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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECO

FILED MAR 26 1949 STANDARD CERTIF

THE DIVISION OF HEALTH OF MISSOURI

ICATE OF DEATH 10035

State File No
. T Yot
'mERTH NO. REG, DiST. NO. &1&_ PRIMARY REG. DIST., NO.- Regivtrar's N,,__,g,{}_';_)_e__
t. PLACE OF DEATH 2. USUAL. RESIDENCE (When 4d d Mved, If 1 rasldences befars
a. COUNTY . STA . l e
. ' 8 T Missourl_ b. COUNTY Liir y H“)
b. CITY (1f outaide corporate limits, write RURAL and give c. EENGTH OF c. CITY (I outside corporate limite, write RURAL aod glve towrship) /
towrahip){ STAY (in n) .
Town St. bouis ﬂ 2 w TOWN SI Louis.
d. FULL NAME OF (If not o bospital or Lustitaiics. address or loeation! ' v
OSPITAL OR not ospital or cive streot or loeation) ADDRESS ‘-? / ar NZ. cire bﬂﬂna} T
INSHTUTION.  Homer G Phillips Hospital S0 Cloes S Akl oo
3DNE¢:'2,ESOE% B. (F'Irsl) b. (Mlddlr) . (Last) | 4. il (Month) (Day) (Year)

{ Type or Prini) William Flood | oearw  Mar. 13 1949 |
5, SEX 116 LOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH ¥ "9, AGE a1 : !
Dl = D R MARRED. ; R EEE

ple Uaizﬂo Neveentmmal 3 O 2% <y |-
'Il'h USUAL OCCUPATION (G¥re kdnd of work | 10b. KIND OF BUSINESS OR IN- 1. BfRTH E (8ta f
i Y un.ml!ndnd'") ) e, DUSTRY e or forsien mntrv? 'ZCSL%I:’?FWHAH
Y L. :
llan. FATHER'S NAME 13b. MOTHER'$ MAIDEN NAME 14, NamE qr HUSBAND OR wile- -
15, WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT' § SH?IATURE OR NAME ADDRESS -
{Yes. 0o, or unknawn) | (If yes. xive war or dates of servios) NO. N
Ao F?ebeec.aDj‘umeLad
18. CAUSE OF DEATH : MEDICAL CERTIFICATION Ig;l’égn\l. BETWEEN
| Enter ctily enecausoper | 1. DISEASE OR CONDITION . ] AND DEATH
1iné for (a), (b, end (o) | DIRECTLY LEADING TO DEATH® 4 Far-Advanced Pulmonary Tuberculosis _
ANTECEDENT CAUSES X J"['
*Thiz does not mean S+ 4
the mode of dying, such | Morbid conditions, if ang, gising DUE TO () Tuber CU.J_OLIS- Adenitis
as heart failure, asthenda, | rise to the above couse (o) sating . - 5
e, It means the dis. | e underiying caude lant. ‘ .
case, injury, or complica- DUE TO (¢} 7
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS - Vv :j
Conditions contributing to the death bud nol . :
related to the disease or conditlen cousing desth. None Y
19a. DATE OF OPERA. | 196, MAJOR FINDINGS OF OPERATION v F = AUToPsY?
TION a KAy :
. - I il ves (] wo 3
21a. ACCIDENT {Bpediy) 21b. PLACEOF INJURY (e.g..ln orsbont | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, fastory, strest, offics bidg.. ene.) ' H
HOMICIDE
2id. TIME {(Month) (Day) (Year) (Hoor) 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
- OF WHILEAT[ ] NOT WHILE
INJURY WORK AT WORK
21 hereby certify that I altended the deceased from __2‘_2L._._, Iﬂﬂ, to _3_-_13_, 1949, that T last saw the decensed
alive on , 19_A9, and that death occurred at _1+45 Din., from the causes and on the date stated above.
IGNATURE B/ j (Dauu or ti 23b. ADDRESS 23 DATE SIGNED
g . 2601 N Whittier %t - 3-14=-49
% BgEF;‘l OA\}'-A.LCREMA- 245, DATE Z-k: NAME OF Y OR CREMATORY wTION (Ofity, tz;w::; qr county) ‘(State)
X l )
J’/-’//‘-r'? ﬂf—b . o -

PP

25, FURERAL DIRECTOR'S SI|cHMURE

-ﬂwué » Q , = j.s'ééé:.':ﬁ—é_‘g

ot

Embaimer’s Statement oo Reverse Side)
"Rl i




J{ | [P

STATEMENT BY LICENSED EMBALMER

1 hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, o1 by

it b beeaman s e esb e e s e miiien Student Embalimer No.

working under my personal supervision,

I

STgned.cceveanasessssscccansssoranansanss vesune )

student Embalmer - AV AR AR AR -/ —
. P. O. Address.&.sgz =7

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

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




