name - operations - .
: . Underline
= = Ala. R 5 / : the cause to
N _E He 13. Birthplace. . T hichdeath
: = Exé , town, ?‘ {Stete or foreign country) Of autopsy.. Yes :'houlde%)e
=) 5 14, Maiden name _;I‘OOID. . . T (e - o, feharged sta-
-N B Ala . tistically.
E g 15. Birthplace. (Citz ——— 22. If death was due to external causes, £l in the following:
e
B

16. {a) Informant.
-(b) Ad ) /(b) Date of occurrence
11 Y ?

‘17 () AT (b) Date thereof é : P (c) Where did injury occur Gy s —
= (Bm‘l.mmmn,ammvﬂ) }d) Did injury occur in or about hormne, on farm, in industrial place, in pubhc place?
rl (a:) Place: 'bunal or cremauoW H PR

| R o i L e f pl .
H 18. (o) Signature of tngral d.u'ect.or Wi 4 While at N Hif:pem;y" ty‘r)n cz'u :;;;)of uuury,.m - /_:/_“__——'
it / 25, si ; IINTP . D ‘h)
19. (a) L (b) . - S Signaturad).: / Sk ( orother,
(Date reoen-ed local resistrar) y epistrar's signalare) H Address... 2601 N vhittier Date s:gm:d ; 0/46
- v

{Licensed Embalmer’s Statement on Reverse Side)




TRTC - L

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,

P. 0. Address. ﬂf/hﬁ“j&/f ...............................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his 0“’N HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.}

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




