TR TR Y TR AT MR UL HIRALHN R0 e talcliully supplicd. Aur Bhonltd De stated LAAUTLY. RYSICIANS should siate

CAUSE OF DEATH in plain terms, so that it may pe properly clagsified. Exact statement of OCCUPATION is very important,

DEPARTMENT OF COMMERCE
BURBEAU or THH CENBSUS

AN ?@1

DiitHet

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No,

33907
Registrar's No-.__.__,__84.45

Lutheran Hospital
(If pot [n hospital or Institutian, write sireet nnmber or Jocation)

{d) Length ol‘\atny: In hospitalcr Institution
35 vears

(Specify whather
In this community. :
yours, months or daya}

L. PLACE OF DEATH: &U \v / 2, USUAL RESIDENCE OF DECEABED:

(e} County. . s . j

&) City or town St. Louls {a) State. Missouri () County. 1
N (If outside city or town limits, writs “RURAL" and oame of townskip) R { L]

(¢} Name of hospltal or institution: () City or town St. Louis

(11 outalde ity or tows lmits, write “AURAL"™)

3726 Wyoming

{If rural, give location)

{d) Street No.

(¢} If foreign born, bowlong in 1. 8. A.Y. Years,

MEDICAL CERTIFICATION

3. (@ PRINT KATE LICKLIDER .24 2 Detob
o) om ) Sosial Socurt 20. DATE OF DEATH: Month.. QCLODET  dey 2
3 v \ N
oteran, _ ¢) So N ] ¥ yoar 1959 hour 7 -t e....A.s...MA....M.
name war, o No. one
211 hereby certify that I attended the deceased (ro * . cd
5. Color or 6. (a) Single, widowed, mnrried, 1wl o P 1935,
4 sex. female race_Bhite divorced. MArried. thot I last saw b_£4_ alive on Gy 7/ 19.7 ] ’4
6. (b) Name of husbandorwife_ ... 6 (¢} Age of husband or wife if |{ and that death oceurred on the date and hour stated above. Du
Thomas E. Licklider .ue___ T3 yeas|| Immediste cause of doat ——E‘é _m.a
7. Birth date of d d May &7, 1879
(Moath) {Day) {Year)
8. AGE: Years Months Days If lexs than one day Due gu____lzm . [T A J DCA}W
60 4 i 5 he. min, []. [!l
R N R . Due to i
9. Birthplace. JODlln ! —— A '% e
’ (City, town, or county} {Btata or foralgn country) j a ?‘ i
e — e L |
il. Industry or business e u - PHYSICIAN
=] s M findings: [} -_—
E{lz. Name John Dunagan || Mo omom.W_g_; Codertios
- e
& \18. Birthplace Unknown 7 7 : Thieh death
(Clw jown, or coun}y) (Stata or forelgn conntry) Ofa should be
é { 14. Matden namae. -~ Missourl Jackson atopey charged sta-
tiztically
e 15. Birthplace N (T e— {Btays or foreign coumtry) 22. If d eath wan due to e:te;ju;.ldumu, ﬁll‘ln the following:
16. (a) Informant’s own signatur (@) Accident, Mdda' or ho e (speclty.
(8) Address 2726 Yiyoming () Date of
. 1,
17. (a) Burisl (%) Date thereof.. 10/ A‘/ 29 () Where did infury occur Gityor 1o (Gomnt Eais
{Burial, cremation, ir removal) . (Morith} (Duy) (Year) |} (0} Did Injury cceur In or nbout homo, nn farm, in Indust: placu, in public place?
(¢} Place: burial or cremation
18. (a) Sigoature of funcral directa @m. at ,om M Sy g P tmfury.
23, Sigmtum / = (y.n.oror.her)
Address_J(/d” Date signed 7/ /2

P

t on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

working under my personal supervisicn.

Signed......oocenceaeden X

Licensed Embalmer No........

' : - P. 0.. Addrcss/,f\j{

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
the nbove constitutes grounds for revocation of license.) T

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




