B

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

il

DEPARTMENT OF COMMERCE

MISSOURI s*rxré: BOARD OF HEALTH _l 29 8:1

BUREAU OF THE CERSUS .
) MAY 15 1848 9 - STANDARD CERTIFICATE q"(R}'QTH Stase Fits No.

Registration District No..weeoreo— Primary Reglstration District No..._._________ Registrar's No,

3166

1. PLACE OF DEATH:

{c) County. -
(&) City or town...... oL« LOUILS

{if outside city or town limits, writa “RURAL" and name of sowmship)
(¢) Name of hospital or lnstitution:

- SAINT LUKES HOSPITAL . /

{If not in hoypital or Institution, write strest number or location) LA
(d) Length of stay: In hospital or institution

P~ i {Bpecify whether

In this community.
years, montbs or doys}

2. USUAL RESIDENCE OF DECEASED;
(2) State MI SSOURI (b} County T, g

é&‘) City or twm_ﬁr K_

{If cutaids city of town limit- writs "RURAL"}

& sueet N0 ¥ 8 WILLOW HILL ROAD,

(If raral, give location}

(¢) If forelgn born, how long in U, 8. A.? Years.

3 @ rINT  WILLARD P. ARMSTRONG S L

8, {b) If veteran, " 3. (¢) Social Security
name war. P T aﬁw« _ NOwoo oL 2
6. Coler ot “} 6."(a) Single; widowed, married,

4. sex MALE race WHITE divoreed WIDOWED

8. (&) Name of husband or wife. e 6. () Age of husband or wlfe if

—20% HATIER AV years
7. Birth date of deceased_ NOVEMBSR 4th J875

MEDICAL CERTIFICATION

20. DATE OF DEATIH: Mont ’ -day. Tﬂ
Year. \QA 0 hour, . Q ___.mlnule_&.&"d.

21, I hereby certify that [ attended the d

1940
that I last saw IL!E-'.-_!_ alive o —— lm
and that death occurred on the date and hour stated above,
" Dauration

Immediatg cause of death.. ™ —_

i B s - ) 3-24-4%0

10, Usual occupation RETIRED - 5 -yr E__;L._C .I.T.X_.
11. Industry or busineu.S.M—id.&..MMmMKE&_DJ

% (1o wosc... FALTER_ARMSTRONG i " .
E{w Birtbplace_=- e KENTUCKY
& ( 14. Maiden nam C‘gﬂ ) ) o
S —rT __KENTUCKY._
= © {Clty. wown, or connty) {State or foreign country}
18. (o) Informazt... MBS CHARLSS A, BRANDON:-
@ Addrens__# 8 WILLOW HILIL ROAD :
1. @ BURIAL (6) Date thereot.___4=8-1940
mthn.nqrmv-.‘l) o (Month) (Day) (!ﬂ!)
(©) Place: buslal 6r cremati VAL <

18. (a) Simtnrcofl'unenl dkm_g_R_L_UﬂQ.N.__.S_@_N_.S_'_:
7

(Moath) {Day) (Year)
8,AGE: Yeim Months | - Days ;|  If less than one day Diie to/\a 5 . ' S&bﬁ-—,
64 5 I b min : —
t0
= 9 Birtptaca—CRE ?m.,Y..,I‘.f:‘.,I;‘:m,) M‘é‘?{?};&%&%ﬁ} ’ﬁ e

L L '
ﬂ)ther oondiuonShsf m e [AT390
ude pragoancy wll.hin montha of death) ——

. @% PHYSICIAN

b Joby 4|

ajor findings:
Of operations,

Fi Underline
\ .- ‘ o [thecause to
. A . . which death
Of autopsy. should be
.[l .' . charged sta.
taticaily.
22, If death was due to ex causes, fill in the followingi h
[-4

(z) Accident, suidde, or homicide (specity)
(&) Date of occurrence.
Where did Injury occur?,
@ o g (Clty or town) {Coun {Stats)
(d) P injury occur In or about home, on !a.rln. in industrial place. in public plau!

T - . ) (Specify type of pince)

() Means oflnjnry
ol 5. et ANO

Date atgzet 50O

7 2T - (Licensed Embalmier’s Statesaent an-Reverss Stids) -




- " STATEMENT BY LICENSED. EMBALMER _.

- »
- s ‘

[ hereby certify that the body whose name is recorded on the reverse side, of this certificate was embalmed by me, or by..._..._......t ..... S
L . Registered Apprentice No

wo_rkiné under my personal supervision. : : ) : .
- o ) . StgnedQ-..’..... LKL ﬂ'WMﬂI A....

o : R L'i&éﬁs;d Embalmer N 50/ 4.
P, 0. Address_ <20 w. e ‘

A .
Notc- The above MUST BE SIGNED BY THE LICEVSED E'VIBALMFR Ain hls OWN HANDWRITI\G (Failure lm/comply wi

the above constitutes grounds for revocation of license.) .
If th:s hody is not embn]med above space should he left blnnk




