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DEPARTMENT ort COMMERCE

MISSCOURI STATE BOARD OF HEAL'T‘I'-{ 16988

Buweay o¢ T Carain STANDARD CERTIFICATE OF DEATH  suw rie o

4444

Registration District No..g:g;ﬂ_:}_ Primary Reglstration. District No._._1.0_0.3_ Registrar's No,

-
1. PLACE OF DEATH:
{a) County.

i

(5) City or town S5t Louis 7

{It outeide clty or town liits, write “RURAL™ snd pame of townabip)

{¢) Name of hospital or Inatlt.utlo

Homer G Phillips Hospital

{Lf not in bospital or institution, write atreet vumber or location}

2. USUAL RESIDENCE OF DECEASED:

é) State Missouri '(b) County.
(¢) City or town St Louis }"l

(I outalde city or town limits, write “RURAL")

2625 R Franklin

Length of stay: In hospital or institution days (d) Street No
(@ Length of stay: In bospltal or Institut (Specify whather (If rural, give Jocation)
In this community. 30 Jears
yoars, months ot days) {¢) If foreign born, how long in U. 8. A.7. years.
8. (@) PRINT CARRIE SCOTT m MEDICAL CERTIFICATION
FULL NAME Ma 16
8. (b) If veteran, 3. (o) Social Securit 20. DATE OF DEATH: Month ! day
. .y » (L arity -
year. 1910-0 ~..hour. 7'25 mintute, A M
nAme War. No.
21, I herebyZcertify that I attended the deceased from
— _| 5. Cator o 6. (o) Single, widowed, ma.rrie;l May 7 1940, May 16 1050,
L sxTEMALE| e llegre]  aworeaideweel er May 16 40
that I last saw h alive on 1957
6. () Name of husband ot wife....ecceeeeee. 8, (¢} Age of husbond or wife if [| and that death occurred onlthe date and hour stated above. Duratio
urgieon
alive_________years|l Immediate cause of death )
7. Birth date of deceased. . AAN KN O W I Abscess of Neck (Cause unkznown) Abt|2-3 mos
_ (Month) (D) (Yeur) Senility
AGE: Years Months Days If less than one day Due to

ok 73

min

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
MOTHER FATHER }

hr.
BBlrfhnlaﬂ-/}/A'q'CHET} M'-Ss

/

(City, town, or Monty} (State or forelgn country}

10. Usual occupation o NE

[

1. Industry or busi

[

szame____a/V/f/VOW ’V

{

18. Birthplace N 1 $S

'

14. Maiden name. MCN 'K“‘ ]Y"‘B’) vV w(sum ot Toveien countre)

MiSS

15 Birthplace.

© Address. o2 6 2.5 REAR FRANK L] N

. {City, to cnunty) Eqi tate o fm[‘n sountry}
16. {a) lnformanLH M’ )}1

17. () B Urtimk ) Dnm therenf 5-2.0" 40
P - (Badal cremation, 'w-’)'q (Mow 8") (eas
(:) Place: burial or eremation

12. (2) sxgnam:eorrunemahmﬂfki'/ys Sre.s

(b Ad IV E

19. (2} -ﬁiﬁi.__ 0] ._%
(Data roceved Incalragistrar) Fﬁf

.- " 4
o %
Due to. - . g

O(Lher conditions

y within 3 I of dsath)

. PBYSICIAN
Madar ﬁndmzin: —_—
gpernt [a3:F.] .

Underline
the cause to
fwhich denth
Of autopay. shouid be

charged sta-
tistically. -

I

22, If death was due to external causes, fill in the following:
(a)} Accldent, euicide, or homicide (spedfy)

(5) Date of occurrence.
(c) Where did injury occur?.
{Clty or tawn) ty) {Statn)
{d) Did iajury occur in or about home, on t’nrm in lndusu-la.l place, fn public place?

{Spocity (t:im ﬁ' place)

eans of iojuary.
23. Signat k . ; or other) . .,

Date algned . ...

{Licensced Embalmer’s Stetoment on Reverwe Side) 5716/1;0




STATEMENT BY LICENSED EMBALMER . St

1 hereby certify that the bedy whose name is recorded on the reverse side of this certificate was émbalmed by me, or by

¢ : "~

Reglstered Apprent ice No . .

. working under my personal supervision.

o | S,gn@ﬂm \FW

Llcensed Embalmer No... 02- &}AL 2/
Pommcaééiféf-?ym""{@

Note: The above MUST BE SIGNED BY THE LICENSED EMBAL\‘[ER in hls OWN HANDWRITING (Failure to cofiiplf with

the above constitutes grounds for revocation of license.) Y

If this body is not embalmed, ahove space should be left ‘blank. - - - PSR




