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

DEPARTMENT OF COMMERCE
Bumuu oF THE CENSUS

oW aE e |

Regiatration District No...

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATEXQB DEATH

Primary Registration District No.......

Stdte F2e No 16949
Registrer's Na__Mm

1. PLACE OF DEATH:
. (a) County.

/

[

(5) Cityortown .S, Louis, Migaouri
(If cutalds city or towa Ihuits, writs “RUNAL” and name of towoship)

(¢) Name of hospital or Inatitution:
City Hospital , #1
(If oot iv hospital or institution, write streot Rumber o location)

(d) Length of stay: In hospital or institution, '? Dq:rq
{Bpecily whether

In this community.

2.‘0USUAL RESIDENCE OF DECEASED,

(@) state.... Miggourl _ @ couny
{c) City or town...._._. _S.t.._I_'_Quiﬂ_ Me,.

(If ouraide city or fown limit: write “RURAL™)

() Sueet No_____ 2001 A Califo

(If rursl, give locatiun)

23

Masourt

22, If death was due to external causes, fill in the following:

yoars, montbe or days) {¢) 1f foreign born, how long in L. 5. A.?. years.
MEDICAL CERTIFICATION
. @PRINT  Tohn Thomas gy,
= 20. DATE OF DEATH: Montb KIBY _ _ day 17,
8, (b) If veteran, 3. (¢) Soclal Security 59% 2 .}_L_r)' > y
) no nono year, : hour. b mipute * M
name Wwar. No. ..
21 I hereby certify that I attended the deceased from lay
Mal 5. Color or 6. (o) Single, widowsedi. married, || 7! 11, 19 4G o May 17, 19010
4 Sex. MRLO aivorcea. S10EL O that 11ast eaw h_LJ0 . alive on May.. 17, 1910, ;
6. (&) Name of husband erwife_ .. 6. (c) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Durotion
alive.. o yeara Imnéedlate cause of death
AT L]
7. Birth date of deceased April.24,1940 Aplameniasaty
) {Da) (Year) Aong (OICESTCS cacceed Lo i/~ 2ufky
8. AGE: Years Months Days If less than one day ' . é_;mi—).___ )
hr. min \ ﬂ"
Due ~ .
6. Birthptace. oo S o L) Mo () QJE . (:Ca reg S — frelkogtu
rrrpRage- {CIty, town, or connty (Stats or forsign mlmr-r!) 7‘4 ”ﬁ ca /ﬂ 7 g
. her [al
10. Usual occupation. none. £ O(:ndudt?;run::r T e T Iam —
11, Industry or business . 1 k PHYSICIAN
?Ef { 2. Name____DOS@ph Thomas () §| Melsr fndings: o
nderline
E 18. Birtbplace St Louia Mo. 5 é ’ ﬁ 4 Lhﬁ&lé::g
State or {oreign conntry, O X e
& (14. Maiden m.,_i‘liT B.Q_Wa P Of autepay. 2 should be
E {tistically,
=

(8tats or koreign try)

() Date thereof._..

{Moath)" (Day} (Ym)

I

(s) Accident, suicide, or homicde (spedfy)
{¥ Date of occurrence.

{c) Where did injury occur?
(Clty or town} {County) (Stata)
(d) Did injury occur in or about home, on farm. tn industrial place, in public place?

o)
e g o Wiy gy e ]

b4 od ,
te agned5/17/L0

Eﬂ.ﬂmt, -. /4.,‘ ‘.4,".
Address. 15 Lafayetie,

(Licensed Embalimer’s

Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER -.~ o A

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

Regmtered Apprentu:e No

S @M R Do

- nsedEmbalmean 22.7"—‘
A P, 0. Address £72:C 2L, )

Note: The above MUST BE SIGNED BY. THE LICENSED E\iBAL‘\lER in his OWN HANDWRITING. (leuro to comply wi
the nhove constitutes grounds for revocation of license.) . .

If this body is not cmbalmed above space ahould ba left blank. o ﬂ

working under my personal supervieion.




