L

WR_I'I'E PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

L

FEDERAL SECURITY AGENCY
onal Office of Vital Statistica

AT JOR2 T 1848

Registration District No.

Primary Registration District No.

MISSOURI! DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

State File No 2()7;(}“
5381

Registrar's No.

4003~

1. PLACE OF DEATH: .

(a) County .
@) City or town...........000a. LOULS
{If outside city or town limits; write “RURAL"™ s0d pame of townahip)

{¢) Name of hoepxr.al or institution:

Homer U Phillips Hospital

(If not in hoapitul or institution, writa street number or location)
(d) Length of stay: In hospital or institution 3. GQAYS.____ .

e ' e .

(s}
(e}

C)]

2,

USUAL RESIDENCE OF DECEASED:

ot

seare. Missouri ® County. /

City or town St 'y Louis 7 Py
a de city or town limits, write “HURAL") -

Street No, 4117 Delmar ‘I
{Lf rural, give location) w

Cltlzen'JfZisn country?

Moy

\{L__ [ Ral
B ‘my-edy Balld

MY

-

16. (a) Informant
(5) Address

- (&) Date thereof . ¥ (0
(

() on_—7%
[l 15. @ sgmtm¥unm1 diréetor.
{b) Address__ 3&%__

19. (a) —1 by Ya L. _—

{Date ree:rved local registrar)

o (Specify whether || (e) (Yea or No).
In this community. .
years, monthas or days) If yes, name country.
MEDICAL CERTIFICATION
N PRINT N
Fuil mAME Frank Davis
. =" [ 20. DATE OF DEATH: Mooin_dUNe day...... 3
3. (&) If veteran, 3. {¢) Social Security No. 0
ﬁ)l) ’ yar........l%s hour. l minute 5 P.wm
name wazr - : ;
21. I hereby pgertify that I attended thé deceased from ;
5, Color or l 6. (a) Single, widowed, martied, June 1927 o June 91 19__":2
s f N Y)Y I RO VI N/ N N T R June 9 10, 48
6. (&) Name of husband or wife....... 6. (£} Age of husband or wife if and that death occurred on the date and hour stated above. Duration
ali R Imimediate cause of death
7. Birth date of dmd-_#_q_}(“p_?_@_ ______ || -Pulmonary Tuberculosis Undet,
(Month) Day) - {Year)
I
8. AGE: Years Months Days If leza than one day Due to P{/ P il
0 hr. min [Z4 -
=& Due to _A
9 Bnthplane..,Mﬁz o - M!S S, _ ! S | AL - .
2 . l.own ty) (Stats or foreign country) Nom vy
Other conditlons, £
10. Usual occupasion are .l."‘ | (Inctade peegnancy within 5 months of d..u./
11, Industry or business Mol PHYSIGIAN
or findings: —
5 12, Na.me\u m D (7} V | S . . Of operations - _ LI . ——
& ~ erline
s Birthplam__M_CL Q_ﬁ_., _M .S.S / i the cause to
R ¥ Lowa, ox eoum:r) (ruu o fpeien couatry) Of autopsy. one should be
a Mzuden name _ 4. Q_h . nNe -~ N charged sta-
s MbhCon . ? ' o -
15. Birthplace L] _ ¥\ » .
g place.. gt = TP rnm‘n pommey u 22. If death was due to external causes, fill in the following: -

)

»
(c}
@

23,

Address. 2601 N Hhittier

Accident, suicide, or homicide (specily)

Date of occurrence

Where did Injury eocur?.
(City or town)
Did injury occtr In or a.bont home, on farm, in industnaj pla.ce in nu.blic place?

S.izna

__......___.._.._:._u. Date m;-n : / 48

- o

(Licensod Embalmer’s Statement on Reverse Side)




LY

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 personzal supervision.

Licensed Embalmer No.._%g‘j_.s.ﬂ—-’
P.O. Address_.._.‘..%...é.%_ﬁ... ! L.....

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

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




