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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.

DEPARTMENT OF COMMERCE

Registration ﬁtﬁet No.

MISSCOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE.I?fd%EATH

Primary Registration District No.

4937
1767

Stals Pile No

Registrar’s No.

BUREAU OF THB Cmus b% ‘%
1. PLACE OF DEATH: /
{a} County. v
ot Louis

(b) City or town
{rr outsida c!unt town limits, write “RURAL" and name of township)

(¢) Name of haspital or jnatituti o:t}
gmer G Phillips

(1f not in hosplta) or institution, write streot number or location)
(d) Length of stay: Ino hospital or institution..— A e —eacrmmenae

Unknown (Spocify whetber

In this ¢ommunity,

2&SUAL RESIDENCE OF DECEASED:

(o) State._ Missourd — (B County.
St Louis

{If outeide city or town Hmits, writs “RURAL")

e 2652(rear ). Delmar

{1f roral, give location)

21

(e} City or town {

(d) Street No.

years, months ar days) (&) If loreign born, how long In U, 8. A.? Years.
8. ) prINT A S 4/ 1 L MEDICAL CERTIFICATION
FULL NAME gaac. Logan
20, DATE OF DEATH: Month. FEDIUATY. Zay . 15
8. (3) If veteran, 3. {¢) Social Security 1940 10 .20 A
unlmown - e year hour . minute M
name war No
21. I hereby certify that I attended the d d from.
6. Color or 8. (a) Single, widowed, married, Janyary 12 19__49_ to. February 15 19__49
4. SGI......I‘I_a_l-_.g_....._. HCM_ divorcad‘."ij_-gg.v.f_e..g_ thatIlastsaw h "| I alive on_ FF‘hT‘P]}J f‘y 15 - 19.. g !?
g. (1) Name of husband or wite. JLL LB, . B. () Age of husband or wilg if |{ 80d that death occurred on the date end hour stated shove. Durati.
uration
alive_______. yeara [| Immediate cause of death.
E v
7. Bith date o docesed— AUGUSE . 24 . 1872 . Pulmonary “mbolism S
(Month) {Day) (Yoar) 7Z/f) WWL/‘M'J
8. AGE: Yearas Months Dayn If less then one day Due to.
67 5] 21 d
hr. mln
. Due to.
9. H!rthp]acem..Lebg'n Qan Ill inol S
(City, town, or county) (Stata or foreign countgy) "
10, Usuat " — Other conditions Prostatic Hypertrophy
. occupatio N V. ] {1nclude pregnancy within 3 months of desth) —
11. Industry or business ! PHYSICIAN
= Manjor findings:
E 12, Name Philld r T.ngnn ! operations Endem“
% s mrpnceunayailabla. _Virginia which death
- " P = Y which death
{Ci W iy OF O (Stats or Foreign country} Pulm.ona.ry Embolism shoulid be
s 14. Maiden namae Ayﬁbi é ws on Of sutopay g - f-h:;cg:ﬁj sta-
= i ¥
g 18. Birthplace T(g:t:ﬂ'nnn anty) 'I : Ei)sz‘s‘ 22. If death was due to external causes, £l in the following:
A 1de, homicide (specily)
18. (a) Informnnt’s own ﬂzmtme_.ﬁd.m (a} Aecldant, sulelde, or ho e ¢ v
() Address ] 5_5:7 AV enue (d) Date of occurrence
_; did injury occur?
17. {(a) m,BllI!i.alm (b) Date thereof. 2 2 1940 (e Where Injury {City or own) {County} (State)}
{Burial; cremation, or removal) Month} (Day) (Yeer) || (d) Did Injury occur In or about home, op farm, (n industrial place, In public place?
{¢) Place: burla} or cremation
18. {a) Signature of funeral director. While at work? (Bmuy(‘c,)wﬁfe:;“gf injury.

(d) AdMen__l_%';L
19. (@) FB 2 1

Data received local registrar)

{M.D.orother)...__._
Date elgoed -

(Licensed Embalmer's Statement on Hoverse Side)

2710/ 4
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse eide of this certificate was embalmed.by me, orby y

_—-L_..__'
James  A.. Johnson : i

working under my personal supervision.

Signed__‘ Al /-ﬂ

Licensed Embdlmer No

P.O. Address 7 Finney Avenue

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

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

"a
]




