L

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

=B
ro liﬂgw mmmemT STANDARD CERTIFICATE OF DEATH Stats Fila No T
Registration Distriet No_..a@__.ﬂ._._ Primary Registration Distriet No. Repistrar's No__'%gz‘
—=

1, PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASBED: i N

{a) County. i @@3 4 Missouri ; /

() City or town oL, Louis . (o) State LSS OUTL. . ..o 4y County

{If cutside city or town limits, write “RURAL" and nams of tawnship) . /
(¢} Namoe of hospital or institution: (¢} City or town St. Louis [

Homer G..Phillips Hospital

(If not i hospital or instliution, write strset number or location)

(If cutalda clty or town [imits, write “RURAL"}

4224, E, Aldine

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

N. B.—-Every item of information should be carefully supplied. AGE shonld 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.

Lo 3 I THT

Rov, 5.17-30

22, If d eath was due to external causes, fill in the lollowing:

: astitutlo days (d) Street No
{d) Length of stay: In hospital or Institution. (Sp{ify e Tyt
In this commaunity. Unknown
years, months or deye) {e) If foreign born, how longin T, 8, A.Y, yoars.
MEDICAL CERTIFICATION
o N Mabel Hicks 24 U4 11 13
I 3. (5) Soclal Securit 20. DATE OF DEATH: Month day
. (b) If veteran, . (¢) Social Security year 1939 toe 9:55 minute.... s M
Dame war. No.
21. I hereby certify that I attended the d d {from
{ | 5 Colorg : 6. (a) S{)ﬂfe. widowéd, marred, 1) = 1939 to 11-13= 18.39;
/ f -
- me - k ‘“"}“‘“’W, that I lastanw h... ST alivaon 11-13= - —) 39,
o of wite, :____ - —— 6. (&) Ageol b d or wife if || and that death occurred on the date and hour stated above. ¥ D
o y ' uration
- 7 - alive_... yoarn || Immediate cause of death /
; fm"’j‘ 73§ (9pp || Hypertensive Heart ABOUT 5
aoth) (Da) (Vear) o YRS,
8. AGE: Years Months Days If lens than one day Dae to. 3 L
3¢ | g 18 .
. C br. min, T
i . Pl Due to. .
9. Bmume_—..;aﬁeﬁ.@im - : P AL
(Cisd, W wu) {Btats or forelgn conutry) ’ = ]
> . Other conditiona . )
10. Usual occupation R l, (Inctads withio 3 of death) / e
11. Industry or business : LW T . { VY PHYSICIAN
[ - 4 X Major findings: iz’ o _
E 12. Name oo Of operations = Tinderline
9 : by i the cause to
tu \ 18. Birthplace which death
- — o
=

17, (a)

(Burial, cremation, ar removal)
(¢) Plaee: burial or cremation
18. (a) Signature of funeral d

19. (a)
{Date recal

(a) Accident. suiclde, or homicide (xpecify).
{b) Date of occurrence,

{¢) Where did injury occur?.
Ci ) County) (State
(@) Did injury occur {n or about lmm(e. :@T‘m InthrLl p?ue, in publie pzws‘!

(Specify typs of place) *
) Meana of Injury e

2 e B TT39

(Litenised Embalmer’s Stotement on Reverse Side)




> : : . STATEMENT BY LICENSED EMBALMER

—

, Registered Apprentice No

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

working under my personal supervision,

_ o ) - ' Signed...
L:censed Embalmer No

P.O. Address.'z/i.

‘Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.)

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

(Failure to comply with




