FEDERAL SECURITY AGENCY
National Office of Vmu Staffstica

FLED JUN 28 1

MISSOURI DIVISION OF HEALTH

TANDARD CERTIFICATE OF DEATH

State File No...™™®. ..1...488__
5647

In this community
years, months or days)

Registration. District No..... " k.. ® Primary Registration District No....._.l%‘ Registrar's No.
¥, PLACE OF DEATH, - 2. USUAL RESIDENCE OF DECEASED, '
(a) Corgty - {2) State Missouri (b) County /“-‘#‘a
) City or town St. Llouis ; St. Loui 7
{IT outalde city of town limits; write “RURAL" and name of township) {¢) City or town . uls !

(¢} Name of hospital or institution: (lmmdn “‘S’E town limits, write “RUBAL™)

__Homer G Phillips Hospital 0O |l . = 4119 Piné 9

(IT not in hospital of institatian, writa street n?ﬂ! or location) (I rural, give location)
(d) Length of stay; In- hoapital or instituition ,? 'N
{3pecify whether || (¢) Citizen g4 foreign country? & o (Yes or No)

If yes, name country.

. 8Lt
Full Name..James Winbush

MEDICAL CERTIFICATION

4

- b - leston, M
| P A vy i
18. (o) Signature of funeral director. J. 7 g Xof £ SIUE MOAA frN=

5. Bisttplace... HOUNE _City,.

{ {City, town, or couaty) (3tats or foreign couniry)

16. (a) Informant_. _._Ei‘_ed.%e_ﬂinbn sh...
% Ad ca I....ﬁL&nw a, St .Louis M&L
17. (@ %ﬂl " - (& Date e TUDO 13,.19_45

(Manth) (Day) (Year)

{Burial, eremation, or remaval)

-

{c) Place: burial or cremgtion......."

() Address Charleston, Migsourl
23 1948 o

(Date received local rexistrar)

19. (a)

{Registrar's siynsture)

: - ——__ | 20 DATE OF DEATH: Month_dUNE day... 18
3. (&) If wveteran, 3. (¢) Social Security No. 1948 7 35 a
h i M
name war, R ——— 9.;53..0122&'19«,.. year our minute
21, T hereby certify that I attended the d d from
,Q .5. Color or 6. (a) Single, widowed, married; June 16 1999 1o une 18 19{'...8...;
4. Sex Male | race. COl d_woroed.........'s.g A T / that T last saw b j m' alive on Ju.ne 18 _ : 1942 .
6. (b) Name of husband or wife._.. 6 (c) Age of hushand or wifelf {| and that death occurred on the date and hour stated above. Duration
—————— alive__ === _yeara || Immediste cause of deatn RNEUmatic feart ‘
7. Birth date of deceased Nov, 11 1916 Disease with_Decompensation Yndet,
(Month) {Day) {Yeor) F
8. AGE: Years Months Days If less than one day Due to v"f-&_"‘ /
e , V4
31 7 ’Z SO T ...mjn, ﬁ / / “
E / Due to
5. Birthplace .. vadgle, Arkan saps o T A
(City, town, or county) {Jtate or foreign country) A None , \/
jons
10. Usual oa:upntinn__.___Lahanr O(Ehel Sonditions within 3 months of death) {
11. Industry or Business........ = e ot s ... .oeeeree S SR PHYSICIAN
, jor findings: - I
g{ 12. Name.. ___Al_.é ~9_n_.w1nb118h_._ S S operations 3 e e Underline
=
= s BMhpm_m_z;ning,__T the cauae to
ty, \own, o county) (Stata of foreign country) ..Of autopsy_... Ne ahould be
E 14. Maiden rame. &0B81@ lak.le. sta-
tistically.
g eranaaa_l

22, If death was due to external causes, fill in the following:
(z) Aococident, suicide, or homicide (specify}

() Date of occurrence.
{¢) Where did injury occur?.

(Gity or tawn) (Counnty)

(d} Did injury occur in or about home, on farm, in industrial place, in mzhllc p!acel‘

-

(Ticcnsed Embalmer’s Sta




-

le

. "y P e L L)

ial

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

. R:zgist_;:red A[;prentice No

Sigaed ?M Aép

* ' - . " Licensed Embalmer No 3 SJJU

L

~working under my personal supervision,

.+ PIO. Address. %ﬁ YW, I
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND ITING. (Failure to comply
the abhove constitutes grounds for revocation of license.) -

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




