e 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 QCCUPATION is very important.

DEPARTMENT OF COMMERCE
JAR BTG
Y eo1
Registration District No.___.___ U R =

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No.

Stats Pile No. 4 J 7 4 4
regarors 3o LOBG'?

1: PLACE OF DEATH:

{a) County.
{b) City or town

IRONES, /
St _Louls

(Lf outaide eity or townlimits, wrils “"RAURAL" and nats of township)
{¢) Name of hoapital or institution:

Homer G Phillips Hospital

(1f not fo boapital ot institution, write street number or location)
(d) Length of stay: In hozpital or institution.

Unknown

{Specify whother

In this community.
yenrs, manths or days)

2. USUAL RESIDENCE OF DECEASED:

Missouri

(a) State. () County.

St Louis 2/

{11 outside city or Lown limita, write “RURAL")

3510 a Pozens
{If rural, give location)

{¢)} City or town

(d) 8treet No.

years,

(¢} If Ioreign born, how long in U, 8. A.?

£33

- MEDICAL CERTIFICATION

(City, town, or county) - (State or foreign country}

8. {a) PRINT William Kartin - .
FULL NAME oo
o T 20, DATE OF DgEATH- Month _DEC X7  any 517 .
3 veteran, . {¢) Social Se: 44 9 12. 25 25 X
hour. : minute M.
name war No.fN & D€ year o i
21. I hereby cortlly that I attended the d d from
6. Color or 8. (a) Single, widowed, married, December 1939 ¢o___December 17 .39,
et MALR | é,ﬁb | divorced_fNNAYLIRAL | o saw . 1M anveon.  December 17 1939,
6. (%) Nameof hushandorwile..— . _____ 6. {¢} Age of busband or wife if |{ 20d that death occurred on the date and hour stated nbave. i Durati
o d — uraiion
v \ay 1 diate cause of death......._. .. e
m—-_l"r“wg"ﬁ*ﬁ:\ii\“ ““{i~5“%'€§’_3" ey pertensive Aeart DISEE5s 545 years
7. Birth date of d d .
e (Month) I (Day (Year) pDrabetes el kITUS - oo 14T FTS
8. AGE: Years Months Daya 1f less than one day Due to.
r
56 Yy | VD br. mip 77 7
E . Due to. =
9. Birthplace DMASS Yy AN %
7 7

10, Usual occupatio

M_“—.a_
11, Industry or business. =z
{ svame_ KA 2L TR AT L ©.
~A NI N

13, Birthpiace e ‘xﬁs_e_;.l_rq:

State or [preign country,

(City, town, or county)

16 Birthplace NI DL IT N oW D DN 18900

{City, town, or county) {Statwe or {preign country
18. (a) Informant’s own mmmm&m.g%éiz;_t_:yg
w -
®) Admmn:hm‘_S\__LD_.&n:g&_f—»!_T____.L____,_

1. @ ;E;_U_[L\Aﬂlaj__ (5 Date thereof......| " AL

MOTHER PATHER

{ 14, Maiden name. ..

urisl, cremation. or removal (Month) (D-)}__(—Y_u-rT

(;) Place: burial or cremation =

(& Adﬁ i
19. {a) f (b}

Other condijtiona

(loclude pregnancy within ths of feath} .y ———————
T I PHYSICIAN
Major findings: —_—

Ot aperationa Underline

the cause to

. w}l‘xich Id:n‘;.h

shou o

Of autopsy. eharged stas
tistieally

(Duto received tocal reglstrar)

22, 1f death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide (specily)

(&) Date of occurrence

(¢) Where did !njury cceur?
{City or town) (Coanty} (State)
(d) Did Injury oceur in or about home, on farm, 1o industrial place, In public place?

{Bpecify Lype of plece)
(¢} Means of lnjury_t__—_—
. (M.D.orother)____._

Date signed_. .. __

(Licensed Embalmer®s Statomcot on Reverse Side)

12/ 19/ 3




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 Apprentice No.

working under my personal supervision,

signed LA Ty 2. - ctatsedlyrs

Licensed Embalmer No _j 3 ’f’ 7

P.O. Addrm--_.‘z.Q.Z.&.QW

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply 3
the above constitutes grounds for revocation of license.)

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

»




