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BUREAU OF TH

, T
DEPARTMENT OF},COMMER¥¢Z \W MISSOQURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE ?6 85ATH State Fite No.

4943

WRITE PI..AINLY—-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

Registration District No._—oeererm e assinss Primary Reduuauan District Nou_ oo Registrar’s No.__:l__’mg_
1. PLACE OF DEATH; 2. USUAL RESIDENCE OF DECEASED: ‘
{a) C;Sunty . i . N
(&) City or town St Louis /. % sae Missourl (#) County ;
(If outside clty or town Limits, write “RURAL"™ snd name of township) R !
(c) Name of hoapital or inatitution: () City or town St Louis //
Homer G Phillips Hospital {I{ autaida city or town limlte, write "RORALY) 1
(If oot in boapital or inetliution, write stroet nnﬂ;:?f of Jgeation) .
(d) Length of stay: In hospltal or institution. 0 days (d) Street No 4061 Enrlght' .
IJ (Specify whether (11 rurat, give location)
In this community. nknown
yeara, months ar days) J () If forelgn botn, how long In U. 8. A.2 yearg.
MEDICAL CERTIFICATION
* r“’L‘l’.“ﬁg‘w‘g Gladys Louise Reed Redd
20. DATE OF DEATH; Month, LEDIUALY 40y 19
3. (b)) If veteran, B. (c) Soclal Security 1940 8- 15 A
pame war, N0 _War . No._ None year hour * winute M .
- 21. I hereby certify_that 1 attended the decensed from
8. Color or 6. (o) Sivgle, widowed, married, || January 31 1940 ., February 19 1940, ¢
4. sex FEmale .| race..BOLla..] divorced Wi dowad N B diveon Fe bruag_gg ). 19405 |
6. Ab) Namegihwhbandorwife..______ 6 () Age of husband or wife if || end that death occurred on the date and hour stated above, Duration
M j ? Beda ! alive____ oD _years|l Immediate cause of death Peritonitis (NOI’I— il !
7. Birth date of deccased Sent,.JS...19IT tuberculous) Ruptured Pyosalpinx 1. das
{(Moib) | {Dav) (Year) <
8. AGE: Years Months Da, If lesa than one day QZ{K""— M M ?
£ ( 1 1
28 . 5 é hr. min —M—_ . é: & |
Daue to. G =
9. Birthplace. - Farmerville La, / B -, - - i '
{City. town, or county) {State or foreign country) 3 5 o {
¥ 1 dit] A .
10. Usua! oceupation Housewife ¢ e e Tetin S maovetm of Souil)
11. Industry or business Nona / PHYSICIAN
] - M B h , Major findingst {
E{m. Name - aonroe uro Of operationa Undertin
nderling
- N . . i . ; Y the cause to
& Uts. pinbplace . Farmerville La. : R S o ey
& s gy o @i imim i) || rauopy! Peritonitis . 'Biliteral Sal fmichimt
en pame. i . ey e . lehatged sta-
E { 5. Bischotace Fermerville La. C||_pingitis, Surgical Laporatomy ... [isicaiy,
- T Gt vown, or county) _ "(Atats ot Forsign country) 22. If death was due to external causes, fill [n the following:
16, (a) Infnrrn.:lnt Doclk Tg ylor (a) Accldent, suicide, or homlclde (specify)
® Addrpspe”_. X13I2 T r. Aye. “ (B} Date of occurrence,
17. (o) (%) Date theteof..Eﬂh.raﬁ..IQ_iO.... {e} Where did Injury occur? ity or tomn) G T
(Borinl, crematlon, or romoval) G' ‘ {Momb) (Day} (Yew) || (4) Did injury occur In or about home, on farm, in industrial nlaoe, In pubhc place?
(¢} Place: burtal or crematlo Lerzr.

18, (o) Slgnature of fonernt dumr_It_ghi'...s_Eune::a_Home...
i3
2]

(Specify (tm of place)

-
N

—_ (#) Means of infury.__ &

I.!D. or other}.
Date signed .

4.

L (Licansod Embalmer's Staterasut on Revarse Side)

</
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- IR STATEMENT BY LICENSED.EMBALMER; - . .
"’f‘ I hereby certify that the body whose name is recordﬂd on the reverse SIde of this certlﬁcate -was embalmed by 9 , or by -
B . . cp
C -.....m[&dﬂ(..e% ....... a_w _” = Registered Apprentu:e \In
*  working under my personal supervision,” o
Signed

Llcenscd Embalmer Nn &/ 7

¢ ) L

i P. 0. Address x

]
'
'
oo
'
.
1
R

Note. The above MUST BE SIGNED BY THE LICENSED EMBAL\lER in_his OWN IIANDWRITINGj (Failure to comply with
the above constitutes grounds for revocation of license.) . )

—_— e

If this hody is not embalmed, above space ahould be left blank. . . wd
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