1 H
DEPARTMENT OF COMMERCE MISSOURI1 STATE BOARD OF HEALTH : 4 4 5 L

Bunasy or mn GRweus STANDARD CERTIFICATE OF DEATH Stata Fila No
Registration District Nc_m Primary Registration District No,. Registrar's No_m

: St —
1. PLACE oF DEATH: JL\UAJ/D Gy L 2. USUAL RESIDENCE OF DECEASED:
(a) County. _ - . 1: /
@) City or town__ St » _Louis l (o) State___Missonri . ) County. —
@ N p hupitgr ou;.lid:i:ilaa town limits, write “RURAL" and came of towmhip) St Loui IH
() ame o or institution: . uls }
Homer G. Phillips Hospital @ Ol or_mw" (If outads clty of town limits, write “RUBAL")

{if not in bospltal or institution, write streat nomber or Jocation}

(¢) Place: burlal or cremation ~athee dizon "‘PTHP‘I‘P'JV

18. (a) Signature of [uneral director,

{Specify type of place)

£ 4 While at workm () Meana of injury. ____._.T
. ‘r—-' ‘ ‘ 28, Sigmatore A (M’. D oro

18, (a)(m ot i e Address 2601 F. hittier ‘Sg

¥

2
28
28
EE
g Ep
= 29
2 5z
= 5 9
==
o .
’ % (d) Length of stay: In hospitalor Institution 14 dnyg (d) Street No 27188 Yiagh. Street
b = ) . ‘(Specify whether {1f rara!, give location)
Hne In this community. nknovm
E (E.-)' E yoars, months or days) (8) If foreign borp, how fong In 1J, 8. A.Y. yoars.
Mo S . MEDICAL CERTIFICATION
R E g R Yonroe Jones 372 _
< 5 & |5 it vore R IRy 20. DATE OF DEATH, Month 10 ...~ asy.16
. . . {8, OC]
a 2 % ° . ¥ year. 1939 hour. 7 :1€ minutae. P- M.
84 nama war. NO.opp i, ] =
E E n 7M’ 21. I hereby certify that I attended the d d from
[*] - o
I = g mal §. Colorge, § 6. (a) Siigle, wdowed, d. i 4 10=1= 193940 10=16 18392;
=] % 4. Bex race. divorced ZX= thatT1ast saw b ATl aliveon 10=16= . 18.39;
E 2 ,,g 6. (B) Na’? of hushand or wife.._. 6. (¢} Age of bushand or wifeif snd that death occurred on the date and bour stated above. Duration
1 g % g 5 altve_.__ . years|l Immediate cause of death .
g < 8 {| 7. Bith date of deceased vy 4 18564 Arteriosnlerotic Heart Disease 18 _days
= ,E; ; // (Mocth) (Day) (Yoar) . )
W F g || 8 AcE: Years Months | Days If fess than one day Due toChronic Mevhritis )
Z, & .
a E E‘ 83 -5 /12 min a ”
a L] = Br. Due toOvatitis Adatarrtsoa l
F-] un to. - 'z 2z,
2 25| o owomseed1gbamber 7
% @ E (jl.hy town, or county) (State or farsign country)
= 3E | Usual oecupation ber - Other conditiona_...__ % P.roqtaf‘l:i.:) Rypertronhy
2 ez > berade b =
',:'J : g 11. Industry or businem 7 PHYSICIAN
m . Mejor Andings: . —
S E 2 E 12. Name.......A1KQ WM t g operationa : Underlina
2 215 e e ko J Sigats
2ok i 1. tute or forelgn country] hould b
E ﬁ ‘2 E 14, Malden name i Of nutopsy. I:h:r:ed.t‘:
EE 18. Birthplace 22. 11 d eath was due to external £l In the followlng:
E IE :n 2 ¥y mi’h‘. or lnrdneounm) . eath was dues [ causes, n e L0 ng:
= 3
g = E 16. (@) Info v's owo signatur (a) Accdent, sulclde, o homicide (specity.
E : J ) Addr - (3} Date of oceurr
= g 17, (a} (%) Date thereol / d ~.% 3 57 (e} Whers did fnjury t ty or town) S County)
E = (Barla), cremation, or removal) {Month} (Day} (Yess} || (d) Di4 injury cccur In or abont bome, ou farm, in In place, In pubu:: plm‘!
N~
3]
I, &
%2
A S]

AERRo 1 1951

Rev. 5-17-39

rZ (Licensed Embalmer’s Statement on Reverse Side)




4

[ hd
- N . .
y -
- - - f
. - - £ ' -
— -— n- . . ;I-
' A
il
" <o 1. oy Do FRFEVE | .,‘ " B
: .
: “ n’t oL y
& t
s € STATEMENT BY LICENSED EMBALMER  ° )
s L]
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by,me, ooy T
I sererenanee Registered A TItice }:U
working under my personal supervision, . ] .
| Ko gy el dca O
Si ed . )
i g %\
, . ; Lic&éed Embalmer No....s=

P.O. Addressg._.-.

Note: The above MUST BE SIGNED BY THE LICENSED Ei!h}-ALMER in his OWN HANDW

the above constitutes grounds for revocation of license.) '

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

ING. ({ailure to comply with




