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/ g a I. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: CoL
(s} County. . - N s 4 7
7 § () City or town St. Louis * || @ staeMissouri @ County. - /,
. (i “RUHRAL" wrship, . -
g +, {¢) Name of hos, tar]n;’;fx‘:;tg, wg‘m thmita, wrlte H o nama afto ) {c) Clty or town St. Louis ‘,q__ ’Z /
= u a_ mers hillips- Hospital ‘ {If outside ity or town limits, writs “RUBAL")
i {If oot in boapital or inatitution, writs street number or_location)
E (d) Length of stay: In hespital or Enstitution 14 Days (d) Street No. 811 A. No, Jefferson
Y 0 (Specify whether . . (Ifrural, give location) 0
< In this community. 1l Yr,
. 5 years, months or days) - (¢) -If foreign born, how long In U. S. A.7_ years.
2 || 3. @ erINT  Anderson James P, Chandler : MEDICAL CERTIFICATION
FULLNAME Ceet . July 19
- 20. DATE OF DEATH; Month day
: e 3. (b) If veteran, 3. (e} Social Security year__ 1941 s 12 e, 20 By
| name war. Ha - Noiln J ul 7
‘ < |l } 21. T hereby certify that I attended !:i dmﬁnm 15 3 7
-, 5. Color or 6. (a) Single, widowed, married, || 1941 1o Y 19. 54,
V Sex.... HBIES | _Colored | A 4. Jidowed hat 11astsaw I _giveon_ JULY 19 AR
E 6. (8} Name of hushand or wife........___. 6. () Age of husband or wife If and that death occurred on the date and hour stated above. ' Dursation
a 1 Yot Known - all years || Immediate cause of death t53eTin]
< || 7 Birth date of deceased ERot EKnown Cerebral Arter:.os clerfosis with ndefini
= (Moot T D (Year) Hemiplegia ; ‘
tj 8 AGE: Years Months Days I lesa than one day “ Due t%”’f‘;/é/&%a’ W
Z “About 5.3 ALt o bk Loz <
=] [N 1 | SRR < 14 -
: ) Due to
. 9,. Birthplace........-. - .. . . .- .
E v %M or m.nf.y) {State or foreign country} -~
1 . i . "Oth ditions. g' %
% 10, Usnal occupation : . | (lm:w:nlm TS Tt of deniy M E
3= || 11. Industry or business. ' PHYSICIAN
| [ = Not Known Miajor Aindings: - ¥ E J
- E{ 12. Name. x Of operationa f g Un‘dﬂ-um
z = L1a Birthplace . eaa . 1 the cause to
(Ctty, & county), . {State or forelgn country) Of aut L :vll:f:ct?lddﬂt:h
j E 14, Maiden nam oW v . e
- '8{ IS. Birthplace 1115 | tistically.
E = : v (Cl * iz - {Stats or foreign country) 22. If death was due to external causes, fill in the following:
= || 6 @ InfomL Y'é%?re B oWR " ¥ . (s} Accident, sulcide, ar homicide (specily)
. @, T IaY )Dm.hm:, Y () Where did injury occur?.: iy e o -
. or W,
} " (Burlsl, cramation, e remaval) Tre enwoo d (Month) (Day) (Year) (d) Did injury occur in or about home, o8 farm, in ind p!s;e in publ[c M?
(c) Plam bu:ia! of eremation Y
18. (o) Signature of funeral dkeczor__.A,,_.L,.M_Und_Co_.___.._ " While at wor (Specity g)" °'“!'°')°f tnjury.
{b) Address... 2 5 -t f oD
. Signa 4 otothql’
1 “’(E.‘&L.Ll.'lmhulmkw) Address 26 01 L { WZEZ Date 72171’1
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STATEMENT BY LICENSED EMBALMER -
s

| hereby certify that the body whose name is reoorded on the reverse side of thls certificate was embalmed by me, or by....

Registered ﬂpprentlce No

.. working under my personal supervision. ) l ’p
. : S:gne 4 mt 2( _ ___ i _ M

T . .-:'\, . t A Licensed Embalmer No 4‘ 2 2\ / ”
; - o o POAdmm-Q:G#?@

The ahove MUST BE SIGN'ED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl

Note:

the above constltutes grounds for revocation of license.)
If this body is not emhalmed, fact should be so stated above.




