. No. 2
~4-.13-40
5-17-39
*1 X231%9

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

DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH -3 O‘
State File No._* U 5 7

““AUA"bET" 8 1949 STANDARD CERTIFICATE OF DEATH

Registration District J _9 1_ S Primary Registration District N] 0 03__.._, Registrar's No._.___’_;tgflinz

t. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:
(a) County. B .
H Missouri S
@ City or town_..._ob Louis (e) State (% Coust
{If outadde city or town Limils, write “RIURAL™ and nams of townghip) . // ?
(<) Name of hospital or institution: () Cityor town S5t Louis
Homer. G . Phillins Hospnital (1f outside city or town limits, write “RURAL")
(11 not in hospital or atitution, write atreet humber or location) ur
*(d} Length of stay: In hoapital or insﬂtuﬁomm»l.mz_..gﬁﬁm..w (@) Street No 4310 Viest %lle
L 3 f 0 {Specily whether (1f rura), give location)
In this community. 1ie ’0
years, montha or days) ! (€) If foreign bom, howlongio U. 8 AT Years.
3. (&) PRINT Wilford Cloyd MEDICAL CERTIFICATION
FULLNAME . g t 9
20. DATE OF DEATH: Month....2€D day.
3. () If veteran, 3. (5) Soclal Security 1941 2 P
name war, ———— an*f -0 7~ (/A ol year. 94 hour. 30 minute M.
= 21, I hereby certify that I attended the deceased from.
_ 0{)’ A. Color or 6. (o) Single, widowed, married, || July 22 1wkl September 9 Al
AT | ool | ) avorcoa 200025 ||t thent s b LD allven September 5 - AL
6. () Name of husband or wife. 6. (c) Age of husband or wife if [] and that death occurred on the date and hour stated above.
Duration
alive A vears|| Tmmediate cause of death : —
7. Birth date of decensed Yt _3p 1847 | Pulmonary Tuberculosis \ 'rob 2 years
{Month) ) (Year) L
| 4 - " F }
8. AGE: Years Montha Days If less than one day Due to. by
¢‘f 2’ 7 I;r min A{ : Eﬂ
r . - Due to. \ ; ,SI “
5. Brtvptace T2eolirex K T0UDA o 0 || \ 3
- City. town, or county) (State or forelgo conmtry) = * ‘ * u
v y Oth nditio
10, Usuat mmuonm_%&d&ﬁ_. e e
11. Industry or business ﬂ PHYSICIAN
o Major findings: 3 —_—
gt Of operations.—— TR ' Undeline
. . 1
; W the cause to
¢ jwhich death
el Of autopey. should be
ﬁ charged sta-
S tistically.
= 22. If death was due to external causes, fill in the following:
* (o) Accident, sulcide, or homidde (apecify)

z-L\_ &), Addien "% 3 1 O W%_M_ L () Date of occurrence

(¢) Where did injury occur?

17. {CIty or towp) Coxmty) (State)
(d) Did injury occur in or about home, on farm, in ind place, in public place?
(c) Phce budnl or cremllo
(Specify type of place)

(e} M of injury.

(M.D. orouzﬁ)‘ﬂ‘*l

Date dgned..___.._......

18. {a) Signature of funeral director, : While at ﬁ?
23. Signatore

{b) Address 3/ e ]
. s masgradlasas
Addresa 626

[
19. ()
¢ (Qa—.:l%ni%ﬁm @

(Licensed Embalmer’s Statement on B.veuc Side) v




e m o — —— B

- T . . ‘ ' STATEMENT BY LICENSED EMBALMER - L

i I-hereby certify that the body whose name'is recordt;,d on the reverse side of this certificate was embalmed by me,

Reg1stered Apprentice No....

j’/'/*ﬂ%_m/k,

- working under my personal supervision, .

e

P. O. Address 27[7

Note:. The nbove I\IUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA.NDWRITIVG (Ftulu.re to comply wi
the above constitutes grounds for revocatmn of hoense )

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




