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

DEPARTMENT OF COMMERCE

D E eu?golrfgai?nsus
Registration District NO.MM._

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primaty Registration District No._%L—

State File No.

319409

Registrar's No.__éﬂ.a..—_

1. PLACE OF DEATH:

(¢} Cotnty ... Dt Louis
) City or town.._dJ@LLerson Barracks
(If outaide city or town Limits, write "RURAL™ and name of township)

2. USUAL RESIDENCE OF DECEASED:

() State Missourl (®) County

(&) Cityor town..otas_ Louls

(¢) Name of hospital or institution: (I outaide city or town limits, write "RURAL™) /
Vaterans' Administration Fecility. ../l .| sweetno.....29086 Franklin Avenue Ve
{[f not in bospital or lnstitution, writa strest number or lncutmn) (Lf rural, give location)
(d) Length of stay: In hospital or Institution. Admitted gn/:dlfﬁjhélh%r— @ © of forei tryd ‘ v No)
Y w 0 itizen oreign country = es of No|
In this community. Since 6/13/41 -
yoars, months or deys) if yes, name country e
MEDICAL CERTIFICATION
3. {a} PRINT Willi
FULL NAME em F, Powell
20. DATE OF DEATH: Month..R8¢ember  dy._ . 10th
3. (b) If veteran, 3. {¢) Social Security 1941 N 3. - P,
ou. hd ming
same war........ WOR 1D No.__lUnknown .. year - e
- 21. T hereby certify that I attended the deceased from.__June
4‘, 5. Color ot Jlo. (@) Single. widowed, married, || 13th 19.41. 1o__Decemher 10th. 1s_4)
4. Sex rce Colora divorced . Widowad 70 11w awn_ iMaiveon.. Dacember 10th . .190.41
6. (8) Name of husband or Wife_ ... 6. (¢} Age of husband or wife it || and that death occurred on the date and hour stated above. Durstion

allve. . Years
7. Birth date of deceased... JAOMALY. 12 183
(MontB) {Duy) {Yoar)

Immediate cause of death CAreinoma, right ...
mandible, with metastasis to..—
cervical, sublingual snd sub=

Days If less than one day

28 - h .=

B. AGE: Years Months

50 10

min

" (b) Add

/)

St. Louis,Mo,
(State or foreign country) Jj

(City, town, or county)
WPA ¥orker

9, Birthplace

tion

10. Usual occup

11. Industry or business

Tennesse e/
(State or toreign country)

Ay

ouew maXIllary glandBa. o e

H -Due o )

Oriferemlivioee ==

(lnelude pregoancy within 3 months of deatb) J§

Major findings:

PRYSICIAN

Of operations

None

Underline
the cause to
which death
should be

Of autopsy.

Bla-
tistically.

E{:z Name. 1588c Powell
E 13. Birthplace

11

&

S

town, wnnly)
14. Maiden namr__.iflj- ..............
5. Birthplace. 35 4

c) é(lcny.

S p—

_Missouri /2.

T (State or foralgn country)

16. (s) Informant_ ..

-Clinical Clerk, Brks., Mog
() Date thereof LA ] 319 %)

(Moath} {(Duy) (Ytll')

17. {a)

18. () Signature of funeral

. P gEe A et

{Data receivad local recistrer)

-4 . f"] {Registrar's signature)

22. 1f death was due to external causes, fill in the following:
Accident, suicide, or homicide (specify) -

Date of occurrence.

(¢) Where did injury occur? -
(City o town)

L

(Coanty) (State)
Did injury occur in orabout honzn farm, in industrial place in public place?

pecily type of place)
(e) Men.nn of ln;ury..

o dTe M

[

Add

.D.orother)............

hief Medicel Officer _ . pue med_lz,ém/

(Licensed Embalmér's

]

tatement on Roverse Side)
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STATEMENT BY LICENSED EMBALMER
< o .- r- o
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
eeaerens e men e e e , Registered Apprentice Nn -

& o working under my personal supervision. . L i 4 -
. ri P ' .
. v . . .
’ - Signed ' ! M- ; A

) - L Lu:enﬁ/énbalmer No Q/ ? _//J,
- 'Pf:)Acldress@7'é[éf/ﬁwﬁZ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leu.re te comply wi
the above constitutes grounds for revocation of license.) . PR

If this body is not embalmed, fact should be so stated above. o




