E1O4PdEPARTMENT OF COMMERCE

MISSOUR] STATE BOARD OF HEALTH l'; 4 6

BURBAU OF THE ansus
ﬂ 791}SIANDARD CERTIFICATE OF DEATH Stats Fils No

Primary Registration District No......

9135

———aae Registrar's No

Registration District No.___ji%% g
1. PLACE OF DEATH:

{a) County.

Q’ﬁ:"‘“"ism

{¢) Name of hospital or 16 tytlon:

(b) City or town_.._._.s_.t_. ik

(If qulside cily or town timits, writs “RURAL" and nramae of to'u.hip)

y Hospital, #1

{If not lo hoapital or i lon, wreite street ber or location)

(d) Length of stay: In hoepital or institution

¥3

In this community.

(Specily whetber

yoars, months or days)

2, USUAL BRESIDENCE OF DECEABED:

(@) smaMisswp.j___L (b) County

; L
o ceroreomn—St_» Louis, Mo, |2C)
(1f outalda clty or tosfn limits, write "RURAL"™)

(dy Btreet No. 1826 -[‘ * l?th St 2

{11 rural, give Iocation}

{s) Ii torelgn born, how longin U. 8. AT e yeaars.

" Od%he. . Josephine Tallent 487

8. (d) If voteran,

8. {¢) Soclal Security

S T e = AR RE T | TS T e AR T e R AT

name war, No. NONe
F B, Color or . 6. (a) Single, widowed, married,
4. Sex_.__.gmale_‘ rac diverced. i

6. (3) Name of husband or wife. YAL&L L& 8§ () age of husband or wite if

alive. . _.z_.._...years

1675

MEDICAL CERTIFICATION

20. DATE OF DEATH: Momn_OC GODOD . 24,

year. 1939 hour_...2.815 minute. _ﬂ.‘__. M.

21. T heteby cortify that I attended the decessed from OO L0ODEYT .
22, 1939w _October 24 1030
that I lastsaw b GL. alive omw_wmgﬁ_tﬂ_bﬁr_g_‘.ﬂ;,,ﬁ. 19.389

and that death occwrred on the date and hour stated above.

Immedlate ea Mnrh
hu_;o Can cu:lL

Duraiion

7. Birth date of d d Dec. 25-

{Month)

(bs%) (Year)

8. AGE: Yearn Months Days

If lesn than one day

hr. mio

65 | 929

9, Birthplace

{Clty. town, or connty)

10. Usual occupatlen HOUS erfe

(Btate or fareign country)

11, Industry or business

>

'1

{ 12, Nnmn‘ . ? JOIleS
13. ‘Birthplace Unknown

{Stata or lorelgn coantry)

CTHER 'PATHER

{14. Malden name Uﬂ&l’mﬁm“)

15. Birthplace _I]Blmgﬂn___

3 (City, town, ur cou Sea farelzn eounu_;z
18. (o) Informant’a own signat HM%
(b) Address,_ 1 2 h t 2.

. a Wik
AN

Due to 7 - i; /’j

. o ' &
Other conditions ’/ / (]
(lecleds prograncy within 3 months of dédth) // ———————
PHYSICIAN
Major ﬂndingln: “ ' - —
Ot operations ‘ Underline
the cause ta
. C B E wﬁ:ichld;agh
ahou 0
Of autopey charged sta-
fulstieslly.

22, If denth waa due to externat causes, fill in the following:
) Accident, suicide, or homicide (specily).

{¢) Place: burlal or crematio

[¢)] Add.ru-
i9. (a)

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.

s 1 ALVINY

1. (a) _B_ur_la‘l_._____ (&) Date Lhereof_ws.?_
{Burial, eramation, pr removal) S {Moath} (Day) “(Year)
18, (a) S[smturhoff ]Eector__dmmhmaﬁr___;

(D! ¥ H

(l}g‘tﬂw"o signatore)

(2) Date of occurrence.
(¢) Where did injury oecur?,
{City or town) (County) (State)
(d) Did injury cceur tn or about hotne, on farm, in industrial place, in pubdic place?

o (Sp-d!y type of place)
‘While at work?. {¢) Mezns of [njury.

28, Signature w /‘.LLML—{M‘ (M.D. orot.her).__.;./;...
atrm_ 1515 Lafavette, Yo/ 39

(Licensed Embalmer*s Statement on Roverse 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, or |35 g

Registered Apprentlce No

working under my personal supervision. . ' % :
: - Signed...] M :

N | . Ltcenwd Embalmer Nn /s =~2 J’/ |
| b0 nasen T2 T Doz

Note: The above MUST BE SIGNED BY THE LICENSED EMBAL'MER in hu OWN HANDWRITING (Failure to comply wi
the above constitutes grounds [or revocation of license.)

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




