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

oot ALIG, 5.0, A28

BuUREAU OF THE CENSUS

Reglstration Disttct No.__%%.__

MISSOURI STATE BCARD OF HEALTH .

STANDARD CERTIFICATE OF DEATH

Primary Registration District No._.

s e 26378
7. S

Registrar's No.

1. PLACE OF DEATH:/

(a) Countyn.idbia. Jonds County .. 0O
(&) City or e
(If outalde city or town limits, write "RURAL" and name ne of lmn-lup)

{¢) Name nf hosptta] or [ngtitution:
Veterans Administration Facility

{If not in hospital er institution, write sireet number or location}

() Length of stay: In hospital or imﬂtuﬁoum%l%.

In this community.

| (¢} City or town

2. USUAL RESIDENCE OF DECEASED:

Q State, Misscuri (&) County.
St . Louis

{If outaide city or town Hmits, writs “RURAL")

725 Aubert Avenue

(d) Street No.
- (11 raral, give location)

15. Birthplace. ¥ L)
. (Cify. towpy or county)

"t‘a::ﬁﬁ;}aﬁ‘?:m?

z{ ............

16, (a) Inlormant.___:?ﬁ: :
@) Address. Clinical Clerk VAF ,Jeff ,Bks, Mo,
)]

(Mooth) (Day) (Year)

17. (s8). te therecf.

{Burial, Gremation, o remeval}
{€) Place: busial o cremation &

18, (a) Signature of funeral director__ DI
(b) Ad

19, (=}

years, months or days) . _ {¢) I forelgn born, how long in U, 8, A.? years.
MEDICAL CERTIFICATION
8. {a) PRINT
P me_____Fred Sidney Kimes .3 7. July o8
8. () 1f veteran, 1} ?q"' o~ 5!@2 8. (¢) Soclal Security 20. DATE OF DEATH: Month day.
- ’ 1940 T 2.20 minute. 8, M,
name war. No..y_Q:b....r.ﬂmﬂmb.ﬂDéd year-. on
21. I hereby c&mfy that I attended the deceased from
5. Color or 6. (o) Single, widowed, married, June 12 140 o Jnl_y_?.a.,.._. 1940;
Caosex . Male | e White. divorced_TATTied || o . 11asteaw b L0 alive on 9.
8. (5) Name of busband or wife MATY 8. (¢} Age of husband or wife if | aod that death occurred on the date and hour stated above. Daration
Ve cecrmrrresrrereenenyears || Immediate cause of death
7. Birth date of deceased December _ 18 1888 —Tumer, malignant. _(ts.md;oma_),_ S——
(Moath) Doy e L@l bosticle, with extensive |
8. AGE: Years Months Days 1f Jess than one day Due to.._ dntra=-ebdominal metastases....|....unkn,
51 7 10 : '
hr. min.
Duye to. - - ol > -
0. BlEtHPACE oo ST ~d1linots -/ ARy
(City, town, or county) " {State or Ioreign country) o L [ O
10. Ueual occupation Trummt-plﬂxen~~ -------- | e s oo ot iy
11. Industry or business - PHYSICIAN
g { 2. Name William Kimes M8t Cperations Orchidectomy,. lefh, dome et —
& L13. Birthplace thg_m{ . Hingi_mc-imxaua/zjn/-sac——__.—_glhelglés;g
v (City, town, or county) (State or foreign country, _ ...D__Q-.!lt. ODP8VYa hould b
£ ( 14. Maiden name.... aale— e Of autopsy. N pad .;h;_:.:ed :
E tistically.

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

(s} Accident, suicide. or hemicide (specily)
(b) Date of ocowrrence i
¢} Where did injury occur?.

() (Ci town) {County) (State)
(d) D1d lmury occur in or about home, on fa.rm in induatnal ‘place, in public place?

/ While a[ uork?ﬁi%s of injury.

Signature......._c ;D..n.’._ (M, D. or ather)_____
Chief Medical Officeme. ggnea .

(ucenlcd Embnhk(r‘l Statement on Revorso Side)




o ' STATEMENT BY LICENSED EMBALMER .

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

PP . E i

Regtstered Apprcnnoe No

working under my personal supervision.

- ngned Q/ .......
’ . ... ' anensed Embalmer No_jf .......

.
- .

- | O Address i
Note: - The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRETII\(,. (Failure to comply wit
the nbove constitutes grounda for revocation of license.) PR

If this body is not emballp_eﬂ, abore space should be left blank.

»



