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1. PLACE OF DEATH

{a) County.........ooeereeen. ﬂ Reglatraton Distriet Noo.....oooovvviveeeeeeeeciaae lm

(b} Township.......... . Primary Registration Distrlet No..........c.ovcevcvmrmireeceneres Reglistered No.
& Cy.... S Louis, Mo, (d) Street No 5351 Delmar Blvd, et e Bl
'] If death occurred in Hospital or Institution, write its name instead of street and number)
; (e} Length of regidencein clty or town where death occurred 66 yrs, mos. ds. (f) Howlongin U. 8., If of forelgn birth? yra. mos. da.
, bt
g 2. PRINT FULL NAME. Gertrude Elizabeth James lb C‘J)'"O
{a) Resldence, No. 5351 DelmarBl‘fdtSt cevme s s seernsensan ez oneesrgs el et et g s
(Ustal place of abode, if no atreet address, write county or city) (It nonregident, giveleity or town and State)
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR :
DIVORCED (wriie the word) 21, DATE QF DEATH (MONTH, DAY, AND YEAR) Augus t 3 * 1958
Female White Single 222 1| HEREBY CERTIEY, That I attended deceased from
SA. IF MARRIED, WIDOWED, OR DIVORCED
Hu;.seﬁgg oF August 29, 29 Ho August 3, I1938 ..
QR [+
¢ Ilnstsaw hhe.r alive OﬂAuguat3, . 119583mh isaaid
6. DATE OF BIRTH (MONTH. DAY, AND YEAR) Oct. 15’ 1870 to have oécurrad on the date stated above, at5.......I.5m.P - M .

7. AGE YEARS MONTHS DAYS If LESS than 1 ringipal cause of death and related causes of importance were as follows:

day, ...oenr brs. I
67 q 20 [ min. Date of onset
z 8. Trade, ptofession, o particular kind of % """"""""""""
Q0 work done, s sawyer, bookkeeper,ote..............oovcmicmernccmmrc fdb R
E 9. Industry or business in which work .
E was done, s saw mill, bank, ete. ... Retired .......... S B R | CESY PR SRR E
3 | 10. Date decensed last worked at 11. Total time (years) iroronie Myocarditis ... L yr,
5] this occupation (month and spent in this )
o b2 Ly SR 0eeupation.....oeniiceen b s
" 12. BIRTHPLACE (CITY OR TOWN)....... London, England- \Dther contributory causes of importance:
(STATE OR COUNTRY) S . L,(— R )
- —— - |llyositis Ossificans
E 13. NAME George W. Jmes [3 “ ‘
' 14, BIRTHPLACE (CITY OR TOWN)...c..ooo oo ATHE BTG gt mEmme—m e ———.—eaa- !
g { STATE OR COUNTRY) q Name of operation..... e e e s s e
n I ‘What test confirmed diagnmisehy..u.....Ex‘. ‘Was there an nutopsy?NQ.......
ﬁ 15. MAIDEN NAME ‘Eliza Bﬁt eman 23.‘ If death was due to exw.r.nal causes {violence}, fill in alm; the {ollowing:
: icide, or homicide?... ... 777 Date of injury...
b | 16. BirrHPLACE (ciTY 0R TOWN) unknown ;"i’::“;j:f“j" e ote of fnjury
14 10ju oc Seeersanain
2 (STATE OR CounTRY) i (Specify city or town, county, and State)

Specily whether injury occurred in industry, in home, or in publle'pl.ue.

Ao Coppimyn flng , N LI oI

17. INFORMAN'I:.. . -7‘
Goorisy 5 5y

A A b 7 i) FFJ a0 WY M AT JINTRT T T S 010w g 7% T EiRiVarvitimed d
N. B.—Enr{)item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

EATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

18. BURIAL. * ature of inj --*—---T..-----ﬁ-'.? ........................ Semeeanaiaier
3 8 PACED L PETER ‘S e, AU & - (‘, 13 J 2 2=
® |4 19. FUNERAL DIRECTOR Wﬁ.,@.q..u&:.Q......KL_L‘.P.:\_D..,.._..Ce.o..-.._..._.
- a (ADDRESS, LS Oty Fan 2T o . o oo LS
o
@ 2. FILEDAUG...E;I%38.....W - e X OB 72,
J

(Licensed Embalmer‘s Statement on Reverse Side)
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ENT BY LICENSED EMBALMER

L.E , e,

- - P ‘. ~

No........ or by

working under my personal supervision,

- * .-

Licensed Embalmer No. 3 é_?é ....................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to oomply wn.h
the above constitutes grounds for revocation of lieense.)




