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1. PLACE OF DEATH:
St _T.ouils
St Louls

(If cutside cliy or town limits, write “RURAL" and nams of township)
(¢} Name of hospital or institution: l

Homer G Philips Hospital ;

(it not in boapital ot institotion, write strest number or location)
(d) Length of stay: In hospitalor institution

{a) County.
(&) City or town

2. USUAL RESIDENCE OF DECEASED:

(@ smellasonria . @ Couuty
3t Louis

i /1
(e) City cr town s
- {1 outaide city or town Umits, writs “RURAL")

{d) Street Nu:..:lé-,la-q. --&1—1%#—:!:—

give location)

(¢) If foreign born, howlong in U. 8. A.Y,

(Specify whether
Inthis community. Years y
yenrs, months or days)
i ame_ Iris Leo Trice (o}a

8. (b) If veteran, 8. (¢) Social Security

MEDICAL CERTIFICATION

onth. ...

& ___a..hour

20. PATE OF DEA

name war. None N°4—9~2-l—2~r-'- H A
=864 1 21, I hereby cerlly tiat I attended the d d from
6. Color gr 6. (a} Single, widowed, married, 19 to, 8.
Hale
4. Sex, race d 01 divorced.L‘I.@:.I'.I'.i_e_d that T last saw h alive on 19, ....;
6. (b) Name of husband or wife.... ... 6. (£} Age of bushand or wife if || ond that death veeurrad on the date and hour stated above. Duration
UT
leo Tr ice alive_._ . years Immed!ate/cu:@ death m
-ry t
7. Birth date of deceuedﬂnmg:ul%.m..ll___._.l%g%wm //
{Month) (Day) sar / ﬂ P 77 N
8. AGE: Years Montha Dayn If lesa than one day W
ul ° 143 br. o 10 Wa) 77
All Due t 7z
9. Birthplace - l ; FAPk " ti:; n A_p A
' {City, town, or county, tate or loreign cqun haatnn it Saany r 4 174 @l 4(
10. Usual occupation._Ligbaoren i Othertonditions /

. P T {Include pregnancy within 3 months of death) ﬂ AN
11. Industry or business ! h PHYSICIAN
e N f v Mnjofr findirga: - ,

12, Namg....courerernen SN SN WSSOI operations " Underlin
z { Birk-Trice 7§ Underting
m \ 18. Birthplace & ne Ry, 5 # wlllﬂch !ddeal:h
WD, tata or foreign country u
14. Maiden name, Sﬁ%i‘é sﬁi‘%)h Of autopsy. . th :rz 14 bo
A k tintically.
2 16, Bmh;':nlace T wm'% [ fw‘ p— ‘1 22, It d eath was due to extem;.lduma. ﬁll‘in the following:
16. (o) Taformsns own sigaature, T e (a) Accident. sulclde, or homielde (spedfy
®) Addrems_ S 7 OO ML, 73 g‘_g e @) Date of cecurrence, -
. PR v
1. @ cand (t) Dato thereotdl = £ 0.— *¢ p || (@ Where did injury occur T — T (Bate)
Baria), eremation, or rexsoval) (Manth) (Day) (Year) |} (d) Did injury oecur inor abaut home, on farts, in Indust place, in public place?
(c) Place: burlal or aemﬁow._.m_ﬂmm 7 L) '_ e -
{{ (Specity tybepl plxce) -
18. (o) Signature MGW O Wyle bt wo (¢) Mjeans of {njury. 2
{b) Address. ‘ “ -
23. Signatuorg 23 M. T, or'cther). ...
19. (@) Addres m, ’.’ Y

(Licenaed Embn]mer s Stotemnent on\ﬂ‘a{mu Side)
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STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No

. working under my personal supervision.

) P. O. Address.. %QOW‘

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

v

If this body is not embalmed, above space should be left blank.




