. 8.No.300 || FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH 1490% / ‘

0M —10-47 National Office of Vital Stati
y. 5-17-39 Hifﬂ M of ¥ital Stadistics STANDARD CERTIFICATE OF DEATH State Fite No
T 3908 AY15$9%87 ﬂooﬂ [ﬂ_o
Registration District No.wl b & .. — Primary Registration District Nog@emh T #.7 .. - Registrar's No. ... L&, e
?é 1. PLACE OF DEATH: - 2. USUAL RESIDENCE OF DECEASED: 6
St. Louis > Mi
a {8} Couaty i 61 {(a) State...... &E_Qu.l'_i._m... (3) County. St, Louis 7
) Cityortows... University City c
8 (IF Gwotaids city oe town lidita; write “NURAL" azd nams of towashis) || () City or town___unaversity City 3
- 2 (¢} Name of hospital or institution: oo {1¥ pataide city o towa Limite, weite "RURAL™ _S-‘
; 1™ Christian 0ld Peoples Home @ Street No. 6600 Washington Avenue
{1f not in hospital or institation, write streat n?;ha or location) (If rural, give location) 0
(d) Length of stay: In hospital or institution years J monthd N6
(Specify whether (¢} Citizen of foreign country? (Ves or No)
In this community .
g yoars, Bonths o days) If yes, name country._..
. MEDICAL CERTIFICATION
8 || 3,9 PRINT  ANNA  CAMPBELL
Fu - """ || 20. 'DATE OF DEATH: Month__ M8Y day 10, 1948
< 3. tb) If vereran, 3. {£) Social Security No. N 6 i
N N r hour. 30 minute. A M,
name war. one one yea
g / 21, I hereby certify that I attended the deceased fro ._AWKJ'
5. Color or 6. (o) Single, widowed, martied, 19—, to ____/ P , lDd'
[ | 4 sxFemale | . White | m.,mad,.‘l@..‘l"_'e;d”% that I last saw Bt alive on N AT
% |l 6. (b) Nameof husbandorwife 6. () Age of husband or wife il || and that death occurred on the date andfur stafed above. .
£ Henry Campbell - Duration
alive___ years Immediate cause of death - ¥ i *
E | 7. mireh date of deceased...J8DUATY 6, 1861 : - 5_’_’.';‘!..“
3 (Month) (Day) {Your)
& [ 5. AGE: Vears Months | Days If less than one day
(4]
E 87 4 4 hr. min.
- 9. Birthpiace _N@8%t Salem I1linois / ..
E b {City, town, or ¢connty) (State or foreign conntry)
. Oth nditions
10. Usual occupation - Retired " s - - (In:lrn::my within 3 months of death)
E t1. Endustry or busi SR PHYSICIAN
or findings: —
! g{ 12. Nome....1F@ C. Shelby UL S - Of operations.......- et (o dentine
E 21 13. Birthplace. .___thmnom e ?: the Cause to
o, = ferelim comatea). || o = hould b
g 14, Malden name... ELLOT Greathouse. Of autopay charged sta-
E 8% 1s. Burtholace._ UDKNIOWN 4 ||= P Hlatically.
= - (City, town, or conaty) State o forvizm conntrs) 22, If death was due to external causes, fill in the following:
g 16 (&) Informant Mary E. Cpaig . (a) Accident, suicide, or homicide (apecify)
g @ address_ 0000 Washington Avenue (5 Date of oocurrence
17. (a) _Burdimsl - () Date thereof M&y 11 1948 () Where did injury occur? (City or tawn) Etate)
(Bariel, eromation, ar removal) (Blonth) (Du) Year) (d) Did injury occtr in or about home, on fa.rm. in lndu:r.na.l place in public place?
(@ Place: burial o cremation VALHALLA < EMETERY
18. (2) Slgnature of funéral dﬁumxshggarsl__ﬁuneml_ﬁ_ma_-  white at wort?. e ﬁm’of ;,m,m~
116;'7 Ham ilton hve S
2 -(’M Densotheg

- &Datemgncdrldvfr

)
19, xﬁi f — & 3 A Lot o |
e T, ) g s demtore]] 23,86

(beemed Embnl.mu‘n Statement on Roverso 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 .-

working under my personal supervision.

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. .



