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

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.
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AP 1 X19319

DEPABTMENT OF COMMERCE
Bumu OF THR Cam
“o .

LULDELJLJ.

Registration District No—w IL

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...

38045
9884

Siats Fils No.

Regizirar's No.

1. FLACE OF DEATH:

(a) County.
{d) City or town

1003

2
8%, Louls

{If outalde eity oe town limits, writs "RURAL' and pamao of tawnahip)
(¢) Name of hospital or institution:

— 4319 Bapdall P

(If 8ot in hoapital or institution, writs atreat nofnber or lotnlion)
(d) Length of stay: In hoapital or institution

(Specily whether

Inthis community.
years, months or days}

2. USUAL RESIDENCE OF DECEASED:

@ sute__ MiBAOUrY (%) county-
8t. Louis

{If outside city or town limits, write “RURAL"}

4319 Randall P1,

{If rural, give locotion)

{e) City or town

.9
7

(d) Street No.

(e} 1I foreign born, how long In U. 8. A.Y. years.

T %‘fﬁn____F,mn@aa_Ann_Q_mLam.mé S..____? r

8. (& If veteran, 8. {¢) Social Security

MEDICAL  CERTIFICATION

20. DATE OF DEATH: Munth......HQ..Y..!..._..__ ay_18th

year_._l.g_a.g___ —.hour.

nams war. No.
- 21, I hereby certify that I attended the deccased from&:m
6. Color or 6. (o) Single, widowed, marrled, 19; to
Famale 1te worces. W 1A OTEA / ,J‘* i
4 Sex raca. divorced. LAk thatTlastsawh @1 aliveon (-4 202 1038,
6. (%) Name of husband or wife...____. 8. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. o
Bobert Graham .. _ alive..orreo.yours || Tmmedipte cause of deat SRS St
T. Birth date of deceued.._szu | — !
{Month) {Day) {Year) F / i
¥ i f’/
8. AGE: Years Montha Days If less than one day Dua to. / T| 0 V
hr. min ! / ﬂ ﬁ/ 1,
Due to.
9. Birthplace -G M_ﬂ__ww {n ./
(City, town, or connty) (State or foreign mntry) Y
Othor conditic
10. Usaal oceupation Hougewdife ey || Othor cond “—é'g‘_, L ""‘dl o
11. Industry or business. pas PHYSICIAN
- Major findings: —_—
E . Name. JOhn MO ore [ jOI operatl Underlt
p2a Spdectes
& Lio. Brehot T —fngland<r. — Thouldte
win, or ¥, or + ahoa
1. Masden mame METEEFEE Pringld Of autopey adebe
{ N . [tistically
16. Birthplace T ————— - (State ﬁni‘n mntr—;T 22, If denth was due to external causes, fill {n the following:
. (P 'p ¢ dry\
18. (a) Idomnt’lmﬂmtmmgrﬁhm____ (a) Accldent, sulcide, or (

(8) Address. 4219 Randall Place
17. (a) Burial (b) Date chemt_ll.éz_l/

nrial, cremation, or removal) Month) (Day) (‘l’m)
(c) Place: burial o erematio: P

Mzs_ﬂemejeny_
18. (a) Stgnature of funers ﬂrnaor_]zmh_mﬂlm_ﬂm&l_..w_
(%) Addrem 1905 Union Blvd

(») Date of occurrence
{¢) Where did Injury occur?

{City of town] {Cour (Stats)
{d} Did injury occur in or about homse, on farm, {n industrial plm in public placa?
1
(Specily typs of place)
While at wor| ' ?.Muna of injury.

(Licensed Embalmer’s Statement on Reverse Side)
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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 ‘ -

s U Loteeociom.. (2

Licensed Embalmer No \-3 5 ? ([

P. O, Address

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LIC'ENSED EMBALMER in his OWN. HANDWRITING (Failure to comply w:t.h
the above constitutes grounds for revoention of license.) .

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




