. 8, No, 2 DEPARTMENT OF C%MERCE MISSOUR1 STATE BOARD OF HEALTH M - :) ,?
Sicie Pils Ne. ‘i 0

1—11-10-39 BuReaU of THE CI
1110 STANDARD CERTIFICATE OF DEATH
I X21402
Registration District No._. ;) - Primary Reglstration District No.______q_ﬁ_ﬁ_ Regisirar's No._1280.4_
1. PLACE OF BEATH: = f% 2, USUAL RESIDENCE OF DECEASED:
=] (a)} County.
E il ® cityor town Ot_Louis @ state_Missourd @ county !
] {If outaide city or town Hmite, writs “R{JRAL" and nama of taweship)
= (&) Name of hospital or {nstitution; St Louis /
-4 s (¢} Clty or town 0
- Phillins Hospital {If outaide city e town Gmite, writs “RUNAL")
- (If not ia hospital or fnstituilon, write ttreey otmber of Jocation) ( O
E (d) Length of atay: In bospital or institution & N _.|j (d) Street No ngo West Belle
Z, (Specily whether .. {If rural, give location)
% || In this commumity_. 10 _years S
z yenrs, months or dayw) (e) If forelgn born, how long in U. 8. A.? . yeats.
= . MEDICAL CEXRTIFICATION
8. {a) PRINT e
E e Annie Bell Caldwell
< 5 T o F— 20. DATE OF DEATH, Momh____s%gbali_day 15
. . . Sacin) : . A
E pame war _-..— L e ——— No. None year___,:_l_-qlto hour. 3 minute M
< 21. T bereby certify that I nttended the deceased from
= 5. Color or I 6. (a) Single, widowed, married, Sept, 5 040 .. Sepnt 15 19_40
é 1. sexFamala race OGO divorced..} that Tast saw b_ €L alive o Sept 15 1940
’E 6. (b) Name of husband or wife_ oo 8. (¢} Age of hushand or wife if || and that death occurred onlthe date and hour stated above. Duration
ura
o || —Sherman Caldwell. .. alive_ 45 years || Immediate canse of death
O || 7. sieen cate of docemses MY 25, 1910 _Peritonitis Ater. 3 das_
E] {Month) (Day} {Yaonr) .Pulmon&‘y Edama n
o 8. AGE: Years _ Months Days ¥ lese than one day e to.
Z 30 3 | 20|
3 I min ,
e | 9 Birthplace...~. sAtlanta -lexas il
. {City, town, or county) {State or forpign coantry)|
2 1l 10. Usuar occupation HONg@wife . £ ! hd condmommm@ Utert /zm/%a/&
o] g (Includa ha of death) oo
g 11 Industry or business. 5.......... PHYSICIAR
M findings: P
;_ E { 12 Name . WIlliam. *BF permsions _—
nderline
‘2 : 13. Bu’thnhr« . Maonroe ; 11 - - P i i Pulxn . Ed thh:ccggu;:;
— - (City, town, or roonty] (State or foreign country) . onar anm
S E { 14, Maiden name MBTY Wafaon - Ofautopsy..... P@ritonitis, e Fuould be
= !
Iy tistically,
= E 16. B:rr.hp!ace "" DQ?E&;%E‘E&{“M& Tg;’fﬂismml" couniry) 22, If death was due to extzrnal causcs,.fill in the following:
,t 16. (@) tafo t_._ (a) Accldent, suicide, er homidde (specify)
foed - ’ma'“ - -
& ) Address.—.. 2042 ante Ave.,[j.(» Daw of occurrence
oo 17. @ Removal (5} Date thereot 9 .9.,1]_9_&9_._ (&) Where did Injury occur? aTEppa— T S Py
. (Burinl, crematian, or remaval) {Month) "{Day) {Year} | (4) Did injury occur in or ehout bome, on farm, in industrial place, in public pleca?
T T {e) Place: burlal or cremation
18, (8) Signature of funernf direetor.. %) Means of Injury .. 2 . ——
(8) Address {
19 fS P 1 (M. D.'or other)______
- Sfp 181 Duve ermedQ/ 1674
{Licenned Embalmer®s Statermnony on Revarsa Sido}




T STATEMENT BY LICENSED EMBALMER

working under my personal supervision,

Licsised Embalmgf No

inney Ave.

P, 0. Address.. %

’

Note:
the above conuututes grounds for revocation of license.) 3

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

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI‘\'G. (Failure to comply wi




