THE DIVISION OF HEALTH OF MISSOURI L .3:;439

i, No, 300 .
- Y30 l FLOFEB 141349  STANDARD CERTIFICATE OF DEATH -  guue .,
I BIRTHWO. - o REG. DIST. Mo. _3_/_7__ priuary nec. 0157, wo. L FES Reivrars No..... 1525
' I. PLACE OF DEATH 2, USUAL RESIDENCE (Wb d d lved. Y insti : reaid befors
& COUNTY a. STATE b. COUNTY aglintmion).
W é 8t. Louls Missouril St. Louis
f b. CITY (i1 cutside corpurate limits, writa RURAL abd give c. LENGTH OF G. CITY (I cutaide sarporate limite, write RURAL and give township)
| OR township)| STAY (in this placw) OR
" pla [T Rock H1l1l veas TW  Réele Hi11 7 ¢
: [+ d. FULL NAME OF (If not In heapital of inatitution, wive street address or Iocation) d. STREET (I rural, give location} -~
o HOSPITAL OR / ADDRESS
(> o INSTITUTION 1020 Hudson Ave 1020 Hudson Ave.,
E 3 NAME OF a. (First) b. (Middle) c. (Last) 4 DATE (Month)  (Day) (Yead)
H { Type or Print) Herbhert McKinley Ballard - DEATH  Jan, 10, 1949
é 5. SEX 6. COLOR OR RACE ) 7. MARF&EE ISIEVSR P&!SRRI D, 8. DATE OF BIRTH 9, AGE!:&::;-“ I UNDER | YEAR | W UNDER 4 mas.
(B, } |Months] Duye | Hours | Min.
Male ¢V white arried 75“' Nov. 9, 1896 5 l |
§ 10a. USUAL OCCUPATION (Giekindof work | 10b. KIND OF BUSINESE OR [N- | 11. BIRTHPLACE (8ute or forelen country) 12_CITIZEN OF WHAT
=} done during most of working life, eves if retired) DUSTRY UNTRY?
- H Masnufectures Hep. Ot tumwa, Iowa / . O,
. '«? d 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR W|FE
= 9 Jesse Ballard | _Unknown _ Geraldine Ballard
% g -|| !5, WAS DECEASED EVER IN U.S.ARMED FORCES? | I6. SOCIAL SECURITY [ 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
1« (Ywa, 00, or utiknowa) | {If yea, sive war or dates of service) ’ NO,
R = Yes W, W, Geraldine Ballard, Rock Hill, Mo,
\&. | |l 8. cause oF pEATH JEDICAL CERTIFICATION INTERVAL BETWEEN
X || Enteronly onecousoper | I. DISEASE OR CONDITION _ p D DEATH
( Z | inetor (s), (by, end () DIRECTLY LEADING TO DEATH® ¢y
> o This does wot mean | ANTECEDENT CAUSES
% 2 ithe mode of dying, such | Adorbid conditions, if any, gising DUE TO (B) 40?%_
V.o _|| cabeartfaiture, asthenia, | Tise fo the above cause (o) stating . . ‘ ) . - . / .
B |l ete. Bt meons the dis. | e wnderlying couscdozt. /5 &
o eare, Injury, or compli DUE TO {c) q.
> tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS = s - ¥
= Conditions contributing to the death bul ot e : 9/
3 related to the disease or condition causing death, [ f} .
P 19a. DATE OF '0?%:;: 19%. MAJOR FINDINGS OF OPERATION ' ' .o L ’ J\F' - 20. AUTOPSY?
2 | 2w . Ngzre s O w0
¢ |[21e- AcCIDENT (Bpecity) 21b, PLACEOF INJURY (e.x..taorabout | 21c. {CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE M tome, farm, factory. strest, offios bldg., ete.) .o T -
Z HOMICIDE _
g 21d. TIME (Month) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT[—} NOTWHILE
J‘ INJURY WORK AT WORK
; 2. I hereby certify that ] attended thg deceased from _A_-r__ 19_‘{2_ to  f= O IQ.’L?, that T last saw the deceased
i aliveon __ L jlro "/ Aand that death occurreg af LM , Jrom the causes and on the date stated above.
n'% 23, SIGNATUR ) (D 7 m) 23b, ADDW 2. DATES
s I ) A / M, WLO; /// (% M
= SURTAL. CREMA. | 245, DATE" zlE NAME o#'cmtraﬁv OR CREMATORY | 24d. LOCATION (Oity, town, orcounty) 7  {5tate)
e N, REMOVAL, (Epseity) )
E j_Hemova 1/11/49 , | Ottumwa, Iowa .
DATE REC'D BY I..OCAL REGISTRAR'S SIGNATU 25. FUNERAL DIRECTOR'S S1GNATURE ‘ADDRESS
[—{O - 9“? %—’( M Louis H., Bopp, Irnc. Ki*‘kwood Mo.

tumm on Rm 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

Student Embalimer No.

Signed.. /- .J)Z"GC_M

working under my persona! supervision.

Slgned............................., ----------- _ . ucﬂﬂsﬁd Embalmcr NO 30 3? .
Student Embalaer

P. 0. Address Loudbarted 2% T

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 zbove.

-




