. § No. 300

oM —10-47
ev. 5-17-39
T 3906

FEDERAL SECURITY AGENCY
National Office of Vital Statistica

FILED NOV 21 1948

Registration District No.......

318

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF fwg

*. Primary Registration District No...

State File No 3}? 395
Registrar's No. 98_1&___

1. PLACE OF DEATH:

(g} County...._
(b) City or town

St,. Louis
(i outside cily or town limits; writs "RURAL"” and pams of townabip)
(¢) Name of hospital or institution: 7) ,

Homer G Phillips Hospital
of location)

(Lf not in hospital or institution, write street nl
(d) Length of stay: In hospital or institution days

2, USUAL RESIDENCE OF DECEASED: ) z}
&

Missourd (b) County, D
St. Louis e

(If aotside city or town limita, writs *RURAL™) 6
I3

3685 Cook Ave,

{Lf raral, give location)

{a) State

(c) Clty or town

(d) Street No.

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

{Specify whather |} {¢) Citizen of foreign country? (Ves or No)
In this community 26_years
years, iotilha o dnys) If yes, name country.
- - ] MEDICAL CERTIFICATION
¥ui? Name.__Josie Boyce
]| 20. PATE OF DEATH: Montn_ NOYV. day 8
3. (b} If vereran, 3. {¢} Social Security No. 9 55 a
name war no no Oard year. hour. minute M
=~ 21. I hereby certify that [ attended the deceased from
Female g s Coloror || 6@ Siage, widowed. e, Nov. 2 1948, % Nog. 83 19.48
4. Sex fr | race 2 divorced Widowe d’__, "that I last saw h. er alive on ov. 19...@:
6. (b) Name of husbandorwife.____ .. 6. (¢} Age of husband or wife if || @0d that death occurred on the date and hour stated above, Duration
L
alive . _years Itnmediate cause of death
7. Rirth date of decensed... S@Ps 22,1892 Cerebral Hemorrhage and Hyper-
(Moath) (Bay) (Yoar) tensive Heart Disease + | Undet.
8. AG]E:: Vears Months Days If less than one day Due to i}‘ ol
‘ 7Nl
56 I Is hr. min.. M
/ Due to.
9. Birthplace... BPOWHV1 lle, _Tenn, . . B - !/I yj)(/
{City. town, or county) {State or loreign country) None ! ’(2
. . Other conditions.
10. Usual occupation Housekeeper (lnclud within 3 ha of death) { —
11. Industty or business PHYSICIAN
g H Walk f Maiofr ﬁndi:}gs: _
12, Name......<J8rCY  WBlkar £/ S 2 operations.......: _— e M i
E{ 13. Birthplace... Brm ille,-Tenn : : - t%:%‘:{%
. f‘d"‘"" o ““l ¥ (Btate or foreign countsy) Of autopsy None should be
E 14. Maiden name / charyed sta-
b 8 y.
§ 15. Birthphc&‘!%‘é}];lﬂi;;hnn: PP TPy s pmp— 22, If death was due to external causes, fill in the following:
16, (@) Informant Mabel EKirkman ' (e} Accident, suicide, or homicide (specify}
() Address._.9685 Cook Ave. () Date of occurrence
17, @ . Burial () Date thereot__NOV, I3, 1948 || () Where did injury accur? e

(Mcnth) (Deay) (Year)
(¢) Place: burial ot cremation Greenwood Cemetery-
18. (s} Signature of fumeral director Wright's Funeral Home,

{Burial, cremntion, or removal)}

(State]
(d} Did injury occur in or about home, on farm, in mdustna.l place. in publie place?
I

¥ typa or pl.nae

23. Stznatun- / M. D oro

Address. 2601 N #hittier -

med 1/8/48

Date si|

t on Reverse Sido)




STATEMENT BY LICENSED EMBALMER

. 1 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. .-

seol it L1

¢ . L:censed Embalmer No 4(&2;/ S,
P. 0. Addres o4y ﬂ r”t-éjﬂt

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his O“’N HAI\TDWRITING (Failure to comply with
the above constitutes grounds for revocation of license.) TS

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




