DEPARTMENT OF PUBLEIC HEALTH AMND WEL 4
Do ?!01‘ WRITE AMENDED Regisicati irt.No. n.En__J’rm'mry Registration Dmnilggs__________R,g,,,,., s No. ——__ 6
s ON THIS'STUR

MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

STATE FIL

UmMB

1. RLACE-OF-DEATH 2 USUAL RESIDENCE (Where deceased lived. 1f institution: Residence before
VS 300 0 &, COUNTY a. STATE M b. COUNTY admission)
i [l SSQ1T1TY]
Rev. 4/5¢% % b, CITY {If outside corparate timits, give TOWNSHIP only) Length of stay in 1b € C(I)TY : Inside Limits
OR R
g TOWN  St, Louis 9 days TOWN ot Touis Yes I No O
1 ﬁ c. FULL NAME OF (if NOT in hospital, give location} inside Limits d. STREET (If cutside, give location) Reside on Farm
= INSTTUTION. Yes Bt No ADDRESS Yes O No X
2 a2/ 7&7 DePaul Hospital 5943 Era Ave
3 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print} DS.:‘I’H
’ GEORGE EVERETT CARRALL
O 5. SEX 6. COLOR OR RACE 7. Morried §f] Never Married [] (8. DATE OF BIRTH | ® AGE (last birthday) | IF UNDER ) YEAR IF UNDER 24 HR
- R Widowed [] Divorced [ Maonths [ Days Hours Min.
5 male white 7/30/1908 | 53 years
/ 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11.7 BIRTHPLACE (City-and stafe or country) | 12. CITIZEN OF WHAT COUNTRY
& el during most of working life, even if retired) . - .
z ector schaol St, Louis, Missouri | U, S, A,
7 0 9 Fla. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
ad
2 Gertrude Carrcll
8 z v '|5 WAS DECEASED EVER Iy U.5. ARMED FORCES? 14 GAC1Al CECUIDITY MGy, 17. INFORMANT Address
< , N0, OF unkno , give war or dates of servid
9 " Gertrude Carroll - 5943 Era Ave,
o - 3. CAUS H ( nte%nly one cause per line INTERVAL BETWEEN
10 < 5 TH WAS CAUSED BY: ﬁ — 2 D , ONSET AND DEATH
2 | = Y IMMEDIATE CAUSE (o] A7 e—ﬂ/asc- ceroric HT Dis paiée J Ploasrt
1 G 2 D -
o h - -
W o} P ér c
12 =4 5 (=] ndmom, if any, DUE TO {b) 'AT”C" :c"Fe o8 ’J M' M"‘ le J 3 9‘ J
) 9' o w s which gave rise to L4
Tz Shati the wnder Y20.0
e stahing 8 un r- .
13 - lying cause last. DUE TO (c)
——-——*——% PART Il. OTHER SIGNIFICANT COMNEBITIONS CONTRIBUTING TC DEATH but not relsted to the terminal PART 1. If deceased was fernale  was
disease condition given in PART | (a) thare a pregnancy in last 90 days.
E & ][j Yes | O Ne I O Unknown
'-'E-' é 5. WAS AUTOPSY | 205, ACCE‘)ENT SUI%DE HOMEIlCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART 11 of item 18.)
3 S YES O NO
— +
Zz iz I 1720 TIME OF  Howl  Month, Day, Year
S i< a INJURY  am.
~ -1 g P.m.
Z 20d. INJURY OCCURRED e, PLACE OF INJURY (e.9., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
& WHILE AT WORK [J farm, factory, sireet, office bldg., efc.)
5 NOT WHILE AT WORK []
) o & o T -
: h
5 (] E é 21. | attended the deceased from = / ? J to. /7 4 r and last saw h:.:‘ alive on ﬂ”‘vf p Z/" &
: ; 9 Death occurred at. v 4’_’ m on the date stated above, and to the best of my knowledge, from the csuses stated.
g w 8 o {Degree or Tiide ) z ADDRESS 72¢c. DAJE Si
= & = . }0 F 0((/ ST / 'l/
: Vm DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) AStark)
3 [m] . . -
2 T | July Hiram Park Cemetery St. Louis County Missouri
= < v, UNERAI. DIRECIOR ADDRESS j ij'lE RE}—‘D BY LOCAL REG. ?GIST W
i >_ .
= = | BUCHHLZ MORTUARY~ 5967 W.Florissant Ave 1962 ™, /T2




STATEMENT BY LICENSED EMBAUMER

¢ . - -

- .- ,. coN .
. - - : N .
| hereby certify that the body whose name is recorded on the reverse side of this ce,rtificate was embalmed by me,
: .
or by : y - Student Embalmer No.
- - .- . ™ - - 2.
Ty v 2 a “"'.-",)".'..;-_f-\;;.l""' R T T s N A i
= working under my persona! supervision. '
Student _Signed ;

Signature of Student Embalmer

Licensed Embalmer No. (LSY /

P. O. Address

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.
o 3N If this body is not embal_g:aed‘,. fact,should be so stated a_b?-\.:e.

N ot




