DEPARTMENT OF COB:IL‘.[ER.C”B MAY P!ﬂ'lsig&! STATE BOARD OF HEALTH ‘
BUREAU OF THE CENSUS ‘ STANDARD CERTIFICATE OF DEATH State Fils No 1 2 6 8 1

159
Registration District No.,..........lg.1... Primary Registration District No._......._.._1..@.@.3 Regisirar's No. 3111

1. PLACE OF DEATH: o 2. USUAL RESIDENCE OF DECFASED: L& 6 {}
(@) Coumey ML 1 . al9
@ City of town St ,Eouls (o) State MILISOUL] ... (& County s | y
(lfo-mda clty or town limita, write “RURAL" ond namae of uwm;hxp) f k>
(¢) Name of hospital or institution: ) (& City or town St. Louls )
R - Qple S___H_Qﬂ_p_i_ ________ e {1f outeide city or town limite, write “RURAL"}
(If not in hosp write strest ber or lototion) -
(d) Length of stay: In hospital or institution__._..__a...huur b . (d) Street No... 4-1-4 Q. Enright -AYQ--‘ e e s
(Specily whether (If rural, give location}
In this community. 25 years
years, months or days) {¢) If {oreign born, how longin U. 8. A? Q Years.

MEDICAL CERTIFICATION

3. {a) PRINT
FULL NAME_Lillian__A_;___V_andar_bjgrg; --------------- 20, DATE OF DEATH: Month. 2 pr 11 day 4th.

3. () If veteran, 3. {¢) Soclal Secul’lt}' 194 1 hotir. 5220 minute PaM '

- - year.
RAME Wal. No
3 . i t I attended the deceazed from

5. Color or 6. (o} Single, widowed, m: oA 3 - 19?! to. ‘ ’_7_ ‘.... !. __ e _____ “Z - lD.QJ
1. se Fomale raoe_N._e.gr_Q dworoed_s_j.-.n nﬁ ; W "é.%...... » ££
6. (¥ Name of husband or wife....... .

e 6. (€} Age of husband or wife If || and that death occurred on tl&mom tated above. D
E wralion
o alive. =77 7 Immediate cause of death. QL ¢

( O, - | ¢ ] { —
7. Birth date of deceasod_ MET.CH._5tH ¢ 1885 || .o/ agaem w,/m,éz,@@(gag,_{, al )

{Month) {Day) (Year) .
8. AGE: Years Months Days If less than one day Due to,_f A IL. ) ._-__mggz_\mﬂ_,_. I
ob 29 | IO || T o1 ! § Dae to
ue 5
&l o, Binoiace, . ngfield _ . Tllinois/ | ‘ 7
¥, town, oF cmmty) {State or forefgn country} ~ &
10, Usual occupation 'I' eacher _ Otper comditions. oo —— aﬁ:’
11. Industry or business {*’ﬁ .ﬂﬁ PHYSIGAN
B { 12. Name Rector Vanderburg ] Major fndings: a s V m —
’ : Underline
S Uss, Bintbptace S_t..___ClaJ.I! GO IllinQiﬁ! A AR 71 77 Ml
PR eotmt Sea P e ir. which death
E 14. Maiden Ane ¢ || of autopey V) rhnuld'a:
'5{ 15. Blrthiplace Unavailable Kentucky £| tatieally,
-} ty, town, or county) (Suuw loreign country) 22, If death was due to external causes, fill in the following:
et (6) Accident, suicide, or homicide (specify)

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

16. (a) Informant_ﬁ
) Address......... 1611_...0_3111:1&1_&@41.@1&.&&1 (8 Date of occurrence

17. (3) . Eurial (5} Date ] 941 .|| @ Where did Injury occus? o
(B”I-] cremation. or removsl) \\ (M“‘b) (D} (Year l (&) Did injury occur in or about home( o;,f:r:'i'g f.ndnst.rfa.l plaa in Dﬂbl(lc pla)c:?
. {c) Place: burial or cremation... ¥ Al

18. (o) Signature of funeral director

- o . 'While at work?. (apodf" of injury......4 ;
@ Add"f“-———— 23. S G‘\rw M. Do other)
-— . grature of other,

o (“)(%g&%, > (agistrar’s sigpatare) - address 41058 Finney Avdnue Date G’!“‘-—l [8/41

(Licensed Embalmer’s Statement on Roverse Side)
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' TTTT 4., Jl-7 . STATEMENT BY LICENSED -EMBALMER"- LI LRI

1 hereby certify that the body whose name'is récorded on 'tghe rev (gj:%thm certlﬁcate was embalmed by me, or by s
James._ A.. Jdohnson. . _ .

working under my personal supervision,

Lty - St .
¥ ] . Ll A

Finney A4 I —

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in'his OWN HANDWRITING . (Fallure to comply wit
the above constltutes grounds for revocation of license. ) .- S
If thl.s body is not embnlmed, fact should be so stated a.bove.
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