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1. PLACE OF DEATH:

{a) County.
St Louis

(Houl.lidu city or town limits, writs "RURAL' and name of townahip)
(¢} Name of hospita! or institution: /)

Homer G Fhillips

(1f not in hoapital or [ostitotion, writa streot number or location)}
(d) Length of stay: In hespital or institution days

(9pecify whother
15-years

(&) City or town

In this community._

2. USUAL RESIDENCE OF DECEASED: .
(b} County. () Od
St Louis Yo

(If outside city or town lmits, write "NUJRAL")=

170 Marion St
(1f rural, give location) 0

(@ Stte Missouri

{¢) City or town

{d) Street No.

years, months or days) {¢) If forelgn born, how long in U. 8, A.Z. years,
MEDICAL CERTIFICATION
3. PRINT
R NAME Cora. . Johnson, June 15
20, DATE OF DEATH: Month day.
3. (b 1f veteran, 3- @ Security year._...._l.%l__._.__hour .l.li.lh.__minu:e.._...._....._.._P...M.

name war. No.

21. I hereby certify that I attended the deceased from

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

5. Color or 6. (a) Single, widowed, marr{ccl:l. June 13 19 lu_ to...,___l'.une__ J\5——- _____ » 19_.11-“:,';
4. Sex.__E__.__..:_.?_._‘ %Ww divorced that Ilasteaw h Q I: alive on June l 5 : 19___.11'91
6. (b) Name &xbaud orwdfe 6. () Age of husband or wife if || and that death occurred on the date and hour stated above. Durars
ion
aﬂve._mw..ym immediate cause of death “ra
7. Birth date of deceased........ s It Ertbuna- (887 | -Arteriesclerotic Heart Disease a 8.years
-+ {Month) {Dny) (Year) u }
8. AGE: Years Montks | Days Ii less than one day Due to 31'»'\* . 4
SHK | cpentf Lrropr ' » K
ht. min, i =
g- 2 : Z . o Due to. ¥ Y S
9. Birthplace......] o & o rn-r1 - J .Jf ‘i‘?’
.- {City, town, or county) -, {State or foreign conntry) {V F !-!
Usnal i Other conditiona A
10 Usual cocupatio {Inctud within 3 months of dexth) [ “f e
11. Industry or business. ~ . X g.{,r PHYSICIAN
E{ R {MA."W’,/" : M Sperations i _f .SW‘ Underli
=t | 13, Birthplace WW /4 \ - the catise to
B (Clty. tawa, or eomnty) {Btats or forelgn couatry) g which death
& ( 14. Maiden name =22y sttt Of autopey ahould be
ﬁ ¥ charged sta-
S ) 15. Birthplace At Lt f - tistically.
= {City, town, or county) (Statoar forelgn country) 22. If death was due to external causes, fill in the following:
16. (o) xnfunmnt_m__;ﬁéﬁf&@a.___ {a) Accldent, suicide, or homiclde (speclfy)
® Addreu__l_.;_y_a_ (® Date of occurrence
l
17. (@) (5 Date w {¢) Where did Injury occur?. purp rom— o

{Burial, eremation, or m:noru.l)
(¢} Place: buriaj or cremat!u

18. (s) Signature of funeral dirm_aaﬂl_ﬁdddlz___

(Monsb) (Dly) {Year)

[ to)
(d) Didinjury occtir in or about home, on fn.rm in ind place, in puth place?

Wkile at wo

23, Signature

Address Cl N whittier

(Licensed Embalmer’s Statement ots Roverse Side)
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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 embaimed by me, or by

, Registered Apprentlce No

- working under my personal supervision.

Licensed Embalmer No J/C?r l/ ’Z/
P. 0. Address Qé%k %M@»

‘Note: The above MUST BE SIGNED BY THE LICENSED EMBALN[ER in his OWN HANDWRITING . (Failure to coriiply wit]
the above constitutes grounds for revocation of license. )
If this body is not emhalmed, fact should be 80 stated above. N




