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THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

State File No... __..’79,94:
49 Q 3 Registrar's No.___..__ _m

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

name war. No

6. (g} Single, widowed, married,

5. Color &‘

v NS

(s} County B ooy prpi— o () State. Misso url - () County
() Cliy of towA— =9 U X = N T - e =
(It outxida city or town hmia, write “RURAL" agd name of township} (c) City or town St Ilouls LA
(¢) Name of hospital or institution: (If ontside city or town limits, write "RURAL™) ’ (¥
Homer G Phillips Hospital @ Street No._. 4309 St. Louis
(If not in hospital or institution, writs gtreet onmber or location) (1€ rural, give kxcation)
{d) Length of stay: In hospital or inslimtiun_._._g...gﬁy.g.._.__._ﬁ..__.._......_.__ .. &
(Specify whether {¢) Citizen of foreign cotuntry? {Yes or No)
In this community.
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
3. (9 PRINT _
Fuil name._... Ruby Price
by . 20. DATE OF DEATH; Month_ J&fe day 8
3. (&) If veteran, 3. {c} Social Security 5 . 30 A
—— A— year. hour minute Y

21, 1 herg:y certify that I attended the decmae:frnm
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-Q/""' divorced.. e ... Lo || that T l1ast saw b er alive on Ja‘n L] 8 . 194(
6. (b) Name of husband gravife. . ... 6. (¢} Age of husband or wileif || 2nd that death occurred on the date and hour stated above. Duration
J:&..}_.L less s 0 e S nlive.._.l-?_._neg.-:yenrs Immediate cause of death Trdet
- L nde
7. Birth date of deceased... X LE2YY | Broncheo-pneumonia .
(Duay) /7 (Year)
8. AGE: Years Months Days If less than one day Due t:; f — 3"‘?
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Due to 3.2
Sy Yo e B AL
town or emmw) hu or foreign country) Epi]_e p g —
Other conditions.._.. p y
10. Usual cccupation....... J b o 1 (AQR, W (Include Preguancy within S months of death} —_—
11. Industry or business . . _...| PHYSICIAN
Ma:loofr ﬁ_ndxr:p: < . . =, -
5 12, operations........ Underline
: the cause to
AR N {which death
= Of autopsy o should be
14, [ ! sta-
..E.. " tistically.
§ 15. 22. If death was due to cxtcrnal causes, fill in the following:

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

(5) Date of occurrence

(¢) Where did injuty occus?

(City or town) {County)
(d) Did injury occur in or about home, on farm, in industrial place, in pubhc place?

© Place bunal or cremation, b -~
P of p
18. {a) Sunature ‘of funeral director. % While at ? @ 3 “pre:’ﬂ"v t(:gn ans of infiry.. . ,.(../_.._....,.._...
® Am 1:20‘ Zéb 23. Signature (M. D.ofotireri=
1. @ {Date received local resistear) © ....,..’_ Address 2601 N Wh:l.ttier Ot ....................... Date smned..l, 9 L?
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{Licensed Embalmer’s Statement on Reverse Side)




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

, Registered Apprentice No )

working under my personal supervision.

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

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



