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DEPARTMENT OF COMMERCE .

ALES US4

Registration District No....___........._

THE STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

r
Primary Registration District No.__.._.._.._......_.__]_m

P
State File N ﬂ!iQG‘
tate {3 o. (). E) }

V

Registrar’s No

1. PLACE OF DEATH:

{a) County_._...
St. Louls

(&)} City or town
{ifantaide city or town limitas, write "RURAL" and nams of township)
{¢) Name of hospital or institntion: U

Park Lane Hospital

(If not in hoepital or inatitution, write street number or location)
{d) Length of stay: In hospital or institution

{Spacify whether

In this commuinity
yoars, months or days)

2, USUAL RESIDENCE OF DECEASED: " }
(a) State Missouri (&) County / 7
(¢} City or town St. Lnuj's : g
city, or tawn Jimits, wzjte “RAURAL™)
& Sireet Mo 3937 washington "Avente
{If rurul, give location)

no

Cil.';éz foreign country?

If yes, name country.

(£) {Yes er No)

MEDICAL CERTIFICATION

™
.

4

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

Clarence Roche
6407 Lenox Avenue
17. (a) Byriel () Date thereorS ULY. 19,1948

{Burial, cremuation, or yemoval) Monthi (D.ay) {Yeoar}
(© Place: busial or crematiod 8%_Faleatinee Illinois
18. (a) Signature of funeral director Shepard Fyneral H me
- 1147 Hamilton Avenue
e I _"13}8"

19. (g)

16. (@) Informant

(5) Address

{Deata received local rexistrar) { erm.rnr 3 signature)

Suiy BRIy ELLA PEARL ROCHE
FULL NAME -
20. DATE OF DEATH: Month....3 ULY, day. 1T 1948
3. (B If veteran, 3. (¢) Social Security 5 o 30
H N
rame war None No._ None year. hot. minute.... SR M.
21. I hereby certify that I attended the deceaed from
5. Color or 6. (o) Single, widowed, married, ___(_ A 19&‘9- .
. s Famale /| White D avercea._Single ) o)
L]
6. (b)) Name of husbandorwife. . 6. (¢} Age of husband or wife if
alive e
7. Birth date of deceased...... OCtober 11, 1891
{Month} (Day) {Year)
8, AGE: Years Months Daya If less than one day
/ 56 9 6 hr. min
"B, Birthplace:. Chester . : To- - IlliUOiB -'-! ! g
{CilLy, town, or cousty) 0 {State or foreign country) f-‘
: [+ . or . . Olﬁ;nd"innq )
10. Usual occupation Rooming H use perat T {Ibclnde pregnancy within 3 montha of death) , \A {1
11. Industry or business - Yy ! PHYSICIAN
8 (12 Name......J0seph, Roche Jo Sndinge: Y] o
nderline
> Chester , . Illinois| the cause to
& \ 13. Birthplace c. 5 . which death
{Cit. tats or foreign country)
5 14. Maiden name B kas tetter Of autopsy - - zme[gsa?
— tistically.
= - |4 -
g 15, Birtbplace ((E:]E'sn't::mﬂ (Smu{r]}olrej'::?gfngy) 22, If death was due to external causes, fill in the following:

(6) Accident, suicide, or homicide (specify)

(3} Date of cccurrence.

{¢) Where did injury occur?
{City or town) {County} (State)
{d) Did injury occur in or about home, on farm, in: industrial place, in public place?

1fy typo of placo}
£) Means of injury ..

{M.D.oro

Address weee. Date signed..‘

(Licenacd Embalmer’s Statement on Itevenc 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,

egistered Apprentice No.

working.under my personal supervision. %
Signed .W/

nsed Embalmer No 1/2.0 O

P. 0. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hns O\VN HANDWRITING. (Failure to comply wit

the nbove constitutes grounds for revocation of license.)

) ]f this body is not embalmed, fact should be so stated abqv_e. a ' oAt

kY




