PHYSICIARS should stats

Exact statement of OCCUPATION ia very important,

AGE should be stated EXACTLY.

. B.—Every item of information should be carefully supplied.
CAUSE OF DEATH in plain terms, so that it may be properly classified.

T

mnn FEB 10 1933- MISSOURI STATE BOARD OF HEALTH
- BUREAU OF VITAL STATISTICS 2 0 4
CERTIFICATE OF DEATH ?@ 1 -
1. PLACE OF DEATH ’ Do not ose this space. Y
(a) County..oe voreenns Registration Distriet No = AN p
TRy 2 06%’._. s
(b) Township........... Primary Registration Disirlet No.........covcvrnirscssneses Registered No.....- .. 7.0 o it
© oy......St. Louis (d) Btroet N, Homer FPhillips. Hos;g.tn'l st.
[8¢) oceurred {n Hospital or Institution, its name instead of strect and number)
(e} Length of rexidencein city or town where death occnrre(ﬁs yrs, mon. ds. (f} How long in 5. 8.,1f of foreign birth? ¥TB, mos. ds.
2. PRINT FuLLNAME..... Susie Caloway s ereeeme st s s ettt e
{a) Residence, No............421 0. Wast. .. d st LTL'
" enee. o {Usual ga]t;a of Inl:-%dse,“;lt n%?t]r'a%iea-d&u;ewﬂw county or clty) (Il nonresident, give city ot town and State)
PERSONAL AND STATISTICAL PARTICULARS B MEDICAL CERTIFICATE OF DEATH
3, SEX 4. COLOR QR RACE | 5. SINGLE. MARRIED, WIDOWED, OR 7
DIVORCED (torite the word) 21. DATE OF DEATH (MONTH,DAY.ANDYEAR) J8N, 3 .19 39
" F c widowed 22, 1 HEREBY CERTIFY, That I sttended decezsed from
. IF MARRIED, WIDO 5
HUSBAND o OR DRaRcED unknown [ Dece. 23 . - .
R
o8 o Ilastsaw h. @1 aliveon.......abBlla. .o, 1939.. Deathissaid
6. DATE OF BIRTH (MoNTH.DAY.ANDYEAR) July 2 N 881 to have occurred on the data stated above, at s 0B m.
7. AGE YEARS MONTHS DAYS If LESS than 1 || The principnl cavse of death and related causes of importance were ns follows:
dany, ...........hrs. rrm——e——
o7 6 1 O oz N Encapsu}-at ed cerebral hsmerrhage 03:3,1/?5:/
2 8. Trade, proleasion, or part.lcular kindof @ .. 0 |jeenes S R M N o er ¥ ag ........... - -
] work done, assawyer, bookkeeper,ete.......cvoreoe b+ b O e | L . a8
'; 9. Industry or business in which work I
o was done, as saw mill, bank, etc. [RUUUTIN | PR, ;
3 | 10. Date deceased last worked at 1. Total time Gons) |l { {4
§ this occupation (month snd spent in this -~
'L DN occupation. $)
12. BIRTHPLACE (CITY OR TOWN)............. MLBBOUTL...rcmnpgn| OFRET coRtribuiory causes of importance:
(STATE OR COUNTRY) 9] JBenign degeneration. of .COTQ . . o
E 13, NAME ° unknown ; ................
':_ Missouri e
14, BIRTHPLACE (CITY OR TOW e
E ( STATE OR COI(INTRY) N ( 3 Name of oper Date of.....ccoooveiis v
2 What test confirmed di 2. Gl inicel . wasthere an sutopey?...NO..
ﬁ 15. MAIDEN NAME Mary Hoskina | 23. If death was due to extarnal causes (violence), fill in also the following:
Dateof i - J18...,
b | 15. mIRTHPLACE (crTY ORTOWN). e A B HONE L e fw":d":i'd"i’i?d" or h°’:‘°’d°’ nte of Injury
z (STATE OR COUNTRY) ere alury {Specily eity or town, county, and State)
hether i occurred in ind , in home, or in public place.
I 1. wrormanr........Evelyn Eilliard Specily whether Injury » Industey, In ho
{ADDRESS) 2601, N Whittier
Marner of injury
18. BURIAL, C] ATION, OR REMOVAL
J‘ L NatUre 0f INJUry.. vceceeesesa st s e et
’aw DATE &MLL 19
24. Was disease or [nfury in any way related to occupat.lnn of dmud? ...............
Illo :pedly A
(Signed) = T BV,
(Admx:ﬁ‘éa L. 7 ...... 7. s

(Licensed Embalmer’s Sintement on Reverse Bide)




o [
. ; . .
- 4 1
' ! ! ¢ i\ ’ .
' .
. r‘:- -':: ) T & 1‘:1‘:-—& ~ H f N .
o o - A—— f 4
.?;’
-“* —
.
oo AR LT .
! ) STATEMENT BY LICENSED EMBALMER i

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

NE T . F .
PO o

- REN . .. Registered Apprentlce No eeemeemrermneeernee

working under my personal supervision, ) 7 '
‘ Slg'm'd W AAAARLI T

i .
. l o '- Lu:ensed Embalmer No 7(“-0 ‘ -

P. 0. Address. 2/?43 6. f@u@&v\

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN I{ANDWRITING. {Failure to com]

with the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank.




