W

-

b FRALINLI—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

o 1 X198

. AGE should be stated EXACTLY. PHYSICIANS should state

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

DEPARTMENT OF COMMERCE

Bureatl OF THE CENSUB

| ESERI 1 5530 (/in

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distrdet Noo oo Registrar’s No

Btate Fila No, ;_U_(Lt)
9934

Registration Distri
1. PLACE OF DEATH: -i-‘-\./uﬁl-.b
(a} County. St oLO'LliB 'l

(&) City or town

(If outaide city or town limits, wiits "RURAL" and name of township)
{¢) Name of hozpital or institution:

Jewish Hospital

{If not in hoapital or institution, write streat number or location)
(d) Length of stay: In hospital or institution

In this community

{Spocily whather

yonrs, months or deys)

2. USUAL RESIDENCE OF DECEASED:

(a) State_ Migsuri (%) County. ty of Stelae

(c) City or town. St.louis
(I outeide elty or town limita, write “RURAL")

3337 Clara Ave.

8 o PhNnE_ leilani Rae Jones H oy

8. (») Il veteran,

nameo war,

8. (¢} Socisl Security
No.

5. Color or
4 Sex Female| iuea

6. (o) Single, widowed, xPurrEed.
divorced._._.(!".bg.]_'_],'_d_..

6. (b) Name of hushand or wile...........

eeeoe—eee— Bu (€} Age of husband or wile if

CAUSE OF DEATH in plain terms, so that it may be properly clagsified. Exact statement of OCCUPATION is very important,

allve..... . ..ye
7. Birth date of d o Aug 81 1939
{Month) {Day) (Year}
8. AGE: Years Months Days 11 less than one day
2 20
hr, min,
9. Birthplace.. 35« Louls Mo.
{City. town, or county} (State or foreign emml.q)
10. Usual occupation Child )
11. Industry or business "
E { 12. Name R&y JoneB .
Z |15, Birthpiece Bil1sboro, T11, /
iﬁu- town, Bmmr) {State or farelgn country)
. Maiden natse.
5. Birthplace. DONA1dSON Illincis
= (City, mrn. of county) (State or foreign country)
8. (a) Informant's cwn signature y JOHGB

3337 Clara Ave.

{b) Addrex
. @ .. Removel ) Date thereet. L1=21 ;1059

{Borial, cremation, ar removal

)
fon Hi

(¢} FPlace: burial or er

{Month) (Day} {Year)

1lsboro,Ill,

16. (a) Sigaature of funera) director Albert H,Hoppe Inc.

&)
19. (a)

(d) Street No.
{If rural, give locotien)
(e) If foreign born, howlongin 1. 8. A.? years,
MEDICAL’ CERTIFICATION
20, DATE OF DEATH: Month Wﬁﬂ;‘ day..... 4T
1
year..._.._l.ﬁ.az_ .......... hour. (0.~ AW minute. M.
21. T hereby cortify that I attended the d d from.. [PimT u
Gl 2.1 1939, to__ Ny, &0 1997.;
that I last uaoh.i..l?,__ alive on Yoo, RO 1551
and that death occurred on the date and hour stated above.
. Duration
Immediate causo of denth__.__.__W m
Doe :}@9344 M
D 7 U X1 07
. AN W 4
Other conditions \ "
(Inchide pregoancy within 3 months of death) J ’ [} —
i PHYSICIAN
Major findings: o A — g —_—
Ot operations O / Underline
which death
- = wl sl
Os Eilnsoe should be
Ot autopey charged eta-
tistically

22. I death was due to external causes, fill in the following:
(a) Accldent, suielde, or homicida (specify}

(¥ Data of cccurrence
{¢} Where did Injury occur?,
(City (Coanty) (Stata)
(d) Did injury oceur in or about home, on hrm, n industriai place, in pnb.lic place?

f place;
d ooty e gDt tnf

While at work?.

(M. D.orother)..

Data dznadl/_lel,}




STATEMENT BY LICENSED EMBALMER

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

Registered Apprenttce ‘No.

. working under my personal supervision. ’
.- _ /‘7’2/%’
) : . . : SigmWedge (/%/ }M"? F
Llccnsed Embalmer No. 627 ? 7

P 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lus OWN HANDWRITING. ('Fallure to coroply wi
the above conshtutes grounds for revocation of license.)

" If tlna bod$*is not embalmed, ahove space should be left blank.




