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1. PLACE OF DEATH; . . / bUSUJ\L RESIDENCE OF DECEASED;
2l @ Cousy Missouri
S | @ city or town 8t Louls. . (o) State. () County.
=t (o N fh g;liunl.iida‘ﬂtyda town limits, write “RURAL" and noms of township) at L 5 I
c) Name of hospital or institution: . {c) Cit o ! ol 8
: Phillipa Hospital 9. Clty or toom {IT outaide city or town limite, write "RURALS) .
Z {If not in hospital or lostitution, write strect ‘number or Ioenuon) Q 1
g (d) Length of stay: In hospital or lnst[luﬂon___..__.__l.3 d.& {d) Street No. 351 Laclede - -
. . (Specify whother (If raral, give lecation)
:5, In this community. 2 l-‘) yr 8
é years, months or days) - -, {¢) Ii foreign born, how long in U. 8. A.? years.
& {f 3 (@ PRINT MEDICAL CERTIFICATION
2 FULLNAME Geartrude Porter ;
< 20. DATE OF DEATH: MomthNOVEmMber: dy 27
§ 3. (B) If veteran, Hil 3. w%w-t§4gl year. ; 1940 hour. . 20 minute Pu. -
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- . (Cie or county) (State o forelgn coustry) i jwhich death
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&
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- (Burlal, remation, or removal} (M“‘h) (B‘e) (Y"') () Did injury occur in or about home, on l'a.rm. In lndmu—ial place, ln pubﬂc place?
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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.... ...l

! L ) . Registered Apprentice No

working under my perécig;a_l supervision.®

.- - . . P
. ’ - - e

e - ] d - . "P.O. Addres.l.&?/? o S Al M2
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply w
the above constitutes grounds for revocat:on of license.) = - - . :

If this- body is not embalmed, fact should be so stated above.




