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Y—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BurEAU OF THE CENSUS

FILED JUL 2 2 lgia

Registration Distret No....

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No... ... 1003

State File N0245.50_
5935 _

Registrar’s No.......

1. PLACE OF DEATH:

(a) County
(b) City or town

St..Louls, Gur "
(If outaida cil:y or town limits, write ﬁ nnd name of uurmlup)
{c) Name of hospital or lmstitution: g_ ,

St. Lukes Hospital .2 1)

(If not in hewpital or lnsatul.iqn, wrila sitreet number or lacation)
{d) Length of stay: In hospital or institution

{Specify whather
In this community._.....

2.

(@)
()

1G]

(e

USUAL RESIDENCE OF DECEASED;

e
-3

Missourd __ .. @ county_. Ste Louis
Richmond Heights 17§ 5

(If outside city or towa limita, write “RURAL") 2 o

732l Bruno ‘

Street Ko ...
K (1f raral, give location) /7
Cd
Citfzen of foreign country?

No (Yes or No)

State..._....

City or town

years, months or days) . If yes, name country.
- MEDICAYL CERTIFICATION
3. PRINT X
T NAME___ MORGAN, .. VERNIA _I1EE
T e 20. DATE OF DEATH: Month. JULY . day_ 2
. veteran, - . Ae a curity
Yo 3 .z 0] 09 5 r. _lQhB ................... hour....... laminutell&AM .
T. Ou..f.! ek W fl‘li.é_
pame wa 21. I hereby certify that I attended the deceased from
D 5. Color or 6. {o) Single, widowed, marvied, ||  June 28, ... .19 _L'_E tu..._.J.uly...E., ________________________ , 19__J_|ﬁ
4. X ._.Malﬁ ........... mcc.....mli..tﬁ. diVOIOEd_.._..vmr..rie.d that I last eaw h. LI __alive ou._.._.._ll.uly 2 a s 19__)_‘8'
6. (b) Name of hnsband or wife._M-....Ell.en 6. (¢c) Age of husband or wifeif and that death occurred on the date and hour stated abave. Darat
Lingle a.live.......u.5.6.........yeam Immediate canse of death, CET'E braé vascular 5—, .
= ccident
7. Birth date of deceased... D@GEMbOr L, 1892 2 .
{Month} {Day) (Year)
8. AGE: Yearg Months Days If lesethan one day Due to Acute myelogenous leukemia mon tIlS
A
ey
55 6 28 RN »} S _...min, -
Due to 23 / ..............
9: Birthplace.. GrOSNVAY, .. _Arkanses. /. 1, P\
{City, town, ar col (Stats or foreign country) r / M
10, Usnal occupation . F. ralght Agﬂnt P t-é::..SH_.RR ..... c:ril:,ﬁf,:: ;::;::; within § moonths of deathy

v

11. Industry or business....... R &ilrQad YTy PHYSIGIAN
R ] ajor findinga: no operation‘ . ) . . —
g 12. Name.__:r! Joseph: Morgan S : Of operations........ _ — nderline
2\ 13, Birthplace Marion. LJllineis /. the caype ko
@ {City, town, or coanty) (State or foreign connacy) Of nutopsy None ahould be
g{ 14. Maiden name. ... Jﬁnney Wheeler : : fhﬁgﬁ v
el - : - tis y.
15. Birthplace 1 - / " P—
g. i iy, toma, o Ciate o formiorbomniesy 22. If death was due to external causes, fill in the following:
16 ‘.\(a)."lnf-ormant Dr. V. E.-Morgan v (8) Accident, suicide, or homicide (specify)
L) padresB 512 Wost A1th_st. Little Rock, ._Arlﬂ {b) Date of occurrence e
1. @ —.-Buriad . o Daw themof..__J uly 3, 19l § @ Wheredidinjury occur? Py P T
(Burial, cremation, or removal) Manth) '-D“-" ean) {d) Did injury occur in or about home, on farm, in industrial place, in public place?
(&) Place: burial or cremation.. Ping _Bluff, ..,A:kansas — —
18. {a) Signature of funeral director. ___BObB I't J L Armbru Ster FH— 'Whﬂ‘e at work? == (Swlﬁ' ‘“;" a5 t';;)of i
b Address......6633 _Cla; V., v :
& T 1332-8 yt 23. Slgmture . A /4. (M.D.orother). MD...
19. M S
@ Address.... 5720 Washln ton.. #L

(Registrar's signature)

(D-u reccived Jocal rest

Date signed. '], £:h8

{Licensed Embalmer's Statement on Reverse Side)

~




STATEMENT BY LICENSED EMBALMER

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

, Registered Abprentice No

working under my personal supervision,

Signed

Licenst;d Embalmer No

P. O. Address..
Note: ‘Theabove MUST BE SIGNED BY THE EICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w

the above constitutes grounds for revoeation of license.)

e -

If this body is not embahmed, fuct should be so stated above.




