ING BLACK INK—MAKE A PERMANENT RECORD

N, B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE O_F DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impo:

AT 1 X191

PR

Rezbtr-tiun District No—% i!

MISSOURI STATE BOARD OF HEALTH o S (,J £ ()

STANDARD CERTIFICATE OF DEATH St P o~ P

Primary Registration Distrdet No.___ . _ Eeplstrar's No

1. PLACE OF DEATH: 1003

{a) County.

(b} City or town ot. Louis

[f outsida ity or town limits, write “RURAL" and namae of tawnship)

(
{¢) Name of hosapital or institution:

3934 Palm Street

Y

{If not in boepital or institation, write sirest number or Jocathon)

(d) Length of stay: In hespital or institution

Inthis community.

Since Birth

(Specify whathey

yéara, months or deys)

2. USUAL BESIDENCE OF DECEASED:

() state_Missouri 7 / (% County.
() Cliyortown___ St . Louis /ﬁ

(If ontxide city or town limfts, write “RURAL")

(d) Street No 3934 Palm Street

{If raral, give location)

{#) I toreign born, howlong in U. 8. A.? SinC e Bi I'th years.

* {5 he . 1DA

M. HALL 2L6¢

8. (b) II veteranm,

8. (&) Sociﬁ Security

pame war_ NONE one
5. Color or 8. (a} Single, widowed, married,
ctsafemale | ne WRite  aveeaWidow
6. () Name of hushand or wife.coeecec . 8. (¢) Age of hushand or wife if
alive.. DECE
7. Birth date of d d AU.E. - 16 3 1876
(Manth) (Day) (Year}
8. AGE: Years Months Days If less than one day
62 10 | 28 " .
0. Birthpllce._..».ﬁ.h_l.__L. i N MO' — ()
(City, town, or ewnt:) (B1ate or forelsn country)
10. Usual occupatien ' 0
11. Industry or business At Home A
Homfeld /]

& {12. Name____JOhN

13. Birthplace St K]

Louis

Mo,

15, Birthplace St’ h

Louis

:
é { 1. Malden ame. ME PV SERT R g (Gute o fomien cocuiny)

{Clity, town, or connty)
r town, of <

16. {o) Informant's owo eiguatur

(b) Address .
1. @ Cremation

Mo.

(b Date thereof

{Buarial, crematien, ar remaval)

{¢) Place: burial or cremation

18. (a) Signature of funeral 4

(Month) (Day) (Year)

Qrematory

Y e
bt
(b) Addrems
w0 JULIA I8 [/ 2 adip 5
(Date recaivad loca) registrar)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month JU.lY day.

yar_ 1939 .. 2 WQ@
.19

21. I hereby certily that I attended the d
ted above. ;

Duralion

that I last saw h_mlive o

and that death occurred on the da!
Im: dlas use of death £ /)

~ L7

ra

Other conditiona \ “ %
{Inclode » within 3 months of death) \\ ————
o PHYSICIAN
Major findings: ¥, 2 f R
! operatio Underline
Sy : : the cause to
/57 T/ A riait
Orsnrey (Lt VL ‘ I
|dlﬂelll3.
22, It d eath was due to external eauses, fill In the fo!.]orlng:
() Accident, suicids or bomicide (xpecify).
(b Datae of occurr
! Wh did injury oceur?,
i &9 ere ! nty) (State,
(d) Did injury oecur in or about home. on fnrm. {n ind p!u:e, in public
/7\ pr
- ' i P / ol {
23 {M.D. or oth,
Add Data aign

L {Licensesd Emhalmer’s Statoment on Roverse Side) / ! l ‘J/




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

' Registere;:l Apprentice No

working under my personal supervision.

[

Licensed Embalmer No. ,Z//d

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 this body is not embalmed, above space should be left blank.




