5. No. 300
M—10-47
. 5-17-39

WRITE PLAINLY

FEDERAL SECURITY AGENCY

HLED MAR 29714948

Registration District No, e ___318

MISSCQURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH . ‘
Primary Registration Distrct Nowwoceiisersnas ......‘ﬁ UU é, Registrar’s No. ..ccovviane 2./31;_8._

10856

State File Noi—,

1. PLACE OF DEATH:

(e) County.
(¥ City or town

St, Louis
(If outaida city or tawn limits, write “RURAL" and nams of township)
{¢} Name of hospital or institution:

_Homer G Phillips Heospital & .

{If not in hoapita] or institation, write sireet number or location)

days

(Specifly whether

(d) Length of stay: In hospital or ingtitflon

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

@ s Missouri ) County @ 0 J
(¢} Clty or town St s LOU.iS
{If outaide city or town limits, write “RURAL™)
(@ Street No 917 Bayard
2 (I rural, give location)

s
7

Citizen of foreign country?.

If yes, name country.

(Yesor Nt;))

MEDICAL CERTIFICATION

~USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

—
\

(Registrar's xignstore)

{Data received bocal registrar)

-,{@ PRINT  Allen Word
AME 20. DATE OF DEATH: Month  Mar, da 9
3. () I veteran, 3. {¢) Social Security No. . 1948 L - . i
. year. hour. minute 0 8.
name war. =
- 21, Thereby certify that I attended the deceased from .
i 5. Color & 1 6. (a) Single, widowed, x;énxed. Mar, 4 10.48 ¥ar, 9 1048
Mal. [} . M ar
4. Sex € | race dlvnru:d.___..n_ed_ that 1 last saw h_"i_,l_l_]___ alive on Mar, 9 19
6. (5) Name of husband or wifé..eemeee 6. (&) Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duration
Sally’ ] alive..__.._“.__yeam ||-immediate cavse of death .
7. Birth date of deceased_ . _ r "'_..‘.._..._.....;.‘._‘.g._.._c__a-rcj'—nomal Of tﬂ%-..g.OlQn, U{}de'{:l.,
(Month) Day) teo . || Degenerative Heart Disease with 7
8. AG Years Montha Daya If less than one day pex__ Dacompensation 4
. i
. 65 il hr., - min '
. / Due to 4 -
9, Birthplace Tem‘l. . i - 1 !AA 0
{City, town, or county) {State or foreignm conntry) N_Q M{
: . +- Other conditions e
10, Usual occupation.. aborer BN | b b et pe P {
11. Industry or business Moy i PHYSICIAN
8 ( 12. name..GEOTgE Word - el | O operattonsni b TR R I
nderline
E 13. Birthplace ] Tenn. / T the cause to
E 14 Maid (Gﬂéwﬁ.aw connty) (State or foreign comntry) Of autopsy [0 TR f . whichd: &e
. en name a -
. tistically.
§{ 15. Birthplace e mzirg::;,) Frrppr wﬁir 3 22, If death was due to external causes, fitl in the following:
16. (o) Tnformant __ Lo Rhodes () Accident, suicide, or homicide (apecify)
(b) Ad 2601 N "hit«tier (b) Date of occurrence
17. (0) LleA Ot o {5) Date thereof. 3 L3 ¢Y (©) Where did Injury occur? (City or town) (Coun (Sta
(Burial, cremation, o Femaov . a‘r .__C” (Year) () Did lmnry occur In or about home, on farm, in industria} place in public place?
{c} Place: burial or crematio
= iy "
16. (&)} Signature of funergf digector. /. R, While at wy A ?ﬁ';m_\uf mun' /.
(%) Address T iaAR || 23. sigoar (M.D ormﬁr*""
19, (a) ig“qﬂ LA

addnss__ 2601 N fhittier ... .. Datessmed, 3/10/48

{Licensed Embalmex’s Stateiment onn Reverso Side)




STATEMENT BY LICENSED EMBALMER

1 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.

Licensed Embalmer No.ﬁ,z f .é 3
P.O. Addrﬁél/?%@»u/zréﬁ’

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

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




