No. 2

DEPARTMENT OF COMMERCE
Bureav oF TRE CENSUS .

THE STATE BOARD OF HEALTH OF MISSOURI

State File No. 1_&_1

12.45 R 14 { STANDARD CERTIFICATE OF DEATH
-17.39 FIH_ED AP !
[ 47070 Registration District No. '______&& -, Primary Registration Distret No.. — w._,a'.ﬂ.na chulmr s No. U‘-l C()
1. PLACE OF DEATH: * 2. USUAL RESIDENCE OF DECGASED: ;
a (s} County. s G (a) ‘State. Missouri (®) County. Yy
=) (b} City or town St. Ilouis - 7 /
O (i owtaids city or town limits, wiite “RURAL® and mamos of towaiin) || (o) City or town.... S Ce. LOWLS 7
E (¢ Name of hospital or institution: O (K«mmd- cit or town limits, writa “RURAL™)
e HOMER_G_Phillips. Ho et @ Street No....... 4235 fRenrer. &
E . {il oot in boapital or 1asiitution, write street number or location) ar mral, give Location) .
= (d) Length of stay: In hospital or institution mosg S o c . R . . : d
ify whe itiz i try?
1 this community.. .. About 28 year 3 pocily (e} Citizen of foreign country (Yes ar No)
years, months or days) If yes, name country.
= . MEDICAL CERTIFICATION
Bl fufp IRINT - 1illian Green
- - 20. DATE OF DEATH: Montk Mar. day... .28
L. 3. (B) I veteran, 3. (¢) Social Security 191*7 5 ) 15 P
E pame war No 492-2 1_ 56 35 Vear. hour. ~minute M
- 21. I hereby certify that I attended thad d frem
p— 5 5. Color or 6. {a) Single, widowed, married, 11-2 1949 to 3-_28 1047
MI 4. Sex Feml | race Ne gro d.wumed_.Marr ied / that I last sawl.\ er .ikveon M_ar'- 28 R 10___‘..2
E 6. (b) Nameof hushand or wife .o oo 6. {€) Age of husband or wite if and that death occurred on the date and hour stated above. Duration
v Norvel Green atlve__ Tmmediate cause 0f Qeath. o oo
g 7. Birth date of deceased... 00“33! QBQI‘ ..,..,.....(2%,., —..Garcinoma of Gervix / Undet.. -
on Day, .
. = W4
4.} 8. AGE: Years Months Days If lesa than one day Due to t'/
Z | 48 | 5 | 2 . £
= hr, min V
- . /— Due to !
Bl s e Jackson, Misskssippl .- - - : sl
= {CilLy, town, or county) (State or foreign conntry) bt
= |[ 10. suatoccupaon Housewife. . .... b ¢  ||Oherconditiomn. . NONE..oooffl
[ - ¥ wi of dea! —
=1 11. Industry or business e e PHYSICIAN
_P!-" § 12. Name ‘Bd. 'Patton Vi A erations - 7 Ud—li
nder!
2 S 2. Bispisce Jackson, Mis sissippi / ot N o deriine
B ||E L = — - T R which death
5 £ { 14. Maiden rame Gl prFepaply ng e o breise ot Of BUtOPST - rrre NO shouid be
= : S ; tistically,
S{ 15, Birthplace. J'B-QKS__O_IL,_ M-is S_is Sinni / 22, If dzath was due to external canses, fill in the {ollowing:
E = City, town, or ount (Sl.ﬂl‘.c or foreign counuy)
-2 e @ Infermant...... orvel d'ree I?._ _____ - (c} Accident, suicide, er homicide (specify)
B % Address 4235 Kennerly Avenus (&) Date of oocurrence.
17. @ - Bunrial @ Date thereof.—_: % ..... () Where did injury oecur? FrerTpr— Promm—— v
(Burisl, cremation, or removal} 9 (ear) (d) Did injury cccur in or about home, on farm, in industrial place, in public place?
) (¢) Place: burial or cremauon...ﬂﬁ_tgi_ona l_,.ce me t cer 3’ O
- I 1s. {a) Signature of fineral director. GBS o..J.e .._Ga-te S While at . ) aw_ﬂ{y \apa :?;;’of T
b) Address. { o
., {b) Address 4107 Flf:, } yen 25, Signature oot Dror m____ ‘4
@ m.mmd rcalr et vganmy ]| Address 2601 ﬁ ﬂhlttler ........ Date sn:neﬁ

(Licensed Embalmer’s Statement on Reverse Side) . v



Iy

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmgd by me, or by

John K..Cunningham Led A . 452

working under my personal supervision.

Signed

[ [
| J olimeero L VS

P. O. Addrfss

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. i -




