ENL RELOURD

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

CAUSE OF DEATH in plain terms, so that jt may be properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
Burgau oF ToB CENSUS

Resistraqg Dilﬂ% wfﬁl

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registratlon Distriet No....—_

Stata File No. :'; [) r? :< (‘)

Reyistrar’s No.iS_O_g_._

1. PLACE OF DEATH: Im-s

(a) County. /
5t. Louis

(&) City or town
(1T qutaide city or tawn limits, wrlu “RURAL" aod name of township)
{¢) Name of hosplital or institution:

R Homer Fhillips Hospital
{(f not in hospital or institution, writs s net. nember or
{d} Length of stay: In hospitalor lnatitutwn...._._zzzag—mce

{Specify whother

Inthis community.

2. USUAL RESIDENCE OF DECEASED:

/
(@ sate Missouri ) Coumy

St. Louis
(If sutalda city or town limlts, weite “RURAL*)

51228 S5t. Perdinand

{if rural, give location)

[1]

(¢} Clty or town

(d) Street No,

years, monihs or days) {e) If toreign born, how longin TU. 8. A.? YeAaArs,
, MEDICAL CERTIFICATION
8. {a) PRINT »rs
FULL NAMEL!'......C%!.D......EM.@: Wilson Sept -
5. (& If vet 3. (c) Soclal Securlt 20. DATE OF DEATH: Month. 20T e doy
N veleran, . Le, [+ et Y
ear___1939 hour 2 minute 5('] B8__M
name War, No. 7/8/%9
21. I hereby certlfy that I attended tke d d {rom,
5. Color or 6. (a) Single, widowed, married, 19 to 9 ZZ [39 L 19 :
4. Sex F raca [ divorCBd..Ma-rr-i-ed— that I lastsaw b, @ aliveon. qan'{"' 7 b qqq : 19 . :
6. {4 Name of husband or wife.... 6. (¢} Age Bf husband or wife if || and that death occurred on the dats and hour stated above D .
x - uraiion
James Wilson ative ¥ /< yesrs|| Immediate cause of death Chronic nmephritis wikth [
7. Birth date of daceaeed..._.___..Mﬂ.r_Qh_zs_'_.l& 00 e -Mﬁrteng lon q"’l} yrs
{Mooth) (Day) (Your) /
8. AGE: Years Months Days If less than one day Due to. - /\ -
4 ,}\ A
39 5 12 br. min 7 A
A Dua te. ==
9. Birthplace. Mississippd. . . / /
{City, town, of ¢county) (Siate or forelgn country) ) 7
tion Housew Other conditions
10. Usual occupati ous Ork l, {Includs pregnancy within 3 months of death)
11, Industry or bus . PHYSICIAN
e Major findinge: —_—
=] { 12. Name....Gal COSbY / Of operationa = Underline
B = the catte to
2 L18. Birthplace @ a o 1_.),, whhinh Id;nt:h
iy, ate or gn ntry, shou a
A 1 Of sutopey. ——— charged eta-
tiatically.

Mississippi

{State or foreixn unnuy)

{City, tawn, or county)

16. ’L(a) lotormant's own sig| /fJ‘P 4
® Adarm_;;fe?:}

17. {a) (b} Date therec 4

{Buria!, cremation, or removat) (Month) (Day) (Ym)

(e} Place: burial or crnmntlon_w&ghj.h,?‘rﬂl EK_..

18. (a) Signature of funeral director.

R

{Data receivad iocal registrar)

(nuistru'u-cimmre)

22, 1f death was due to external cpuses, fill in the following:
(a) Accident, suicide, or homicide (specify)

(b} Date of occurrence.
{¢) Where &id injury occur?.
(City or town) r&(..‘.]ounl.y) (State)
(d) Did injury occur In or about home, on farm, in industrial place, In public place?

Specify type of place)
( poe ’(3 hzeans of injury.

(M.D. B

Date nisnedWBS

{Licensed Embalimer’s Statement on Roverso Side)
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' T ‘ ’ 5
. ; P
— - ’ Aty
- - e
- 2
- STATEMENT BY LICENSED EMBALMER

P.O. Adm{z.f/d

Note. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure to comply wi
the above constitutes grounds for revocation of licensc.) '

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

(XY




