DEPARTMENT OF COMMERCE MISSOURI STATE BOCARD OF HEALTH o Vi c
Buzay or vus Cenavs STANDARD CERTIFICATE OF DEATH - {1 Y
Registration District Nu.__lézj."_\ Primary Registration District No.__:__l_D_o.g Regisirar's _=Nn 7569

1. PLACE OF DEATH: ’ 35(, 2. USUAL RESIDENCE OF DECEASED: ,
(a) County. 42 Wi ssourid 7
() City or town St, Touis Ve (a) State.. 2L SSOULL (8) County /
If putaida city of town limita, writs “RURAL" and name of township) é
(¢) Name of houpital or institution: (&) City or town St . Lonis
Deaconess Hoanital I. (It outaide city or tewn limits, writs “RURAL®)
(11 oot in bospital or Institution, writs street number or location)
. (2 4+ n7 Btrest No 1381 . Relk Ave,
(&) Length of stay: Tb hospitalor institution. tak:aa E; ovrT g @ (If raral, give location}
In this community.
yoars, months or days) (e) I!{oreign born, howlong in U 8. A.2 years.
MEDICAL CERTIFICATION
bl Name. William Hemilton Bates f 8th
ST Ty — 20. DATE OF DEATH: Month... S2€@0H e day
veteran, . (¢) Social Se 19 !Q 5
name war, None. No. T\Tﬁ'ﬂ &8 year. our —t-—minut .
21. I hereby certify that T attended the d d from

. 5. Color or 6. (a) Single, widowed, married, || Aug, 9th 1093 _Sept, 8th 1940
4. Sex lale race White ﬂvo'ced"“"s"j'"pwgl = that I last saw pim  ave nL_Sﬁthm._m. 19..4»0
6. (¥ Name of husband or wif 6. (¢) Age of husband or wifeif || and that death cecurred on the date and hour stated above.

Duration
alive_.. . years || Immediate cause of dea - I
7. Birth date of & a._Japuarv 8, 1861 13 _days
(Maonth) (Day) (Year)
8. AGE: Years Months Days If {ess than one day ;
79 8 O _ br. min. -
9. Bisthplace oL . T0) to. O
(City, town, or coanty) {State or Larelgn emtr:)
10, Usual oceupation__Retired Ruilder Ot(-her condition P.arnic.imls_’ Letou Anemla. |7 . yrs.

1L Industry or busin Contracting PHYSICIAN
. . ? i -
12 ~_Martin L. Ratss M e afions None. ‘

B e : Frteios
= L 18, Birthplace _Kﬁn.tllﬁ.k},’__. which death
14. Malden name (mgf"'a":'r- T—Tr-amiti Fan e soastr) Ot autcpey None ., : " u:ll::r‘zl;: et
E diatically.

2 { 16. Birthplace Scotlend 22. If d eath was due to external causes, fill in the following:

[City, tawn, ¢ couaty) (Stats or Forsign conntry) “ homidd 3
18. (o) Informant’s own signstur O e e -

&) Addrem. 2= £/ ot Conc” (8) Date of aceur

occur?
17. (@) Burial (3 Date thared_%]_o,lL () Where did Injury by or town) 7) (Btate
(Burial, crematiom, or rewmoval) [¢ 0?{” (Day) (Yer) || (d) Did injury occur in or about home, op farm, In ndmtrLl place, in publie p?u:a‘!

(¢) Pince: burial or cremation
18. (a) Signsture of funeral dizecty ot l? A2 i While nt

(3) Addre=s .
19. (a)

{Bpecity type of place)

of Injury 5’ : N
(M. D.or otber)m

dress, 83 Date signed_ 3= =
Ad te

N. B.—Every item of information should 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.

| —

(Dnte recaived kocal ragistras

— (Licensed Embalmer®s Statement on Reverso Side) b




. ; o STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by...c............ A

Registered Apprentice No

slgnpg\%a/&/&mn&/

Licensed Embalmer No Qi] f 5

P. O. Address. MM //Zd

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wil

the above constitutes grounds for revocation of license.)}

working under my personal supervision.

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




