e 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 imporiant.

IR O M l )
DEPARTMENT OF CO!& ER MISSOUR) STATE BOARD OF HEALTH

BUREAU OF THE CENSUS STANDARD CERTIFICATE OF DEATH Siate Fils No. _,.9.722—&/

Registration Distriet No. 7 g;yl_... - Primary Regiatration District No..,;db......._ Registrar's No

1. PLACE OF DEATHY 2. USUAL RESIDENCE OF DECEASED:
{a}) County. St LOU‘ o . .
{4) City or tewn Blmsmiag e (a) State. Missouri @ County_=t. Louis

{If cutaide city or town limits, writs “RURAL" and namae of to i)
(¢) Name of hospital or institution:

“(¢) Clty or town._ B 1mMWood
{If outaids clty or town limits, write “RURAL")

{d) Street No Elmwood
(1f rural, give lovation)

(If not in bospital or institution, write sicest anmbaer or location)
{d) Length of stay: In hoepitelor Institution

{Specify whether

Inthis community.

years, monlks or days} {¢) M foreign born, how long!n U. 8. A.? > Years.
MED[CAL CEHTIFICATION
8. {a) PRINT \ k@
g PRINT feorge Clayborns N ) 255
ay..... ..............

20. DATE OF DEATH: Month.. e

8. (b) If veteran, 8. (¢) Social Security
NOs No. NO e Yenrw"..l._@g_._hour . il ?!nuta.__,_,,,_mmm_

name war.
21. I hereby certify that I attended'the deceaaed fro .6_._{
Mal 6. Color 06 Y 6. {a) Single, wxdoﬁed, married, I q ({!l 19....... to. 519
ale ) arried Y -
4. Bex race. : YOreod . mtiion it [ e T lont saw h.l_q_ aliveon
6. (b) Name of hushand or wife. e 8. [e} Age of husband or wife if || and that death occurred on the date and ur ltnted above. 4
J 2 Cl -b Duralion
egslie avborno allve.. . ._. ... .years Immediate caune of death
7. Birth date of deceased Nov, 8,1864. j
{Month) {Dny) (Year) Ul Y@ AA l‘a .
8. AGE; Years Mgaptha Days I less than one day [t* t J l i
76 20 ) R TSGR A5 T NN
T, min
Dua to h 1
9. Birthplace. FU).IP'BT'S on Mn » O N z L - v ) C
(Clty, town, or couaty) {State or forelgn country) 4 t b -y
Carpenter Other conditions
10. Usual occupation {Inciude preguancy within 3 montha of deeth)
11. Industry or husiness L : PHYSICIAN
5] M Bndinge: : - ? _—
= E 12. Name. JB.meS Cla‘fbDrne o a{gfr o?»ergftsonu / l ’i Underline
:‘ = | 13. Birthplace : Rells Smn-l- : WM L)) NA /l ! ?ﬁfﬁ"ﬁiﬂ:’g
2 City, town, or nty, State or forelgn conniry, should be
= =) { 14. Maiden name_.._iﬂﬁ-r 4 rig Ot sutopsy LR ¥ 4 g cit;am "ta-
Liat Y.
N 11 Cou f 0
E 15. Birthplace (City, w“.i(:m“,) il nty(ail?; lorelgn country) 22, If death was due to extercal causes, fill in the (ollowing: .
miedd )
16. (a} Informant's own signature___}{ ary alton (o) Accident, suicide, or ho o (specity

® % 3226 Magenzine (1) Date of occurrence.

17, {a) 4 : (b) Date thmot__.S_ﬂp_t_JléQ_J_ © wﬁm_ﬁ?——_—m Giie)

(Barial, cremation, or removal) {Month) (Day} (Year) {! (d) Did injury occur In or about home, Ioiindus place, In public place?
(c) Place: burial or uemﬁn@@mmh%__ e '/ /é"

18. {a) Sigaature of funeral direetor___ T £, 5 Funersl Home, : P o ey
() Address :

{Date recelved rog’

(M.D.oroth \
Daste o

Vum”d Emw’u s Statement on Reverso Sid“ I , = -./ y y‘




STATEMENT BY LICENSED EMBAILMER .

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

/4//‘//[1331 /24 é M"—/}\Me// , Registered Apprentice No

working under my personal aupervmon

somi Z1L o ctt) (.. 21 A v

Licensed Embalmer No..._.......%.([ﬁ{..............;

P. 0. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h.ls OWN HANDWRITING. (Failure to comply
the above constitutes grounds for revocation of license.)

If thm body is not emhalmed, above space should be left blank,




