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DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 40 8{) )
Ko

FTLUEW ) "D' “’ﬁ T9°1948 STANDARD CERTIFICATE OF DEATH State File No.-
Registration District N’o.......318_ Primary Registration District No.___._. ...__1 Q_O 8 Registrar’s No......... ﬂ__ﬁﬂﬁg_

1. PLACE OF DEATH: " 2. USUAL RESIDENCE OF DECEASED:
(@) County.. Missouri Dt
8T 5 {a) State (8) County. 2
(b} City or town . ouls 5t - :
(If ontaido city of town Limits, wrile “RURAL” and hame of township) (& City or town . Louls

{c) Name of hospital or institution:

Homer G Philllps) Hosnital

R
{If outaide city or towa limits, write "INURAL”) 'y tﬁ

2615 Delmar BRivd

(d) Street No.

{II pot in hoapital or institution, write street lgm]ar or locatson) (If rurul, give location)
(d) Length of stay: In hospitahor institution ays .
(3pecify whether (¢) Citizen of foreign country? (Yes or No)
In this community. / p‘ L
years, months or days) 1f yes, name country.
MEDICAL CERTIFICATION
3. {a}) PRINT . -
iy NAME George Plerce Dec 1
R f 3 @ | Seenmit 20. DATE OF DEATH: Month hd day.
. veteran, . ¢} Social urity -
. /yo Year. 1946 hotr. 4 minute. 15 A M.
rame war ¥,
- . 21. I hereby certify that I atiended the deceased from
ﬂ 4 > a1° <3 5 / 6 @ mf massi 11-27 .48 10 12-1 1946
----------- T that I fast gaw b aliveon...... . D8C.. ] 1946
6. {4 Nam CLE . (S 6. {c) Ageofh nd or wife if |{ 2td that death occurred on the date and hour stated zbove, Duratd
urction
R E j ______ & /__ . g years || [mmedlate cause of death :
7. Birth date of deceased 7 ﬁ \‘.'ﬁ / q/) q Lobar Pneuwmonia. . ... |7 days
' (Month) {Day) (an) -
AGE: Moanths Days If lesa than one day Due to. *ﬂ ‘J

9. Birthplace.. ............-Z-A 4} »d LS /l// 2 F) Due to

, OF county) (State or foreign country)

Yo Fe e ) Other conditions__ .NOI'le

lr.
10. Usual oecnpation. i

—eermermemseeees | | (Include pregnancy within 3 months of death} —_—
11. Industry or, A ¥ FJ_S é/ C ; PHYSICIAN
g /_/ A

Major findings: . . . . * —
5 12. Name. A,M”... /H":,J @!"_CJ_&___ Of operations - ‘ Untertine
B
E 13. Birthplace =~ o ”/ 6._ M fj 3&33’;3
a(suunrfmxmwumry} Of autopsy. Yes should be
14. Mmden name - Q oo . [charged sta-
M tistically.
’5‘ M y / S o . . If death was due to external causes, fill in the foflowing;
/ Accldent, sulcide, or homicide (specify}
Date of oocurrence
Where did injory occur?
(City or towa) {County) {State)
Did injury occur in or, about home, on farm, in industrial place, in public place?
18. (a) Sw:ature er.l.I direcia o A A r P e L g While at ork?_. P-;u!!_ . type % nalof Y
(b) Address /2 7 - s e y
9. @ c 6 ] . 23. Sigmgmg_,__:___ . - (M. drother).—
s g O e A, T 1
{Dste received local rezistrar) — {Rerpintrar a signatore) Address 2 01 L h’hlttl er Date s{zned_lzéB[_Ab
/ (Licensed Embalmer’s Statement on Roverso Side) i iy

e e _—
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STATEMENT BY LICENSED EMBALMER
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by - L
...... , Registered Apprentxce No
working under my personal supervision. %
s T é’rw&«m
: Licensed Embaimer No....._.\z .................................... )

P.O. Address#l;_7‘§-.._j ..........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact s!muld be so stated shave,
v o




