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PHYSICIANS shoul

CAUSE OF DEATH in plain terms, so that It may be properly classified. Exact statement of OCCUPATION is very im

N. B.—Lvery item of informailon should De careltily supplied. AGL shouid be stated EXACTLY.

DEPARTMENT OF COMMERCE
BUREAU OF TER CENSUS

.2 701 |

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE 06 DEATH

Primary Re:htrltion District Nowwerr—— .

Registrar’'s No

27251
SMMNo_W.

1. PLACE OF DEATH:

{a) County. -
() City or town St’ LOlllS

(If outside city or town limits, write “RURAL" and name of towsahip)
(e) Name of bospital or institution:

Homer Phillips Hospital

2. USUAL RESIDENCE GOP DECEASED:

© smg..i‘{ias;mni

(8) County.

(e} Clty or town. St Louis

LL

(If outside city or town limita, write “RURAL™)

Y

|

(If not In hospital or Institution, write street combar or location) 441’7 Evans
N ution days k d) Street No.
(d) Length of stay: In hospital or Institutd T { {If yural, give loeation)
In this community. 15 years
years, months or days) (&) If foreign born, howlong in 1J. 8. A7 Fears.
MEDICAL CERTIFICATION
8. (a)} PRINT l o
NOR N Margaret Carter an L . Auzust
= 20. DATE OF DEATH: Month AU day.
8. (b} If veteran, 8. (¢) Soclal Security ear. 1940 hour. 42325 minute, P m
name war, No....t.. — S -
21. I hereby certify that I attended the d d from.
6. Color o 6. (a) Single, widowegd, married, Auecuat & 192 ( |’ to . Q_ugus + R 19&‘0«;
4. Sex._M race.. - divorced bt T lzst saw b ST _ ativeon Aucsust 8 1640 ;
6. (3 Noame of husband or wife...wceeccensenenne. 6. (€) Age of husband oand that death ovecurred on the date and hour stated above. Dur
allve o __.years || Immediate cause of death
7. Birth date of decease Subdural.-Hematona 1l.mo
anth) (De?) Yoar, Spontaneous Subarachoid Hemorrhaece lihrs
8. AGE: Years Months Days If less than one day Due to. — 7,;} . ol
2 ? - Z A Cn 7
hr. mmin. N ’ h—
- Dus t AV
5. Birth - - \Nf ./ k.
A
10, Ususl occupatio 0:?:;:3 ditons within 3 magths of death) |
1L Industry or business. & {4 /f PHYSICIAN
£ \{ r‘l - Bajor findings: v —
E 12. Name 4 = Of op Underline
- ﬂ * “f the causs to
2 L 19, Birthplace ___Tg‘hn‘&zr"“\/ - which death
ity, town, or county) (Stats or forelgn cobatry) Of autopsy. Cerebral Hemorrhage should be
L B/ | i
tistieally.

16. Birthplaco
City, town, or coufity) (§ata or forsign conptry)
ot p 2 (4.2

A B Ko

18, (a) Informant's owﬁ l{gmture‘L

-— -

® Addsgps... 21 g L

¢ [12]

Aot b rn o

17, (a) (b) Date thereo! %
{Darisl, erestieroeTETIRYN) (Mapih) D ‘: (Year)
{e) Place: burlal or erematfon et -r‘ e

22, If d esth wes due to external causes, fill in the following:
(specify).

(a) Accident, suicide or homicid
() Datea of occurr

{¢) Where did injury oceur?

{City or town}

'SCounty) {Stats)
(d) Did injury occur in or about home, on farm, in Industrial place, In public place?

’Zr’ S
18. {a) Signature of lnnern.l director. i'” *--4‘.—‘ While at wpak? ¢ e ('.’)pﬁ::::%f injury. ["
“i; 4] 28. Signatar L ;9 N l—' ‘-ﬂa.-:; Lorother)__ |
1. g i I w L "’ / ,/ w 5601 W ~hittier
(Date recelved local registrar) et Address Date nigned

(/ (Licensod Embalmer’s Statement on Beverse Side)




STATEMENT BY LICENSED EMBALMER

. working under my personal supervision,

Slgned% e M 2&?—

. Licensed Embalmer No.... j%fﬁ ......................
' P. 0. Address.. ,Z./A{ZQLJLLM

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, {Failure to comply w
the above constitutes grounds for revocation of licensc.)

+

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




