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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.

CEDBEC TSy

DEPARTMENT OF COMMERCE

o

MISSOURI STATE BOARD OF HEALTH

¢ )'STANDARD CERTIFICATE OF DEATH

'o.

531
9680

Stais Fils No..

Reyistrar’s No.

Reglstration Distriet Ni

{7/7NE)  Primary Registration District N

1. PLACE OF DEATH:

(a) County.
(b) Clty or town St [} Loul 3,

If autaide city or town]hn[ll. write “RURAL" and name of tawnship)
{¢) Name of hoapital or lngitut ont

'% 106 Delmar Blvd,,

(If not In hospital or institntion, writs streat number ar loeation)
(d) Length of stay: In hospital or institution

o

(Specify whetker

2. USUAL RESIDENCE OF DECEASED:

(@ state_Nisaouri . @ county
St. Louis, ~ /4~

(If outsida city or towa limis, writs “RURAL")

@ sweet No__51406 Delmar Blvd,

{If rural, give locetion)

{e) City or town

In this community. Life time,
years, months or days) et A (s} Il foreign born, how long in . 8. A.? yearn.
3. () PRINT W V7 MEDICAL’ CERTIFICATION
"FULL NAME..... 818y Carlisle Lar imore, : At
50 Tver o Son s 20, DATE OF DEATH: Month . day. 4 &
3 veteran, e) So ecurity
name war Worid War . NoniOne yw._ﬁ_m__m”hmm*wtﬂ..a.x!!&mlnuuw*m.
-1| 21. I hereby eertify that I attended the decessed fro: 1::......._..
B 1 §. Color orhi t 6. (a) Siogle, wldov;d. malrried, o = ikr'____, to o s § 2 191‘1
L5 BEMELE race V. & divoread  SIELE 1 oy iam sawh Sac_aliveon A3 9 1929
8. (b) Name of husbagd or wife 6. (¢} Age of husband or wife it || #nd that death oceurred on the date and hour stated above. Durati
oo eee e Immediate cause of death -
o o o ot avee DT OWE_ Aboub 16 Z 2
{Mon1h) (Day) (Yesr)
8. AGE: Years Months Daya If less than one day Dus to.
about 66
hr. min, /
" Due to
9. Birthplace St. Louis, Missouril /
(c“‘f- u-mior mndu) (State or foreign country) [ v 7
n 2l e Oth ditions.

10. Usual occupation raing urs £ (Loclude p within 8 mahtha z umz//, —
11. Industry or business : 'J L/ PHYSICIAN
12. Name__JoONn W. Larimore. “ Major Sndings: | 7 —

-’ : i gotuaies

= L1s. Bureep Kentucky, which death

¥, lown, px cotn {State or foreign country) ot should be

E { 14, Malden nam Py charged sta-
15. Birthphoe...........,.(..c]“.shi Lou i = MO » 22. If death was dus to external causes, fill in the following:

county) Stats or foreign country)
18, (o) Informant's own llxlutun )f » a%
530 N. Union Blvd.,

{b) Address
17. () Burial (%) Data thereof. 11
(Barial, cremation, ar removal) (Month} (Dey) (Year)
{¢) Place: burial or crematia B e ine Cem
18. (o) Signature of funeral director_iagoner Und, Co.

Novr

19. {a}

(¥}

{Date recaived locel reglatrar)

(K]

(a) Aecident,
(%) Date of cecurrence
{¢) Where did Injury ceowr?
{City er town (Cogaty) {Staty)
{d) Did injury occur in or about home, on [arm, in Industrial place, in public pizce?

, ‘or homicide (specify)

f plac
¢ (‘:)whze:m :1)! in

(M.D. asotded)______

Dazto dznadb(ﬂl_:gc
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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 by.,

. Registered Apprentice No

Signcd...ﬁ/.(z

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBAL]\{ER in his OWN HANDWRITING. (F ailure to comply wit!
the above constitutes grounds for revocation of license.
If this body is not embalmed, above space should be left blank.




