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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 it may be properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
BUREAU O THE CENSUS

MISSOURI STATE BOARD OF HEALTH

34144

(If outslde city or town lim]ts, write “RURAL" and name of township}
(¢) Name of hospital or institution:

Homer G. Phijline

{If not in bospital or [astitulion, write sireet aumber of location)
(d) Length of stay: In hospitalor Institution.

{Specity whether

(¢} City or town.. ks Louis

STANDARD CERTIFICATE OF DEATH State Fite No
%Erﬁgxy D}tzﬁt Fﬂg ?91 Primary Registration Distriet No.. Reypistrar’s No. RGQQ
1. PLACE OF DEATH: &U‘ww / 2. USUAL RESIDENCE OF DECEASED:
::; g;:n::,town S8t. Louis (a) State. (b) County.

[27]

{11 cutside city or town limits, write “RURAL™)

(@ Street No..__218 Barry

(If rural, give location)

5 2
St. Iouis, Mo,

{City, town, or county)

hr.

9. Blrthplace.

(Siate or foreign country)

10. Usual occupatien

(&)

11. Industry or business.
& ' James Garrison /
2 | 12. Name
=
& \18. Birthplace Miss. : /

iCI.n t.n-m.ﬁ' wma:r) {Stata or fovelgn country}
& [ 14. Maiden name. nnie borden
E 16. Birthplace Miss.
-] ve or foreiga country)

W J ]
{c) Place: boria! or erematie
18. {s) Signsature of fuperal dheciM
() Address ‘

19, (aﬁﬁf_l.;}_l . ®
{Data received ioca! registrar) .

Inthiscommunity____ 5. Ionths
yoars, months or days) {e) If{creign born, how longin . 8. A.? years.
MEDICAL CERTIFICATION
8. (a) PRINT . A
FULL NAME_._James Garrison é 24 10 6
3 T - 2 ol Seoarl 20. DATE OF DEATII: Month day.
. (b) If veteran, . (e) Soe ecurity year 1939 bour 7 +B0 I P . M.
nAMmME wWar. No,
- 2 1. I hereby certify that I attended tke d d {rom.
5. Cotor or 6. (o) Single, widowed, married, 10-6 18.39, to 10=R= 19_39
4 Sex i race Negro divorced that I tast eaw b LT ative on 10-8 1529 ;
8. (b) Name of husband or wife 8. (¢} Age of husband or wife if || and that death ocenrred on the dats and hour stated above. Durali
urailon
allve...—....... years || Immediate cause of death T
3 . sz J 3
7. Blrth date of 4 4 Apbpil 15, 1939 Meningitis.{prob., B )_,.._.___Z
{Month} (Dey) (Year) Pyelitis ( 2w )i
8. AGE: Years Months Days 1f lesa than one day Due to___ Bilateral Mtitis "c_la

Due to £y #
P LA~
Other conditions E:;
(1uciudes preguancy within § menths of death)
PHYSICIAN
Major Andinga: —_—
Of operationa Uunderline
the cause to
. M whh[chld;nt:.h
ineiti shou e
Ol sutopsy enjneitis vhoulioe
tistically.

{a) Accident. sulclde, or homlcide (specily)

22, If death was due to external causes, fill in the following:

{¥) Date of occurrence

{¢) Where did injury cceur?.

{City or town)
{d) Did ipjury eceur in or about home, on [arm, in

Coonty) {State
Indmrgd up?a:e, In public p?u:a'!

(Specify type of place)

2601 Thittie

Address

While at work?, . {e) Menns of injury.
23, Slgnatur - (M. o:dt.her
- EZEN@ e b‘év

Date signed




. 3 L . N

STATEMENT BY LICENSED EMBALMER

- - T hereby cestify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ..ol _
o ——— e -_...... . C f b

. Registered Apprentice No

R i

Sigued_i‘w V- mc\—:/vq
Licensed Embalmer No....“".z_&:.. . A a—
P. 0. Admm_g_‘;kt%_;w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply \e
the above constitutes grounds for revoeation of license.) }

If this body is not embalmed, above space should be !e.ft blank.

-~

working under my personal supervision.

e -t



