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N. B.—-—Eéery item of information should be earefully 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 QCCUPATION is very important.

«FEB 1 Xx19911

—

TLLEE PIIPLE 4% Hywalds ' mlq
DEPARTMENT O COMMERCE MISSOURI STATE BOARD OF HEALTH 4597
UREAU QF THE - ENSUS
STANDARD CERTIFICATE OF DEATH Stata File No.

Registration District Na._L7_3_ Primary Registration District No.. 0.0 ¢ 24 Registrar’s No / I
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEABED.

(a) County. St. ?rancois S .

(b o St. Francois  —#7Vi'¥ 7 (@) stare. Missonri s (8 County_. Sta Louis

(If outside city or town |imits, write “HURAL' and name of township)
{¢) Name of hoapital or institution: . . (‘@ City ot town St. Louis
State Hospital No. 4 - (11 vutaide ity or town limits, write “RURAL")
{If not in bospital or institotion, weits sieest number or location) Pl

{d) Length of stay: In hospital or institutio I
{Specily whether
Inthis community.

(d}

Street No. 8031 N, Broadway
{11 roral, give Locarion}

years, monthe or daya) {e) 1f toreign born, howlong {n 7. 8. A7 1
MEDICAL™ CERTIFICATION
8. PRINT -
FULL NAME Lawrence Comegys q‘jf L 6
RS o Sears 20. DATE OF DEATH: Monthoe_ &u . . . day 2
. veteran, 3 ecuri
- i Year. AO hour, 5 minute 20 P M.
name war. No
21. I hereby certify that I attended the d. d from.
8. Color or 6. (o) Single, widowed, married, 11-22 19_32._ to 4-26 19. _A_Q_;
\ {
4. Sex.gﬁl.@__..__.. rncu..xmmj:.i.g...... d.lvnrced“ﬁni.g.;.‘ I‘J_Bd that I last saw b 1Tl alive on L-26 _ 19_',_49:

6. (b) Name of husbhand or wife. ... - 6. {¢} Age of husband or wife if

that death occurred on the date and hour stated above.

Minerva Graham sliveAga 1IN, yeam
7. Birth date of d d July 19 1940
(Month) {Day) {Yenr)
8. AGE: Years Montha Days If less than one day
39 9 7 br. mis,
9 Birthplace_______De8 Moines . _Iqwa IR
{City, town, or county) (State or foreign country)

10. Usua! occupation Brick 183!31‘ h

11, Ind y or buziness, ’

o

E 12. Name Ed. Comepya ]

= \18. Birthplace Bondurant, Towa /

{City, town, or connty) (Stata or foreign coantry)

E I4. Malden pame__ L TANCES bLrait

E Y 15. Birthplace Youngstown Towa

= (City, town, ot county) (State or foreign coun

16. (a) Informant's own signstare RECOTAS 0f State HOSP":-#L

M A Farmington, Mo.

17. () W (b) Date thereof. HF-rg - %

{Barixl, cremstioa, or removal) (Month)” (Day) (Year)

(¢} Place: burial or eremation

18. (a} Rignature of funera! director. M M A,«.v

aclude preguancy within 3 mooths th)

PHYSICIAN
o i\ 7 —
P N7/ Underline
- hich death
v o ea!
Of autopsy. should be
charged sta-
¥
22. If death was due to external causes, fill {n the following:
(a) Accident, sulcide, or homicide (specity)
. &
(%) Date of occurrence. v!'_ c -
(¢} Where did infury occur?.
(Clty (Coaxnty) (Stata)
{d) Did inury ocecur fo or about home, on fum. industria] place, 1o publie p!uoe?

Ny 2 ¥s, Ty 4.D,
19. {a) ZzV- /?5’15) ‘7"? R 28. Sigmal (M.D.orother;____,
{Drash receivad local regivtrer) a 3 [(Rntbtnrl-kn-luu) Add Date slgned

b [ | (Liccnsed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

...... , Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No

P. 0. Address. ,/7%«»: Zen

po- P e

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

If this body is 1ot émbalmed! abové space should be left blank.




