5. No. 300 |l FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH

3M_1°:47 Natignal Office of Vital Statistica STANDARD CERT":ICATE OF DEATH State File No :3}?.(’16
ev, 5-17-39 l [ "
RFLTS"MON“ ?)}!mi go_ ]g 3 Primary Registration District Now............ ] 00 3 R:zt'ﬂm'r's No. 968 1‘

I 3908
1. PLACE OF DEATI: R R il S r- 2., USUAL RESIDENCE OF DECEASED, 0")"»
(a) County 5. Toui . (a) State Missourd () County. +0
{8 City or town o LOULS 3 S 7T
(If outaide ity or tawn Limits; writs “RURAL™ and name of township) {c) City or town t. Louis -
{¢) Name of hospital or institution: . af mmid, city or m-m liaits, write “RURAL") _
Homer G Phillips Hospital @ Street N 3226 Pine St
{[f not in hoapital or institution, write street number or location) ° {If rural, give location) "/
(d) Length of stay: In hospital or institution.. . d_g'x_s.____ ................. /
(Bpecify whether || (¢) Citizen of foreign cotintry? (Yes or No)
In this community
years, manths or days) If yes, name country.
MEDICAL CERTIFICATION
- PRINT
Iy R Mary Brown N
- 72" |120. DATE OF DEATH: Month V9 Vs day A
3. (&) If veteran, 3. (¢} Social Security No. 1 4 16
year 94-8 hour, minute p M
name war.
21. T hereby certify that [ attended the deceased from
; 5. Color or 6. (g} Single, wldoweﬁ.ixazm-ied. Oct. 28 w__lt.an Nov, 4 19 ga
s sex Female? | e Col | divoroed.e D || on, BT i Nov, 4 1048
6. {b) Name of husband of Wife.......ommmmree G- (€} Axe of husband or wife if || #nd that death occurred on the date and hour stated above. |
Not, known BV yoara || Immediate cause of genss... D@gENETAtive Heart |
7. Birth date of deceased Dec, 25 —_— Disease with..Decampensations o |
(Month) {Dax) ey || Generalized Arteriosclevesis 4 Undet..
8. AGE: Years Months Days If less than one day Due to. 3. }

— N4

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

= 74 - . hr, min el
l Due to g 3 {}
9. Birthplace Tenn, ) ‘ /!! ‘3—’2 F
. - [L‘J!ﬁ'. town, or connty) {State or foreign country) NQ B V i[-(l g - |
: Ot em . Cther conditions. ne i
. 10. Usual occupation t ployed - _— ’ b e S &
‘ 11. Industry or bust ST PHYSICIAN
jor findinga: J—
E 12. Name Eli BrOWIl ) Of operations.........c - - . Undedt
. : . e e nderline
= 13. Birthplace Tenn. / the causs to
. [which death
(City, town, or county) .+ (State or foreign country} Of autopsy. No sbonid bo
E 14. Maiden name charged sta-
q : : tistically.
15. Birthplace " P 0
City, tawa, or conaty) (Brats ot Toreign somnier) 22, If death was due to external causes, fill in the following:
16. (a) j@—&d 4 (e} Accident, suicide, or homicide (specify)
® (5 Date of occurrence.
17, (@) o Sl y (#) Date thereof l I= Y - 4’-;?' (c} Where did injury occusr? e o
. (Ricoth} (Day) {(Yesr) (d) Did injury occur in or about home, on fa.rm. in industrial place, in pubhc planel‘

{c) Place: bnnal ot crematxon_.n{d;g H { .A/,p 7—- Af fi{&_ i\
18. (o) Signatute of funeral” duectoM o ll 274, - e

of iruury ST
) Address D25 2nt
19. (a) NOV 8 'QAR 23. 'D.or oﬂ?q-)/:

{Data received local registrar) Address.. 260_1_ N_V!hittler e e Date signed... 11 /‘1-\/48
(Licenned Embalmer’s Statement on Reverse Side)

=




-

. STATEMENT BY LICENSED EMBALMER

.. Ihereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registercd Apprentice No. .

working under my personal supervision.

Signed. .. ol e el ol el e

Licensed Embalmer No -

P.O. AddressaZngZ:.%

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

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




