Ne. 2 DEPARTMENT OF COMMERCE ‘THE STATE BOARD OF HEALTH OF MISSOURI G727

12-45 BUREAU 0% THE CeNsuS STANDARD CERTIFICATE OF DEATH State File No.

17-39 1
xooro || - FILED_MAR 3 104 : .
‘ Registration District No.___..__. Primary Registration District Now ... q 0N n Q Registrar's No.__........_.._é:_ 5
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: R ;
(a) County. oL A = TTR (o) State Missourd & County.......- J
{b) City or town 5 . - / 7
N (L{ outnide city or town limits, write “RURAL” acd neme of township) (&} City or town St.. Louis .
() Name of hospital or institution: d {If outsida city or town limits, write "RURAL") (
—Homer G Phillips Hospital. . .S .. W5 Sieeto.....2706 Thomas St 2
{If not jn boapital or insiitution, write sireet oumber or location) {Lf cura), give location) 0
{d) Length of stay: In hoapital or inatitution 3 ays
W (Specify whether (¢) Citizen of forelgn country? (Yes or No)
In this community.. .
years, months or days) If yes, name country.

MEDICAL CERTIFICATION

3. PRINT * .
ol NAME.... Gussie Moare Feb - 173

T . 00} Social Security 20. DATE OF DEATH: Month . day
3. veteran, e . Socia

¢ L year 1947 hnur......A.l.........,,.,......,,,u..minule......li..,.ﬂ...M.

nAME war. No
21. I hereby certify that I attended the deceased from
‘j $. Color or l 6. (a) Single, widowed, married, 2-10- 1047 1o 2~ ]_3 1047
s sex. Female 2. . Negro. divoreed MBITIOG /|| 1ot 112t e b bomriiive on 2=f3 - 47T o s
6. () Name of husbapd or wife.... . 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. -
' . Duration
__.Eaf?’;w/f . Af‘ Zéw_’! alive...,...«%,.f o years Immediate cause of death .
s Birth date of deccnsed._ MVAREY 17 7 Intestinal Oostruction due to Undet.
‘ {Month) (Day) ) .
8. AGE: Years Months Dag If less than one day Due to.... Strangulated Umbillical Hernia
Vi/ #0 ) / 0 £ hr. min
Due to R ad v
. . ; . e = Eg
e “Birthplace.. ‘SI/E/AIV Co:- < )?/ﬂ )/ - T e " - 4
{Cit{, town, or county) late or foreign counl.xy. NOl'le
10. Usust occupation... LI 0MES /¢ L || Geber conditions. [ Ao 2 v) -

. CUp y within 3 months of death) / /l/ y|
11, IndUstry 0f BUSIEES. e ettt eerreegpee e st st en b rmrmernrmatrene. | | comoressmssmss onmasasam o eromt s omsmsenemmatssseammmes et e s cemnmr e s el ens e Bt b s rerees Saviass PHYSICIAN

WRITE PLAINLY—[{SE UNFADING BLACK INK—MAKE A PERMANENT RECORD

‘. / - o Major findings:
é 12, Name M”ef’” @J’J I T Of eperations... .
-'7" .‘b ”— /' Underline
B A e IV . the cause to
= | 13, Birthplace.. - = s wnih fad e TR Jp—— ; jwhich death
¥ o, or connty or foreign country O AUEODEY e O et eeree e e samss s nen shouid be
g 14. Maiden mmc.,..__._é;!_ﬁli.f : e WLt 4 %, - icharged sta-
=] / K - ? i y tistically.
§ _15- Birthplace I(C‘::, u::o::':ux) re ou'.fuelun wum”) 22, If death was due to external causes, fill in the following:
16. (@) Tnformant.. AT AR l/ B.- MooRE . (¢} Accident, suicide, or homicide (specify)
0 s A706 A THomds. . <t ) Dae o oo
17. (@ L Bur ik () Date thereof. _2___/_{_‘_'_‘( 7— {e) Where didinjury ? (City or towa) (Cannty) (State)
. {Burial, cremntion, or remaoval) . (Month} (Day} (Yocar) (d) Did injury occur in or about home, on farm, in industrial plxce, in public place?
%) Place: burial or eremation. { @ * #BN weed. ... ) ~

g Ellis FaiERAL thome o
i8. (a) Signature of I'uncra] director.... #&# . While at
&) Address.. 2520 __shoddm P

CFTT “(Specily type of place) T Z?

,5_ )-.—’?7‘ Ne) Means of i mju‘;..., e e

e 1
1. (@) S LA O e SN | 2 g 2601 N Whittier St

(Licensed Embalmer’s Statement on Reverse Side)}




£

STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

Licensed Embalmer No

P. 0. Address,

TN
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN

the above constitutes grounds for revoeation of license.) .

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

Z2sz

RITING.

(Failure to comply with




