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

i

DEPAR’I‘MENT OoF COMMERCE
BUREA U oF. TH?:
SRYIS )

Registration District No.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet Now . .

13409
3611

State File No.

Registrar's No

1. PLACE OF DEATH: o

{a} County.
(b) City er town

St _Louis
(If outside city or town Limita, write VAURAL" and nama of township)
(¢} Name of hospital or institution:

lomer G Phillips Hospital /

{If ot in hospital or institutlon, writs strest number or location)

(d) Length of stay: In hospital or fostitution__ L month

Specify whethe:
Unknown (Specity whether

In this community.

2. USUAL RESIDENCE OF DECEASED:

2]

() State__ Missouri

Y .
Bﬂ) City or town St_Louis
{Ft outalde city or town Limite, write ‘HURAL")

20T EhTttiEr .z,wﬁf/u..d.d:,v

{If rura!, give location)

(#) County.

(d} Street No.

-E {
16, {(a) InIormant.

r ® Address
11, (@)

15. Birthplaﬂ*

{Clty, town, or omm:y)

227
(Burial, eremation, or remavai)
(c) Place: bm'ial or " cremation

years. months or daya) (e) If forelgn born, how longin U. 8. A.7. years.
MEDICAL CERTIFICATION =
8. PRINT . .
FOLL NAME Dan Phillins 4 l ;‘ . 17
- 20. DATE OF BEATH: Month ADT11 day
3, (b) If veteran, 8. (¢} Social Security 1940 12 . 15 P
/M' year. hour, - minute M
name war ’ No.._m ............
- 21. I hereby certify_that 1 attended the deceased from
.| 8 Color M | & o) Stagle, widowed, maried, | March 17 1940, April 17 19_4Q
& e divo S i1 that 1 last saw hLIL__alive on April 17 19_Ag
" (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duratio
ve.... -3 years || Immediate cause of death nrakon
e / /3 57 Fibrinous Pleurisy 2 _mas
i v 1 . . . I
(Moneh} (D) {Your) {.Fibrinous Pericsrditis . |2 mos
B, AGE: Years Months Days If leea than one day Due i At mwg’ﬂft/
- Ll . M
5 C{ 6 hr. min ___,g:qM.’v )
Due to
‘9. Bifthplace... ‘?_./-&‘:-r_";; s leal D Tem T T oTTTTTT TSITuT It L oinToLs PR B S ’;tl. '/
g T . e e, Y ¢
A e 1+ Other conditions -y r 1
10. Usual occupation - | e eTibin § mamths o7 dosth) / l :U
1, Iudustry or busi M 3 PHYSICIAN
B LA P |} ajor rdings: ' —
{ 12. Nnmr _ Of opemtions, Undert
ne
§ 18, B[i't‘hp[am . 7’ 0\/ . P - e g‘égg‘;&
- 7 iCity, taws, or sounty) : (Smte or forelgn conntry). Fibinous Pericarditis h b
Of antopsy. should be
14, Malden nam sta
LA M adally:

22, 1f death was due to external causes, fill in the followlng:
(a) Accldent, suicide, or homicide (speciiy)

(& Date of oocurrence
(¢} Where did injury occur?.
(City or town} (Coanty} {Srara)
(d) Did injury occur in or about home, on farm. tn industrial placg‘ in pubtic place?

(Bpecify Lypo of

- y
e tlon—=;
18. (a) Signature of funeral dlrector ﬂ/'

®) Add Rl%;
19, (a) ﬁ.

{Datarcceived Incal ronlstrar)

place)-
eeem (£} Means of injury.

While at work?.
(M."D. or cther)

Date signed

o e

_(Licensed Embalmer’s Statement on Roverse Sido)

4719740
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- - STATEMENT{BY LICENSED EMBALMER D -

b IO ——

-1 hereby oeml'y that the body whose name is recorded on the reverse side ol' thsa ccruﬁcate was embalmed by me,ﬂy__._._'_.. R

.

) ) i , Reg:stered Apprentice No

working under my personal supervision,

-

L o P. O. Address.. leOLDW

Note: The above MUST BE SIGNED BY TiIE LICENSED EMBALMER in his OWN HANDWRIT{NG. (Failure to comply

the above constitutes grounds for revocation of license.) | ) . . -
If this body is not embalmed, above space should be left blank. . R
- ; ! ) . )

: b




