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

DEPARTMENT GF COMMIERC]?‘, -
BUREAU OF THE CExSUS

FILED MAY 8 519471

Registration District No....

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District NE'Q_Q_Q

= L BN
15887
State File No.
Regisirar’s No, ?cl__.._..

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED:

{Burial, cremation, or removal) onth) (Day) (Ymr)
Place: burial or cremation_LAuTel Hill. Cemetery_.m.m
Shepard: Funeral Home

}.16’? Hamiltgn, Avenue,

6]
18. (o)

o=

ngnature of funeral director.

{b)

1% (a
{Data received local rogistear)

(a) County 2t. Lonis Missouri St. Loui
(s} State (8} County. .. LOULS -
@ Cityorrown... University City o =
(If cutside city or town limits, write RURAL" and namo of township) (¢} City or town Un]_VF'rS 1 ‘tv Gl‘tv . -
{¢) Name of hospital or institution: D 5‘/ (If cutside cily or tawn fimita, write " RURAL"}
Christian Old Peoples Home ___ 3. || sireet No.*__..._.___6,6_Q_Q_?.\La§h_;_ngio_gn_.__As.r.g.m.zg_,___,__,;______t_f>_,_,
{If not in hospital or institotion, writo street pumber or location) Uf rural, give location)
{d} Length of stay: In hospital or institution
(Specify whether (e) Citizen of forelgn country? No (Yes or No)
In this community..
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
3. (a) PRINT
FUEJ). NAME LILLY GAINES. . HNEWPORT . .
20. DATE OF DEATH: Month APLLL_ 27,1847
3. (B If veteran, 3. (¢} Social Security 12 0
N N NO year. hour. 3 minute. P M. .
name Warl., oo S [ o S —
Sne ne 21. I hereby certify that I attended the deccnsed from
/ 5. Color or 6. (o) Single, widowed, married, 9. to 19
4 sefemale racelinite avorced Widowed ||\ 1 it cawh....... ativeon 9.
6. () Name of husband of Wife. ..., 6. (c) Age of husband or wife if || and that death occurred on the date and hour stated above, Durati
: uration
_ ___gh_a_._r_l_&ﬁ NEWUOI't» AlVe e rriear e YEALTE Immediate cause gf death.. ... .o e
7. Birth date of deceased.... F@bTRATY. 26, 1871 m AP, &2 A M—t
i . ) (Month) © 7 (Day) (Year)
8. AGE: Yearg Months Days If less than one day Due to / <
6 2 1 1 Bl ooomin, '
7 l / Due to m L-‘,f V
o. Birthplace_ Sgblette _ _~  Tllinois /. : : I :
{City, town, or couaty) (Stato or forcign country)
. i ' Other conditions
10. Usual occupation Retired (Taclude pr withic 8 moaihs of death)
11. Indusuy or business PHYSICIAN
. - ) . M.aior ﬁndin_g:: R N i -
12. Name Georege F. Gaines OQf operationa_____ =
= l thUuderlir::
= Birthplace...MQIfm_Qn_.__;_).._.._.__.______ cg‘,ﬂ.assr . the cause to
ity 2 OF cogrty ta or foreitm cousitry) Of dut should be
g 14, Maiden mame frei¥ha ¥drean Davis autepsy P jcharged sta-
. istically.
E 15. Birthplace. Tﬁ??sﬁ?wmtr) --(S“:E];tlr 22. If death was due to external causes, fill in the following:
16, (a) Informant MISS . Mary E. Craig (g} Accident, suicide, or homicide (specify)
(6} Address 600 Washington Avenue &) Date of accurrence
. ’ ¢) Where did injury occur?
) LA ) [—— oo (8} Daate thereof, I‘i-l 29 1947 © T i (City or town) (County) (State)

Did injury occur in or about home, on farm, in industrial place, in public place?

24

(@)

- {Specify t(y;e of place) °

of in]u.rj'

2 creerei (M. D, oratherim—s=_
4 a/_:_. Date signed. flr ¥

While at work? ...

23,

—(Liccnud Eml:n.lx;:er’l Statement on Reverse Side)



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 ,

working.under my personal supervision.

P, O. Address

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

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

ol - -




