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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

G

DEPngAQQ %OMMERCE

Regiatration District No._.

MISSOURI STATE BCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..._....

9428
29114

Stole File No.

1003 -

ar's No.

1. PLACE OF DEATH:

{g) County. - .
St..louis

(b) City or town
{IF outslde city or town Limits, write “RUBAL" and name of township)
(c) Name of hospital or institution:

4471 Taft,

(1f not in hoapital or inatitution, write street number or louuon)
{d) Length of stay: In hospital or institution

b

{Specify whether

In thiz community.
yeary, months or days)

2. USUAL RESIDENCE OF DECEASEDh

o) state.. Missouri . @ comty
(©) City or town.... . e LOU.iS, /\6
- (If outaide ¢ity o town limits, write “RURAL™)
(d) Street No. 4471 Taft
{1f rursl, give location)
() If forelgn born, how long in U. 8. A.2. years.

3. (a) PRINT

FOLL NamE.... . QSMOND TORANCE

3. (& If veteran, 8. (o) Soda.i Securlty

name war. No.

8. {d) Single, widowed, married,
divorced.... Marrled

8. (£) Age of husb or wife if
alive__.._ 5............... years

April 13, 1883

5. Color or

4. Sexr Male race Whitd

8, (b) Name of husband or wife..cieceicesices

Ruth Lorance

7. Birth date of deceased

{Month) {Duny) (Year)
8, AGE: Years Months Days If less thah one day
56 ll 14 ht. min

9. Birthpl ot

17. (a)

Missouri )
10. Usual occupation......

B : {City, town, or connty) (Sta) foreign country)
E . é%
11, Industry or bnm‘nmm. c f

8 (12 Name William H. Lorance /1

E{ 18. Birthplace Indiana f

é 14, Mailden m@m e ct.r.n:eisn m“u:;‘
{ 18- Birthplace {City, woyn, gr county) S‘;t;‘- (] m']-;o‘ C:‘l: u]z-fl.ry)

16, (8) Informant. #.

* (b Addresg....._ 2
Cremation
(Borial, sramation, or

(5) Date mmof__a_ﬁo
(Montb) (Day) (Year)

18, {g) Stgnatu.re of fnneg.l

(&) Addr 227 5 Gr_and Blvd. y

e h%wéu%@w W%W

Z3- 07 fjrf/ year.... 1940 Jour

MEDICAL CERTIFICATION

3- 27th

mlnute____%lﬁ[

20, DATE OF DEATH: Month day.

21 ereby ce lfy_that f.tend

that [ last saw h..l'-—--!__,_,_,_, alive on._._

and that death occurred on the date and hour utated nbove
Duration
{mmediate cause of death
Due to LI
. 4 .3
o
Due to //L.‘ {A
O(ther conditions, = it V}
Include pr wi 3 h sai W 4
: PHYSICIAN
M findi
N/ | —
\{ l Underline
the cause to
o e
Loy shou e
e fcharged sta-
* tistically.

22 If death was due to external causes, fill in the following:
(a) Acddent, snicide, or homicide (specily)

(8 Date of occtirrence
{¢} Where did'Injury occur?
(City or town) (Coon (Srate)
(&) Did injury occur in or about home, on farm, in Industrial pl?. in public place?

(Specily type of place)
Means of injury_.

(M. D. cr other]
Date =lgn.




T T : . - STATEMENT BY LICENSED EMBALMER

"I hereby certify that the body whese name is recorded on the reverse side of this certificate was embalmed by me, or by,

, Registered Apprenatice No

working under my personal supervision,

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

*  If this body is not embalmed, aboye apace should be left blank. .- IR S - .
- : . . . - Y SN s



