No. 2
12-45
17-39

X47o070

DEPARTMENT OF COMMERCE
BuREAU oF THE CENSUS

FILED MAR 31 19:1‘1'

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
1603

10533
State File No.
Rezutrur s No i '85)9

Registration District No. _________ - _ Primary Registration District Now .27
1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED:
(e) County Mo.

St.louis
{1f outsids city or town Limits, write “RURAL” ond name of townahip)
(¢) Name of bospital or institution:

MW.SBJ.M.LIQJ_HMLJM@__.SL...____Z____._-__._.._

{If pot Ip hospital or institution, write streot number ar location)
(d) Length of stay: In hospital or institution

40 Years

(b) City or town

(Specily whether

In this community,
years, months or days)

{g) State.

ﬁ_
(8) County 1.7
St.Louis / 7

(If outside city or townp limits, writo "RURAL")

Street Now——..02l _No.Whittier St.

(3l rurel, give location)

(¢} City or town

)

Ny &

(¢) Citizen of foreign country?. (Yes or No)

If yes, name country.

3. (o) PRINT
FULL N

e...Charles P.Beauchamp

3. (&) If veteran, 3. (¢) Social Security

name war. No-.........._..........._.-_.._........
. 5, Coloror 6. (a) Single, widowed, mzu'necé
4. Ser_.........M.-.,_....:{{ race. We divorced. D1 QT CE

MEDICAL CERTIFICATION

day.lﬁthl .................
year 15.P a0

20. DATE OF DEgATﬂx Momth__March. ..

hour. minute.,

6. (&) Nameof husband orwife. ... ...

....Lena Beauchamp....._.

6. {¢) Age of husband or wife if

21. I hereby certify that I attended the dece% W_%
R E—— T A4 7.

that I fast saw h.ﬁ:ﬂ.g alive ont /

and that death occurred on the date and hour stated above.

F 1157 T, | 1. - | e
7. Birth date of deceased Unknom 1891
{Month) (Duy) (Year)
8. AGE: Yeara Months | Daye If less than one day
v #7056 |unkn he, i

WRITE PLAINLY;—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

/-

{Stats or foreign conntry)

"9, Birtnptace..... L1 1inots -

(Civy, town, o cousnty)

10. Usual oocupauonm...mN_a_Wj_ﬁa.p.e_x_Dis_.t_..;.[.'i._butg;‘.___

Due to.... . . l

P
177

.

Other conditions.,. -

{Incinds pregoancy within 3 months of deatb) ’
11, Industry or business Voo E PHYSICIAN
-7 . jor nd.mgs . o ——
12. Name__ . Charles Be auc hmp / Of operations : i
7 ; hUnderkx:g
2| nmpm__llllmis_m_« the cause to
] town, of connly) {State or foreign conntry) Of antopsy should be
5 14. Maiden name........ mm-_._._Sangen T : " |charged sta-
stically.
§ 15. Birthplace..._ T —— TPy st —— 22. If death was due to external causes, fll in the following:
6. (@ Informant...Catherine Finnegan._....:. [/ Accdest euicde, or homicide (specify) :
(&) Address 321 No.Whittier St. () Date of occurrence
17. (a) Rurial (5) Date thereof._5=1 9=47 @ Wheredidinjary occur? v o pow
(Barial, cremation, or remoy; “.') . (Month) (Day) (Your) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
@ Place: burial or cremation_GAl Cemetery
AR I {Specify type of pl :
i @’ mtmg Fﬁ9 T g Tl Whiteat G of mJury._....__.___U_{’___
) Addr T oo Sl e . ek .
23 Signatnure
19. .
@ {Date rwa%-&&m " (Repistrar's signatore) Address 1.£. 4 2

{Licensed Embalmer's Stateraent on Reverse Side)




.
Lo g vt m e e = e e s - e — e mza- = on . - =t

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

Signcd...M)ﬁ:Ua/\'\m_&
Licensed Embalmer No..g\&.z‘p
P. 0. Address$:3 4. b2 a~ W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in ‘his OWN HANDWRITING. (Failiire to comply wit
the above const:tutes grounds for revocatlon of license.)
If thls body :s not emhalmed fact should be so stated above.

L2t LY
. -

working under my personal supervision.




