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

Pt e ;
DEPARTMENT OF COMMERCE
BuzEaU OF TRE CENSUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Stats Fils No, 24030
) Registrar's No 64'?5

Registratlon District N°""'7“9‘1"‘ ......

Primary Registmtion District N°‘-1—%:3—

1. PLACE OF DEATH:

{a) County.

(8 City or town_2t._LouUis
{It cutelds city or town limits, writo “RURAL" and pame of towasbip)
(¢) Name of hospital or Institution:

Phillips Hospital J

(It pot in bospital or [nstitution, write street number or looation) /
S

2. USUAL RESIDENCE OF DECEASED:

(a) State Mis souri ) County,

St Louis A/

(If cutside city or town limits write * RUBAL“) -

2414 N Whittier

(¢} Clity or town

(Licensed Embalmaer’s Stntemaent onn Raverse Side)

. m d} Street No.
(d) Length of stay: In hojmltal or instltudo e e () Stree {3t ey p
In tiisa community. Li fa
years, months or deys) (¢) 1f foreign born, how long in ). 5. A.?, yvears.
. MEDICAL CERTIFICATION
% FOLL NAME Emma Marie Ford (Q o) O Jul 3
: 0 Sl Seearie 20. DATE OF DEATH: Month N day
3 () M veteran, ) : v year, 1940 hour. 10:25 mingte A M
name war. No, -
- 21. I hereby certify that I attended the deceased from
6. Color ot 8. (@) Single, widowed, married, June 14 19__4_‘(_)__1,'0 July 31 19 L0O
4. Sex Female race c 01 . divorcedom o o that I last saw h €Y allveon Jul ¥ 31 w__m
6. (& Name of husband or wife....... 6. {¢) Age of husband or wife if || and that death cccurred en the date and hour stated above. Durai
o
: alive.... . Immediate cause of death
7. Birth date of deceased 5} 31 1 Pulmonary Tuberculosis € Secondqrv Ahont.
: {Month) (Day} * " (Your) Tuberculous Mastoid bmos
L]
8. AGE: Years Months Days If less than one day Die to. ﬁ)"’—
' i
= 1 ) 2 ,O hr. min ’f 1 E
C . - 0 Due to .
‘8. Birthplace St [ LOU.lS Mlssouri i Jf; i.'
g (City, town, or county) (Stata or foreign munm/) ‘ re j j’ s ]
10, Usual occupation e ! C}t'he.r conditlona ithin § ba of death) :
it, Industry or bust Ij - = PHYSICIAN
. . M findi H .
E{IZ. Nahlp : ‘A‘l hért 'F‘Ol‘ﬂ Yo h aj(‘))l{ Q?;mr:ﬁnnl Y i;f U destin
D nderlios
% Lis. pirthpiace. CX'BEK _ __T_exa.ﬂ__)u : the e o
tatg or forej . .
B {14 Maiden came.. WLLLTS™ TES Mor i e~ Of autopsy. Charied stac
~ Z . . _Jtiatlcally.
‘g { 15. Birthplace, Cairo “{Brata or tarsign couatr) || 22. If death was due to external causes, fill In the following:
. (o) Aceident, suicide, or homicide (apecify)
18, (a) Informan Date of
A -/ . ; (5 Date of occurrence
(¥) Addresa L {4l _ . L5751 @ Where i tnjury omen SR
1. o Buriel @® Date thereot..... 8= O oect T N =
urial, erematica, or qxum-nl) {(Month) (Day) (Yew) [} (d) Did injury occur in or about home, on farm, in ingustrial place, in public place?
() Place: bortal or'c H cairo I1l. — _ .
- - Boecify place)
18. (a) Signature of funeral director, Jwhie }t work e e 0 Vi Injuryl:
(®) Ad on - Y R I N
N R 238, Slgna A T Wh tt. (M, D, er'other)___
. 2 (b - N
9. @ 31440 o 77 T (Restitoar's dioatore Address 2601 ilttier Date sgned




-STATEMENT BY LIC.ZENSED EMBALMER

. ] » . - . *
- 1.hereby certify that the body_whose name is recorded on the reverse side of this certificate was embalmed by me. OF BY e g ¥
- . .. N 1 . ;
| earer Reglatered Apprent:ce No e, s
working under my persp_nal supervision. ﬂ % -
—— e o T ' _ S;gm-d /M W :

A

- . - e bt -

L:censed Embalmer Nn

T o o H. © P.0, Address.S /0¢’kﬁ&"‘/m

] __ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA‘{DWRITII\G (Fallure to compl; with
the above constitutes grounds for revccut:on of license.)

If lhis hody is not emhnlmed, abmre spuce should 'be left blank S (e g . e

4 . - -




