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1. PLACE OF DEATH:
(a) County.

St Louis 2 - P
() City or town St Louis i (a) Stntnﬁ,&%} County.

(1 outsida city or town limite. writs "RURAL" and nawme of townahip)

{¢)} Name of hoapitnt or institution:

en_route Homer G,

(If not in beapital or institation, write street number or location) e |
(d) Length of stay: In hospital or tostitution {d} Street No.
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{Specily whether
In this commnnity. 2 5 YeaI’ 3
years, mooths or days) - (&) If foreign born, how long in U. 8. A.? year.
. ; MEDICAL TIFICATION
3 UL NAME Tom Waire Y utt No physician in ndance
TR AT T — 20, DATE OF DEATH: Month... AN Y a.... gl ¥4
Y veteran, . {c acurity i A9§9 N 4 . 00 ot .
name War. Nﬁ:&Brlﬂ-aB‘Z.&B Foar.- T o i
21, I hereby certlfy that I attended the d d from
§. Color or 6. (o) Single, widowed, married, 19 to, 19 .
ale , et
4. Sex M race. Ol dlvorced...s_j:__g.l_e that T lastsaw b allve on 19 :
6. (») Name of husband or wife......._- ... 6. {¢) Age of husband or wife if J| and that death oceurred on the date and hour stated above. ] Dusath
- - allvo... . years}| Immediate cause of death o
7. Birth date of decossed L CEC A1t ghr~ " HRerfomj.ng_&aa_tmg_Ulc.er_.____‘m
(Month) {Day) (Year) 3
8. AGE: Years Months Days If less than one day Due to \ /"/
About 56 hr. min i 1{!'1
Due to L
9. Birthplace p - 1{1 i 1
. {City, town, °i eom:_t;y) ar (3tate ¢r foreign country) ﬂ §
r Oth dit{o
10. Usaa! oceupation e 77 (achade proreas S e i
11. Industry or busigem 7/ c // - 4 PHYSICIAN
Major Andings: . _
E{ 12, Name. JOh.rl Waire ] : Of operatio g Underline
& \13. Birthploce ve (BIE. 22 g == .ﬂ 'ﬂ’.i g:“’:;:‘g
eounty, or g0 ¢oun! ashou a
14. Malden pame. Sﬁlﬂm [ Of sutopey m sta-
15. Birthpl Unlmown S 4
3 place (Cloy. towp, o sounty) I e anvey) 22, If death was due to e:temal:uusn, m!‘in the following:
16. {a) Informant’s own ﬂmtmni% &0&%\ } (a) Accldent, suicide, or (specity)
(2 AdaremBH( (3 O Yol (8} Dato of cecurrence
occur?
17. (a) ® Date thereot, HIY.__ /& [53]| @ Whers dd injury & (P S
. (Burial, cremation, or removal) (Month) (Day} {(Ysar) || () DIdinfury occurin .p_r about home, on Inn:n. n lndunrinl place, In puhllc p{nu'r
{e) Place: burial or eremat 2 t

18. (o) Signature of funeral director.
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lSTATE'MENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by

, Registered Apprentice No

d M 253%
P, O. Address..._.ciéiﬁ %

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN HANDWBI’I'ING. (Failure to comply wit
the above constitutes grounds for revocation of license.)

If this body is not em.balmed above space should be left blank. ) - i ,
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