N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

CAUSE OF DEATH in

JAN'TY {970

DEPARTMENT OF COMMERCE
¥ THE Cznsul“

f’"ﬁ%}

Registration District No,._..

MISSOUR] STATE BOARD OF HEALTH

@I STANDARD CERTIFICATE OF DEATH

Primary Reglstration District No.

Stats File No 4 2 1 4“% .
Repisirar's No.%

/

St. Louls !

(If outsida city or town limits, writa “RURAL" eod nams of townahip)
(¢} Name of hospital or institution:

Peoples Hospital
(If nat in houpital or institution, write street nomber or location)
{d) Length of stay: In hospital or Institutio

L, PLACE OF DEATH: -

{a) County.
(&) City or town

{Specily whother

Inthis community.
years, motiths or days)

2. USUAL RESIDENCE OV DECEASED:

(@ state._Missourl @ couny
St. Louis

{1 outalde city or town limits, write "RURAL")

4136 _Cook. Bve.

(1t raral, five location)

/

[

T

{e) City or town

{d) Btreet No

(&) If foreign born, how iongin U. 8. A.7 years.

+

MEDICAL CERTIFICATION
% DL NaME Melissa Taylor 44 (O : 5
8. (5 1f veteran 3. (o) Soclal Seeurlty 20. DATE OF DEATH  Mon: oy DO
- name wgr’ . No. yea.r.......l.95.9........._.,._!:0‘-:- 1145 1 A N
21, T bereby certify that I attended the d d from DBC ember
5. Color or 6. (a) Single, widowed, married, th A to_mm_msﬁg,
s sex FOMisile ree NOZIO| divoreed I OW. D that I last saw b _OT. ativeon._LECember - 30th — 1505
6. () Name of husband or wife.E.l.L__... 6. () Age of husband or wife if || and that death occurred on the date and hour stated shove. Duration
T%ylor alive...ooom.. years || Immediate cause of death
7. Birth date of deceased___LOCEMbOr 6th 1886 *_m_~cﬂnabnalﬂmamnrnhagﬁ 13 _Days
{Mooth) (Day) (Year) o~ f ?
8. AGE: Years Months Daya 1t less than one day Due to. { f [fl} 'JZ/
73 0 24 kr. min b :
to.
5. Birtholace St. Louis Missouri ue i
i {City. town, or conoty) {S1ate o forelgn country) t_e 1 P P
ditl rio=Sclerasls
10. Usual oci.ipmm___.ﬂmlaﬁwi fa 0 Other conditlona. . L S O pSLS..
11. Industry or business, - PHYSICIAN
g { 2. Name Unavaeilable, Wilson /) | M=ondies: None edertine
B .
S |15, Birehplace: St. Louls ?Si ssour 1 @ , = the cuuso to
i m, ta f h Id b
& ( 14, Maldon name t&“‘wafra‘ﬂle o or lersinoonntm) || Otautopey one.. harped sto-
E tistically.
= 15 Birthplm:e (City, towz, mnw) 22. I death was due to external causes, fill in tﬁ [ollowlng:
18. {a) Intormant's own signature. le&m/ (a) Accident, suicide, or bomicide (specify) one
® Addrose3. 4308 ¥affitt Ay:é (® Date of occurr =i
17. (a} (b) Date thereo! () Where did injury (City of town) (County) tate)

{Day) (Year)
Cem,

{Burisl, cremntion, or remowai)

(¢) Place: hutal or ¢eremation

18. {a) Signature of l';xneul director.
(b) Ad

19. {a}

(Data recel ved logal registrar)

{d) Did injory cccur inor nﬁt home, on farm, !n industrial place, in pubuc placa?

(Specify Lype of place)
{e) Menna of Inj

&32a N Jefferson

(Lil:mucd Emhulmcr'-‘ Statement on Reverse Side)

4

"4 _‘I . N .
it ol . M. D.orother) ____

Date l{zned_...............r\]




nres

- L T Y

" . STATEMENT BY LICENSED EMBALMER .

I hereby certify that the body whose name is recorded on the reverse si'de of this certificate was embalmed by me, or by_._

N , Register ' Apfrentice Nox,

-James A. Johnson

working under my personal supervision.

Lic;nse Embaln'{er No. . WA AR -
) P. 0. Address___ 4107 Finney Ave.

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

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




