A FEnplANNGING Del.uong)

N. B,—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plzin teris, so that it may be properly classified. Exact statement of QCCUPATION is very important.

X193

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

IED m"‘j’_‘g"f 7 STANDARD CERTIFICATE 8F DEATH

Registrationo Distriet No.__. 9_1___ Primary Registration Distriet Nu..........__._

17153
Biats Pile No.

Registrar's Nr; 463 1—“—

1. PLACE OF DEATH:

{a) County.
(b) City or town

S5t Louls

{If outside city or town limits, weite “RURAL" and naens of township)
(¢} Name of hospital or inatitut.ion

Homer3G. Phillips

{If oot in Bospital or institation, write strest nn?ﬁ'd;r location)
{d) Length of stuy: In hospital or institution. ays

Inthis community. lo years

years, months or days)

{Specifly whether

2. USUAL BRESIDENCE OF DECEASED:

(@) State MLSSOUTL

(b) County

(e) City'or town

S5t. Louis é

(I outaide city or town limits, writs “RURAL"™)

@ Strest No.. 2200a Aldine

{#) If lorelgn born, how long In U.

(Il rural, give locatlon)

8. A7 years.

8. (@) PRINT Preston Gridiron L 3 (0

4 MEDICAL CERTIFICATION

FULL NAME 5 22
8. (B) If veteran, 3, () Soclal Security /70 DATE OF DEATH: Month e i
. ' ) year. 1QAO hour. 9 minute 1&5 * M.
name war. Ne. . ’
21. I hereby cortify that I attended the 4 d from.,
6. Color or 6. (o) Single, widowed, mr4¢ L\ - 1 _Q_. to 5—22— mé,_(_)_;
4 SM.ME]. Q race NOSTO dlvo““_d—'li-g;:—r—i‘e-d that T tost saw b 21 glive on 5=22- . 19%'.’9_;
8. (b) Nams of husband or wug_mEliHa_ 6. (¢) Age of husband or wife if || &nd that death occurred on the date and hour stated above. Duration
J ane Gridiron alive__ 12 years || Immediate cause of death :
7. Birth date of d d J'une) l5)th ](_86)1 PULMONARY EDEMA 2 A_boub 5 Wks.
(Month {Day, Year, o
8. AGE Y Months f less than L N
. : ears on Day» If less one day -3\ S U SRS S eyt
PROSTATICTHYPERTROPHYL
78 11 7 hr, aiin, || ~ < 1
. ‘ N o to
5. Birthplace... L 21rLfleld So.Carolim B | HEMORRHAGIC NEPHRITIS .
{City, town, or connty) (Suu or foreign conntry) = m >
10, Usual cccupation. NOL_employed in 18 Yrs ... Other conditions NEY : lew
11, Industry or busi \ ZA PHYSICIAN
2 ([ 12, Name Flander tridiron - f *BE Sparatic odertine
: 1. BlnhpucewEainiiﬁldw .So.Carolind : ey : tha cause Lo
- (City, gown, or congty). {State or forelgn country) of .nl.'lto }wae "‘trophv of P]"OS tate :vh oeul desbl
E 14. Maiden name_H_aI'_T_‘.ie.h_Aif na 4% W charged sta~
= o S ¢ utla,_ﬁemnr_nhag,mm...m, tistically
S 22, If dezth was due to external causes, fill in the following:

15. Birthplace . LI le | N
= {City, tow: unty) ta or fgfelgn country)
16. (a) Informant's own signature ﬁg@:&

(%) Addres 41 Finnev Ave.
. (o) ..ourial () Date t.h/euoh / 27/40

{Burlal, crematicn, oz remaoval)

{¢) Place: burlal or cremation

18. (@) Signature of fupers! director.
(&) A

19. (@)
( Data recaived local registrar)

eqistrar's signatore)

{a) Accldent, suiclde, or homicide (specify)

(3) Date of occurrenca

(¢} Where did Infury oceur?

(City or town} {Cuunty) (State)

(d) Didinjury oecur {n or about home, on {arm, {n Industrial plz.ce in publtie placa?

(Spacify type of place) tt
(e}

Means of [njury.
flé oth:

(Licensed Embalmer’s Statement on Reverse Sido)




el

T,

—-e - 7

STATEMENT BY LICENSED, EMBALMER

I hereby certify that the body vwhose name is recorded on the reverse side of this certiﬁca_te was embalmed by me, or by.

James A . JOhnS on ' "Registergd Appr n ice No.

working under my personal supervision. .

N
Licensed Embalmer No

P. O. Address 4107 Finne/v AVe,

* Note: The above MUST BE SIGNED BY TIIE LICEN SED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

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




