T RECORD

I==Uol UNFADIGNG DLAWN LINKR-——MAKLE A FERNAINE
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.

TP 1 X

DEPARTMENT OF COMMERCE

BUREAU OF THE Cl'.xs\? 9 ﬂ

Registration Distriet No.

MISSOURI STATE BOARD OF HEALTH
STANDARD CERTIFICAT!E QF (DEATH

Primary Registratlon District N

Btals ﬂbNo__g.ﬁ%_&_
3244

Repistrar’s No.

1. PLACE OF DEATH:

(a) County. 1: 194@
(8) City or tow Saint Tou M

(If outaide city or town limits, write "RURAL" and neme of township)
(¢) Name of hospital or institution:

Seint ILouls ¥Maternity Hospital )
{If not in hoapital or institution, write street number or location)

(d) Length of stay: In hospital or institution

{Spocily whether
In this community.

2. USUAL RESIDENCE OF DECEASED:

@ sateiiggouri . @ County "
(& City or town Bréntwood: s, /4
5 {If outaide city or town limits, wrlts “RURAL") \

(d) Street No. 8616 Fulalie Avenue

(It roral, give locotion)

15 Birtnpleee_B€Nton, Illinois

23, If death was due to external cautes, fill in the lollowing:

years, months or days) {£) If foreign born, howlong In TJ. 8. A.YT. Yeara.
MEDICAL CERTIFICATION
8. (a) PBIN’I‘ I -
nfent Boy Short .
T TR 20, DATE OF DEATH: MomnNQVOmbET 20y 10
) vereran, l(; ¥ year 1 940 hour, mh-mt)lo Ap M.
n o.
ik 21. T hereby certify that I attended the deceased lmm__QQ_t.Qbﬁ.r._z_B.,
. Golor or 6. (a) Single, widowed, marrled, || 4220 P . Ma 140 wNovember. 10 140
eeex_Maole | meWhite divorced oo || that T last saw b LI slive on NO V&M ! L1440 ;
8. (3) Name of husband or wife... 8. (¢) Ago of busband or wife if |} and that death occurred on the date and bour stated above. Durati
alive. . years[] Immediate capse of desth
7 Bicth date of decessed_ OCTODET 28, 1940 |l IS ke )
{Month) {Day) {Yoar) %f 4 _ e P o
8. AGE: Years Months Days If less than one day Due to / ” :f"‘l
o 1f
12deys nt o
v, i LT 0wl
9. Birthplace._ 08 INL L 41 . & //'\ (
(City. town, ar county) (Btate or forslgn coumtry) ’
" ~ Other conditions. g J
10. Usual oceupation Tr {Include pregoancy within 3 mouths of death) / ﬁ |
11. Industry or business - g PHYSICIAN
E 12. Name. D0ONA14 Edwin Short £ M e e i Coderting
: 18. Birthplace Saint Louis 3 I\’!iSSOU.I 1 ';!;m:g
Fl"g‘ .toven.c y) Stata or, foreign country) Of aut :ll:ouelf be
il "ta-
E{u Matden name _FTANCES - NEOMI S&in St
A

(City, town, or county)} (Stats or foreign country}

18. (a) Informant’s own signature St. Loui MLQM
(5) Address 630 So. Kings
17. (o) _ﬁ.am_L_____ (@) Dats thereot.. 2.1 = /4 - v d )

(Barial, cramation, or remavai) (Month) (Day) (Year)

(c) Place: burial or cremation S 7 < AJA

18. (a} Signature of funeral weam_Af&MKL’ER—_’: While st work? P Sl g in!wy......._......................__.
() Addrems 23, Signatore A‘-’/ W (M. D. or otherM«

19. (a) \/ 1y
{Dut» v Ad Date tgned... L7 7747,

{a) Accident, suiride, or homicide (specity).
(b} Date of
(¢) Where did Injury occur?

(Cley } {Coanty) (State
{d} Did injury oecur in or sbout home, on fum. n industrial place, In publ!c pl.au'r

(Licensod Embalmer’s Statement on Reverse Side)




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

working under my personal supervision. 2 %

Licensed Embaliger

Regwtere Apprent:ce No

P, O, Address.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALNIER in his OWN HANDWRImG (Failure to comply with

the above constitutes grounds for revocation of license.)

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




