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) . §w =0 T_L STANDARD CERTIFICATE OF DEATH' State Fils No.
Registration Distriet No._.. {1 Sl o3 Primary Registration Distriet No Registrar's No.__________.gg__g__
1. PLACE OF DEATH: 1\ \UnL, @) j 2. USUAL RESIDENCE OF DECEASED: o —
::; g;:,n:mmms,t‘«imﬂ_s I______ {a) sme. Miggouri - () County.

o uassspt Ll Alebill

information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should H'E'te

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

N, B.—Every item of

- Missourd
(If outaide oity or tawn Limits, writs “RURAL" and same of townskip}
(¢) Name of hospital or instituttun.

City Hospital, #1
(If pot in hespital or nstitution, write sireet orzmber ar location)
(d) Length of stay: In hoapitalor Institution 4 hel)

St. Louisg / L
{If ontaids city or town limits, write “"RURAL"}

3356a._ S, CGrand Blvd.

(e} City or town

(d) Strest No

= (City, town, or ﬁmuﬂ j ; :(Snu ot forelym country)

16, (a) Informant’s own signature.

® adwrem. D17 Boyle, Little Rock, Ark,
_Buriael ._.__. oot Jan. _13=4(

17. (c) {}) Date thereo
{Burisl, cremation, or

(Mmhl (Day) (Year)

{e) Flace: buria) or cremation

18. {a)

{Dato received local registrar)

L4 (Spocify whatber (I rural, give location}
Inthis community.
years, mooths or days} (¢) 1f foreign born, howlong in U. 8. A.? yenrs.
LEE . MEDICAL CERTIFICATION |
S (PRINT  Robert.Hall £ ¢#73)
20. DATE OF DEATH: Month JANWADLY.....day...... L2y
8. (b) I veteran, 8. {¢) Social Security . -
name war. nil No. ym»lmw our, 7145 minute A oM.
" 21. I hereby certify that I attended the d d from Januar i
5, Color or §. (o) Single, widowed, married, 3 15._ T+t Janual"y 12 2 1920 40
wsaMale nmeeDite] divorced _ 1T 1 £ that I last saw b im aliveon January 12 », 19 2y 40
6. (b) Name of husbandorwife...________ 6. {¢) Age of husband or wife if [| and that death occun:ed on the date and hour stated above. D .
,,,,, Lherlotte Hall alive.. B2 ____years|| Immediate cause of qeath . w S - uration
7. Birth date of deceased About 1883 Tk it P
(Month) (Day) {Yoar) o fo (';?7
8. AGE: Years Months Deys If tess than one day 1] Due to § 4‘ )
. " , o //
About 57 nknown Unknowpr. =1 | I yay R Al
9. Birthplace......Aricansasg g 7
{City, town, or county) (Btate or foreign country) - i /
Oth ditions...:
10. Usual ocenpation..... Agcountant ’I e ehi 8 ot o 3oty s
11. Industry or busines [ y PHYSICIAN
-5} Mnjor ﬁnd.im. hj -_—
g { 12. Name. M11 t on Guy Haldl [ |70 oper Underline
2 Lis. Binthplace.... Ml s8issinpd = 7 ; ?ﬁfﬁzﬁﬂ
ty. e or foreign try, hould be
E 14. Maiden MEM__MGE&M Of agtopy iz:ﬂh;&rgut}ldy ata-
16. Birthplace Mis -

22. It d eath was due to externsl causes, fill in the following:
(a) Accident, sulclde, or homicide (specify)

(b) Data of occurrence,
{¢) Where did injury oceus?.
¥ of town) s
(d) Did injury cccur In or about home. on lum. iain pw:u in pnhlic plm‘!

(Specify type of place)

‘While at worl (¢) Means of in)gry.._________.
28. Signater ; {Aﬁ___ﬂ_u (M. Dosothanyst
Addr

. LD15 Lafayette, . dyh@ledQ

(Licensed Emhbalmer’s Statement on Heverse Side)



m
.

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

working under my personal supervision.

: | : ' ot L] 2 b FL 4

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

- 1f this body is not embalmed, above space should be left blank.




