WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

. AGE ghould be stated EXACTLY. PHYSICIANS should siate

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

N. B.—Every item of information should be carel‘uily supplied

CAUSE OF DEATH in plain terms,

d@nl X131t

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

(hDEC 17 859 DI STANDARD CERTIFICATE OF DEATH swwrume 37 78D

Registraticn Distrlct No. M@ Primary Registration Distrlet Noo. .. Regisirar's No. %‘?}ﬂ
1. PLACE OF DEATH 2, USUAL RESIDENCE OF DECEASED: j
(a) County. il
() City or town._..... _S.ji <] JJ:L_S omi...m..m = {a) State Mi ssouri (b) County.
(I ontaide city or tmrnlimxh write “RURAL" and name of township) 0
{c) Name of hespital or institution: () City or town St Loui ) /

4232 W,

Ashland Ave.

(If not in hospital or fnsti

lon, write street ber or | ion)

(d) Length of stay: In hospital or institution

Inthis eomfunity

(Specily whethar

yoars, months or doys}

(If outaide city or town limia, writs "RURAL®")

(9 Street No._ 4239 _Ashland AvVe

{If rural, give location)

(&) If foreign born, howlong in U. 8. A.? Yyears,

=
2. (a) PRINT m <
F('IaJ)LL nNaMe... Ermegt Moman : t&

3. (b) If veteran,

3, (¢) Sccisl Security

¥03=10-7589

name war.

6, Color or 6. (a) Single, widowed, marrie
4. Sex Male nne gr A divorced__hiarl‘:..j.'.gm
6. (b) Name of hushand or wife.._........_..___ 6. (&) Age of husband or wife if

Mollie Moman

7. Bisth date of demd_m,a.mh_zaww___:_;gag__

MEDICALYCERTIFICATION

20. DATE OF DEATH; Month..mz-éﬂzéay g/

vear.... A faJd £ hour é mi 4’0 !—‘:I
21. I hereby certify that I attended the dece‘ - _é/_g..
19 f, to & - 19800
that I last saw h.222¢. aliveon.._....___ _g:, 1 ;
and that death occurred on the date and hour

< | Duratlion
mmediatg cause of denth.......... A N

(Month) {Day) {Year) x _L‘ ! I v
8. AGE: Years Months Days If less than one day Due to. /‘
] 56 7 g JSUS | N min, l
Dus to. e e e —
9. Birthplace... . Gre :f-Indlana-. e .4 - L2
{City. town, or county) {Btato or foreign couniry)} LV § % -
i3 . . . : Oth dit ‘ 2 %& mﬂ%
10. Usual occupation Porterx. .. 3 (Lactade pnt:nn:c: within 5 mantha of death) |

11. Industry or buninees.

PHYSICIAN

13. Birthplace

{mJnm.-Henrv Moman !

{ Virginia

16, Birthplace

Ohio

MOTHER FATHER

18. (a} Informant’s own eignatur,

(8) Address_4~
@ . Burial

) {City, town, or coungy) ‘(State or forsign country)
{ 14. Malden MM -

or foreign sotntry}

(b) Date theraofw

(Burial, crematjon, or removal)
(¢) Place: barial or cremation

Month) (Day) (Year)
Greenwood Cemetery

18." {a) Signature of funeral director Ruasell Und . Co .

(dy Ad
19. (a)

{Date received locn] registrar)

® ;ﬂ}:ﬁw"- signatare)

Major findinga: . . i . , e } =

Of operations Underline
the cause to
which death
sho uelé'l be
|charged sta-
|tistically

Of autopey.

t

22, If death was dua to external causen, fill in the following:
(a) Accident, sulcide, or homicide (specify).

(®) Date of otcurrence.
{¢) Where did injury oceur?,
{City or town (b
{d) Did injury occur in or about home, on Ilrm. n indu!trial pla.ce, {n publie plaee‘!

DT f place)
V(D-dt ofp 3!

(M. D. or other) A

Date =ign 3}




STATEMENT BY LICENSED EMBALMER .-~ - .

1 hereby certify that the boély whose name is recorded on the reverse side of fhis certificate was embalmed by me, or by
, Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No ’lf/ / ﬂ-

! . P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.
" If this body is not embalmed, above space should be left blank.




