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

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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(d) Length of stay: In hospital or lmitnﬁonm_m_lﬂ?_lgas
(Specify whetber

Inthis community.

c 2
s o oo 907 STANDARD CERTIFICATE OF DEATH  suurucn
Registration District No, MM& Primary Registration District No. Reygistrar's No __641_9_
1. PLACE OF DEATH: o 2. USUAL RESIDENCE OF DECEABED:
(s} County.
j{ (& City or town St. Iouis {a) State. Missouri / (b) County.
(It outstdo city or tows limits, writa “RURAL" and nams of township)}
(¢} Name of hospital or institution: (@ Clty or town 8t, Louis )ﬂl_}
HOmBI‘ Phillips {17 outede clty or town limits, write “RURAL"Y d
(I ot in boupit Itution, writ her or location)
X 31D (& Street No.._...2281 R Carr

(IT rural, give location)

No.[Y,gZC

years, months or days) (¢) Ifforeign born, howlong Iin T 8. A.T. years.
- MEDICAL CERTIFICATION
SPRINT  Prenk Washing 252
FULL NAM ___frank i/as ton
a 20. DATE OF DEATH: Month.. JULY day 19
8. (b) It veteran, 8, () Social Security car1939_ our . o 25__aM.

hame war,
21, T hereby certify that I attended the decensed !rom....lﬂll_li,_lgﬁg
5. Color or 6. (a) Single, widowed, marrled, 19..., to. July 19 1539
4. Sex M race c divnmed-mm—— that I last saw Lm« alive on. .Tll]_'v' 18 - 19329 15
6. (5) Neme of husband or wifg..... 6. (c) Age of husbagd or wife if || and that death occurred on the date and hour stated above. Duration
Helen Washington alive.... 2. 8 yoars || Immediate eause of dea! Pulmone tummxﬂ. I
7. Birth date of deceased......ne. 1, 1913 Rheumatic_heart disemse; chronie sevaral
(Moath) {Day) {Yoar) nephritis > Tasrs
W
8. AGE: Years Months Days If lens than one day Due to. - i ‘&/ ;
26 1 18 hr. .._.._.._.mlin. Due to - ';ﬁ )/ i
9. Birthplace N - L /;
(City, tawn, or county) (Sinte or foreign comntry) r
10. Usual oceupation nil : f 03‘:::::.” ﬂf’.?,.m within 3 monthell amli)rg RERGWN
11 Industry or busines 4 uremic coma PHYSICIAN
G -] Mngr findings . i, —_—
ﬁ 12, Nam@eo.n.....220r28_Washington ! ations ~ Underline
> : N the caung to
= L 15, Birthplace PR which death
a2 s(::hyi town, or county) (Bt or farelgn eountry) Of autopey - b :lllm uolélltb:
B [ 14. Malden name_Mattie Boyd . |charsed
g 16. Birthplace (City, town, or catioty) (Suu or forelgn country) || 22+ If d eath was due to externa! cavses, il in the following:
9.0 (@) Accldent, suidide or homicide (specily)
168. (o) Informant’s own signature, ' ]
(3) Dnte of occurrence.
k) Where did 1 (Ci . or own) County} (Suu)
Month) D!l (Y'" (d) Did injury eecty in or about home, on hrm. in ind place, In public place?
-_.4-(.9.—4..’4..
» { Ol ¥ . (sw“,“m A ’I.“)f

Whilo at wprk?. . {e) M of Infury e
23. MMMM. D. orethad) .

Add:m_?_—ﬂ__o_l_mw_—- Date sgnod L 1/3 T

(Liconsed Embnlmer's Statement on Reverse Side)




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, orby. ...

. Registered Apprentice No

working under my personal supervision.

" Licensed Em’l.)-almer No 7 / m

' P.O. Addxess_.Z“Z -
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMERin hm OWN HANDWRITING. ilurc to comply witt
the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank,




