b, A FERMANENE DECUNRD

N. B.—Every item of Information shoul_d be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

I X19311

DEPARYTMENT OF COMMERCES
BUREAU oF YHE CENuUB

Registration Distriet No__l.g._l

MISSOURI| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
003

Primary Reglstration District No

Btale Fils No_gf"__s;éagm
Ww;l No_ﬁz&&_

1, PLACE OF DEATH:

o o SaInt Touls, ~TERL

(») City or town
(Il autaide city or town |[mita, writs "RURAL" and namg of township}
{¢) Namae of hospital or institution:

Homer G. Phillips Hopsital
(If not in bowpital or institation, write llrﬁnuﬂeé?mtion)

{d) Length of stay: In hoapita} or Institution
{Specily whether

Unavalilable

e 2y

Inthis community.

2. USUAL RESIDENCE OF DECEABED:
Missouri ®) County

Saint Louls,

{If outslde city or town llmits, wrlte “RURAL"})

4277 WBst Garfleld Avenue

{If rarul, give location)

(a) Stata

{e) City or town

(d) Street No.

17. (&)
) {

yoars, months or dnys) {#) If forelgn born, how long In UL 8. A2 years.
3. ) PRINT  Walter Goins f ‘)‘ ry MEDICAL” CERTIFICATION
FULL NAME .
20, DATE OF DEATH: Month... AU ~day S5th
3. (b) If veteran, 8. {c) Social Security a . 1 o nate P M
- e L l 9 4! ! hour. M o .
name war. No.HnﬂlLail&bl ¥ yeoor
21. I hereby cortlfy that I attended the d d from
5, Color or J . (@) Siogle, widowad married, 19 to, 9.
4. Bex Male race N ear dj““"’d—- dOW that] lasteaw h alive on b L
8. (b) Nam_e of husband or wile, 8. (¢) Ago of hushand or wife if || and that death occurred on the date and hour stated above. Duration
arite Goins alive . mm= _years|| Immediate causa of desth
7. Birth date of 4 d Abnut 1887 Cmm_&lgzms___ijh_hmnlc___
(Monte) (Dan) (e HInterstltlal Mvoesrditis; |
B. AGE: Years Montks | Daye If less than one day bweContrib: Chronic Interstitinal
Nenhritis: Oedema of Brain:
Abt. {52 - - hr. min ” \ ”
Due to.
o. Birthplace_ BV@NSVille, Indiana . | 73y
(City, town, or coanty) (Btate or foreign conntry) 7 ; ‘
10. Usual cecupation___ LA DO QT Other conditions ..~ =ryyie —
11, Industey or business ___ NONE { I PHYSICIAN
12, Name__UnAvVailable- Golnsg Mafor indinga: [/ —
' i i’ Joourtse
3 L1s. Bimnprace._Unavailable Q; which death
% ¢ 1e Mutden name_ LOSOTRE=Unava {IRBIE= == ||  Ofautopsy fthould be
% { 18 Birthplace Un(%lg.aw;n.a county) (Stats or forelgn mmn. GJ) 22. 1f death was.due to external causes, £l In the followlng:

16. (a) Informant's own sig!

(b} Addres 2'77 Inright Avenue

{a) Accident, suicide, or homicide (speciiy)

(b} Date of cecurrenca
‘Where did 1 oceur?,
{e} ere njury o f o &u
{d} Didinjury oceur in or about home, on !arl:n. b {ndustrial place, In public place?

)

{Licensod Embalmer's Statement nﬂMcﬂe Sidoe




- . . STATEMENT BY LICENSED EMBALMER

. T hereby certify that the body whose name is recorded on the reverse side of this certificate-was embalmed by me, or by

working under my personal supervision.

P. 0. Address. 4107 Finney. Avenue.....

Note: The above MUST BE SIGNED BY THE LICENSED 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.




