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1. PLACE OF DEATH:

(g}
5
(e}

County.

City or town, 2t. Louis

Name of hosmtal r inatitu

{If outside city or town limits, writs *RURAL" and name of l.owmhip)/

Homer Q. Hﬁ'}lips Hespital

¢

In

(If oot in hoapital or institution, writs atreet number or location)

Length of stay: In hospital or fastitution

1 night

this community. Life

(Specily whether

yeara, months or days)

2. USUAL RESIDENCE OF DECEASED;

() state Misseuri &) coony
(e} Clty or town 8t. Loui B8
{If outside city or towp limita, write "RURAL")

(Q) Street No 634 Athlens Ave.

{If rural, give location}

3. (a) PRINT
;-‘a[)JLL NAME Zuth Ann

Gresn

3. (&) If veteran, ———— 3. (¢) SgrialSecyrity
name war. No, ===
5, Color or 6, (a) Single, w'idowed,]-marrieé.
4. Sex Fem race. Gel: divorced______._}.l.i__"_ —

"-6 -(b) Nume of husband or wife.............

eres 8a () Age of husband or wife If

—r——

WRITE PLAINLY—USE UNFADING 'BlL‘ACK INKE—MAKE A PERMANENT RECORD

. (Bnrhl.c;lml.ion or removal)
(¢) Place: burial or crematio:

. (a) ﬁgn_ature of funerat

(b) Ad

toceived local registrar)

el - _—'-_ ——— atlve oo yEQTE
| 2 Blr?hdm of d d August 28,-19837
Lot ~ (Month) (Day) { Yoar)
B, AGE: Yeara Months Days if less than one day
i 3 ’1' ‘18 hr, tnin.
9. Birthplace 8% . Liouln- Misseuri v
(City, town, or county) (Stats or forelgn WW‘?)
10. Usua! occupation Child :
11, Industry or business D
g 12, Name gan Saunders
2 L 1a. Birthplace Illinois
. {City, town, or coanty) (State or fareign coantry)
a 14. Malden name_E B! .
'6{ 15. Birthplace Missouri
= {City, town, or ¢county) (State or forwign cotmiry)
16. (a) Informant__- EBLhEr Green
® Addma._____‘i?&_ﬁhhm Aye
17. (& Burial s (3 Date thereof. 10/21/40

jreen

(Month} (Day) (Year)
Gem-

(¢} If forefgn born, how long in U. S. A.? Yyears.
; MEDICAL TIFICATION

20. DATE OF DEATH: Mont & ey day. / é L

Year, hour. II 5— minute. ﬁ M.
21. 1 hereby certify that I attended the d d from

19, to. 19 ;
thatIlastsawh alive on. . 19 ...;
and that death occurred on the date and hour stated above.
Duralion

Other conditions, I

{Inclnde pregoancy !m.hmrw IV denth} ’ M ——
i PHYSICIAN

Maigfr linding'a fy. ——

operations -

' N B Underline
M the canse to
) T |which death
Of autopey. ot should be
. |charged sta-

22. If death was due to external causes, fill in the following: T
{s) Accdent, suicide, or homidde (specify) 3 :

(b} Date of oocurrence
(¢} Where did Injury occur?.

(City or town) 1ata)
(d) Did injury occur in or about home, on farm, in industrinl p!aoe. in pnhllc place?

(M.D.or nther)

2

(Licensed Embalmer’s Statement on Reverio Side),




:F
STATEMENT nYi LICENSED EMBALMER

L] - . e -

.

P, O. Add:esass/ 7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in. h.m»OWN HANDWB]T]NG. (F:nlure to comply
the above .constitutes grounds for revocanon of license.) ! : \* e Don ,—v—’i}—

b1l thls body is not embalmed fuct should be so stated algove.

.
.-




