-No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOQURI 35572

iy o o T S STANDARD CERTIFICATE OF DEATH State Fili No N
5-17.39 1 2 i
L X4rom, F”-ED O CT 2 4 047318 Primary Registration District No...___...__..___._._...._..,.1 003 Registrar's No 9‘1{ )3

Registration District No..o. ...
1. PLACE OF DEATH: PR - || 2. USUAL RESIDENCE OF DECEASED;
'gg (a) County t i (a) State. Mi ssour i ] {#) County St . Lou i S 674,
[ (& City or town S Louls ’ B 7
7 ) (If cutside city or town Limijts, write "RURAL'" and name of township) (&) City or town FPlori ssant V4
= {¢) Name of hospital or institution: 0 . (If cutnide cily or town limits, write “RURAL") [4 o
7”‘ e MAssourl Baptist Hospltal 7 o siceinon 153 Washington .
fet {If not in hospital or institution, write street nnmﬁjf hauon) (If rural, give location) 2
E- (#) Length of stay: In hospital ot institution ays “) *
Z (3pecify whether || (¢) Citizen of fotelgn country? {Yesor No)/
In this community. .
years, months or days) If yes, name country.

MEDICAL CERTIFICATION

= 3. (a) PRINT
& FULL NAME E. HOWAERD. CALVERT
« Horm T S 20. DATE OF DEATH: Momn_ OCtObEr, 10th
. v . e CUrs
= veteran e Y ymr_.....__.__l_a_&.!z..,_____.hour 4 mingte, .. 30 A,M
:ﬂ name war. No. )
- 21. 1 hereby certify that I attended the deceased from ™. . ‘3 d d
= 5, Color or 6. (a) ESingle, widowed, married, 1/ 7 to. @
Ml 4. Sex..:..___M.&lBé:‘. race.__Wh . avorced. Married that I last saw %qu alive on f' \ ,‘j—
E 6. () Name of husband of wife..._.._...cccoeeoeeeee... 6, {¢) Age of husband or wife if |{ and that death cccurred on the date and hour stated A:nve Duration
w | —Emma{Toettcher}Calvert awe 57 e || Immediate cause pf death gy f) -
E 7. Birth date of deceased ‘November 16 1887
{Month) {Day) {Year)
8
4} 8. AGE: Years Monihs Days If less than one day
& 59 10| 24 _
a o1 hr. rnm
< o Buthptee . SEa. Louls L M;Ls souri’ N
=) {City, town, or county) Stata or foreign country) e
|10 v mnaunnm_..u.N.lgh.tm..snpemimr_..........‘....-.‘Tj.“.l e oS T
D[] 11, mdustry or business._ Y@110W _Taxi Cab_Co., ’ PHYSICIAN
I o - oo . . . Major findings:
T 1z, Name..Charles E,. Calvert Of operations. Undasline
Z 13, Bisthptace.._St. Louls Missouri Sp gy |theauseto
LT {City, to of coln (Stata or foreign couatry) of ' _W should be
3 5 { 14. Maiden name.......... LALL 1A Igennedy I autopsy NI - fh{rgeg sta-
~ St. Louls Missouri : ety
. irthplace " ..
g 15. Birthp i m'n:m_ i (Eiate o frsiga covatry) 22. If death was due to external causes, fill in the following:
"B |16 @ informani_. Mrs.. Emma_ Calvert : M“’ Accident, suicide, or homicide (specify) ==
B . 0 adtress 153 _Washington, Florlssant, M@ ,Dae of cccarrence o
17, '(a) - Burial (%) Date thereof. 1 0/14/4’7 (9 Where did injury ogour? (City or ;:n) {County} (State)
{Burial, cremation, or removal) (Moath) " (Day} " (Year) (d) Did infury occur in or about home, on farm, in industrial place, in public place?
(c) Place: burial or l:remauon. _S t.} . Pe t el" S C am s
18. (a) Signature of funeral direcior_L I BEZOr=VOSS, Inc C e While at work? me"Y Oratoane ¢ ind

b Address 5402 No. Kir;gs?ig_

o 0 o 0BT L1097 2

(Licensed Embalmer’s Statemen:nn Reverse Side) U




STATEMENT BY LICENSED EMBALMER

JREY

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

o =, Registered -Appreatice No

working under my personal supervision,

P.O. Address.....ocooooeeeveee.

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

If this body is not embalmed, fact should be s0 stated above.

.




