. 2 DEPARTMENT OF ((::OMMERCE THE STATE BOARD OF HEALTH OF MISSOURI L,
. U NDARD CERTIFICATE OF DE ; Hadod, |
. State Fil. p— ¥ M s -
» || FILED JUL 28 1948 STA ATH e 24664
47070
Registration District No.___..__...B]_B Primary Registration District No.._eeo .8 r Registrar's No....... - fo 3 1;8
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
e (a) County Missouri 7
g (b) City or town St. Louls (a) State ) County /
o (If outside city or tawn limita, writs “RURAL" and name of township) (&) City or town St’ Louis ,y
= (c) NamEEUf Lospital or |%BUtuéi'§:1£ H it 1 N 1 B‘nuulda clty or town limits, write “"HIJRAL™) 0
o nroute to y Hospital No, @) Street No 5351 Deimar Boulevard
PZ-' {If not in hospital ar i fon, wrile strect ber or location} {If rural, give location)
155 (d) Length of stay: In hospital or institution No
z . {8pecily whether (e} Citizen of foreign country?. (Yes or No)
-« In this community
E yeara, months or days} If yes, name country,
= MEDICAL CERTIFICATION
= 3. {a) PRINT A
£ FULL NAME nna_ M, Ross
: 20. DATE OF DEATH: Month JULY tay 18, 1948
3. (&) If veteran, 3. (¢) Social Security 8:00 . P
E name war None N None year. hour. ) minute. ’M
- 21. I hereby certify that I attended the deceased from,
= l 5, Color or 6. (a) Single, widowed, married, end, 14D o
:L 4. Sex Fema-'le I Tace. White d-“"m’ed—s—i—ng-l-e! ----- that I fzst saw tHOT._ ative om.__lm_...l_? .
E 6. {#) Name of husband or wife..........._._.. 6. (¢) Age of husband or wife if || 3nd that death occurred on "_he date and h“‘-_u' stated above. - Duer ‘mm;
o - e em e o e = o = - alive.—o.............years | | Immediate cause of death . ; . '
O || 7. Birth date of deceased August 19, 1859 e COTORATY Thrombosis ... |l .dey.
5 {Month} (Day) (Year)
-]
) 8. AGE: Years Moentha Days If tess than one day Due to M?rtensign 4 _YTBe
é / 88 10 29 hr. min
a o - Due to &‘/
sy 9. Birthplace Gincinnat{ : - Ohio ] - . ﬁ* s g
% {City, town, or county) {Stats ar farcign coun‘try) &5?# ﬁ"
% 10. Usual omunaﬁom._.._..m-B-el;t‘-izne-d . szhe’r fnnﬁmn“, within 3 months of dsath} i M J -
- 11. Industry or business S PHYSICIAN
J_' & ¢ 12. Name John_T. Ross “01 operations .
A E i Underline
Z |12 ss. Bioptace _Ohio -/ i -
tate or forsign country) Of aut. should be ™
E g 14. Maiden name... (ﬁeg‘nkaﬁ Kiexande Ohi auntapay f‘hn;-geﬁ staf _'
] o istically.
2 § i5. Birthplace... T pepw——r—y e o T e.,ai o (| 22+ 1f death was due to external causes, filt in the following:
E 16. (a) Tnformant Mrs, Eunice Slagle (¢} Accident, sulcide, or homicide (specify) Y
B @) Address 1538 a Purdue Avenue (1) Date of occurrence ‘-
%
17. (2} Burial % Date thereod LY. 20, 14|} () Where did injury occur? T e Towr e AT
Barial, eremation, or removal) (Moath) (Day) (Year) {d} Did injury occur in or about home, on farm, in industrial place, in puhhc place?

{¢) Place: burial or ¢remation

Valhallas Cemetery

lé. {a) Signature of funeral director.

1) Ad%t

19. (a)

ST B

Shepard Funeral Home
1

{Rexistrar's signztare)

(Specify type of place)
- (i) Means of injury_.g_.__..m...._...

- (M. D. erottrer)_.

-. ._;9;9 Date signed«.?.[.i"gmjéao

d local

(Licensed Embalmer’s Siatcment on Reversc 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

....» Registered Apprentice No.....

working.under my personal supervision.

P. O. Address.

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

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

P .. . . . ¢ . -




