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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

“DEPARTMEJ‘!”(EB CQI\EI\EE]:%% 19[!.?

Byrray o Tue CENSUS

Registration District No.............. 7 _g..1,

- ‘_’i"}
State File No....... (l u 6_0
Regisirar's Now........... 24.?0

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF %ATH

Primary Registration District Nowo. oo 2o

1. PLACE OF DEATH:
(a) County.

St.. Louis

{1f outaide city or town limits, write “RURAL' aod name of township)

(¢} Name of hospital or institution:
_Homer G. Hospital £ e

{if notin Im-mm] or institution, write streat number or location)

(dy Length of stay: 8 days ..o
(Specify whether

(8) :City or town

in hospital or institution 3

&6 years

In this community.

2. USUAL RESIDENCE OF DECEASED:

(a) State. Misgsouri (&) County. ¢y 0 02’
St. Louis /7

(If ontside city or town limits, write "BURAL"J}s

.2735..a.Sheridan...

{Ifrural, m\'g lpcation)

(¢} Cityortown

(d) Street No...

years, months or duys) (¢} If foreign born, how long in U. 8. A.?, years.
MEDICAL CERTIFICATION
3. {a) PRINT .. And H
FULL NAME erson Holmes -~
v 20. DATE OF DEATH) Momn MATCh 12 = 13th
3. (5 If veteran, 3. (£) Social Security M

name war No.

6. {a) Single, widowed, married,

A

vear. 1941 . _bour__ MO34S  minute . A
21. I hereby certify that I attended the d d from :

.Fabruary 23, 19 Al March 13, . BTy N

divo B s that Ilast sawh._ 1 M. alive on. Mﬂl‘.ﬂh_ll,......................H....7 ...... 19.1.1;
6. (8) e of hygband or 2 e 6. {€) Age of husband or wife if || and that death occurred on the date and hour stated above.
%n E y\ Duration
- 3 r{| [mmediate cause of death
7. Birth date o 5; J3'|| __Aortic Apeurysm Indef.
(Month) (ay) (Yoar) 2 A F i
: vi {1
8. AGE; Years Montha gDays If less than one day Due % . j £
3 7 ‘3 7 hr, min caﬁ’
7 / — Due to 2 }
9‘ Blrthnlnm .__..“%‘_aw.-m.."m . J
T (Cuuﬁfé ﬁntﬂ (Stath or forelgn country) =
QOther conditions.
10. Usual occupation . {Include pregnoncy within 3 months of death) —
11. Industry or business_,a o I PHYSICIAN
M di H R
& 12, Name....oe W ﬁ( ajc‘))i! o;er:g:n- s f/ x
: T P‘.’ - Underline
s L13. Birthplace 31&3%“:8
¥, towi t Stato oF [oreisn wuntry) ea! -
E{ 14, Maiden nnm--fy ’ '( % 6 L) ﬁ 9) Of aytopsy. llhc;::cjt}ls‘t):-
- Az20uU 22 ' Laticlly:
= 15. Birthplace .. Clt.;:' W, Caro0 “‘,)0 . w l'omsn ,,u,,u,) 22. If death was due to external causes, fill in the following:
16. (a} Informant flq/ (s} Accident, suicide, or homicide (specify)
® Addm:-..@Sf __ i . (B} Date of occurrence -
¢) Where did Injury 2
17. (@ RBarad. . (&) Date thereot _/ \ id Injury occur Gty o v P T

{Baurial, cremation, -crrmvnl)

(<) Place: burial or cremation -
18, (o) Signature of f director_
" )
(& Addreaa_._i .,#5‘2

v o 10 100),

{#). Did injury occur in or about home, on farm, In industrial place, in public place?

oo s 31341

(Licensed Embalmer’s Statement on Reverse Side)

i o
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Note: The above MUST BE SIGNED BY THE LICENSI]D EMBALMER in his OWN H.ANDWRIT]NG (leure to comply wit
the ahove constltutes grou.nds for revocatlon of license. ) - =

If thls body is not embalmed fact should be g0. stated above C _—
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