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DEPARTMENT OF COMMERCE"

MISSOURI STATE BOARD OF HEALTH

BU m@ THE CB\SI b 1m STANDARD CERTIFICATE OF D66T§ State File No......4341 .............

Registration District No. j._. 1 anary Registration District No

L4
Registrar’s No 132 ‘3

i. PLACE OF DEATH:
(a) County

(M) City or r.own.........s.:t.:.....l:‘..ﬂ.ll.is

(I outtaide city or towa limits, write "RURAL"

(¢) Name of hospital or institution:

EnronteChothe Gity Hosni

taj 7{

and ema of township)

{If not in hospita! or institation, writd street nuﬁ"beior locallog)’

() Length of stay: In hospital or institution

Months

(Bpocify whather

In this community.
yesrs, toonthes or days)

2, USUAL RESIDENCE OF DECEASED: a D a
(a) State Missouri () County.....coe...c i

(e) Cityortownst' Louis //W

{1f nutside city or towa limits, write “RURAL") ?

() Street No...1909.Edwards

w rarel, givo location}
o

Pray. =={Yec8 or No)

{e,

3. (a) PRINT
FULL NAME ....Ep&nk....s.‘.g'e.x
3. (b If veteran, 3. {c) Social S 77
smime war...__ Mg . f" 15724
/ 5. Coloror 5. (o) Single, widowed, married,
4. Sex L{ale:" \_) race. White H /’divorced.__Mﬁr.niB.d....

6. (b) Name'df husband or wife...

e 6.4(¢) Age of husband or wife il
Const émce Fox afive. 28

MEMEAL CERTIFIGATION

20. DATE OF DEATH: Month._. . FODAL1) . day_ 1.2

year. 1 942 hour. .._/g .:...minute_.........%_M.
21, 1 hereby certify that I attended the deceased from
19 19, s

that I fast saw h. alive on /0&/’ // - 19%‘

and that death occurred on the date and hour stated abovc
Duration
iate cayse of death..... 2 7

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

..¥ears

7. Birth date of dec d OCtlzoa 1914’ _____________________

. {Month) {Duy) (Year)
8. AGE: Years Months Days If less than one day
27 3 17
hr. min.
9. Birthplaca_v S‘Bd,ﬂﬁliﬂ. MO » ; i /1))
= (Civy. tnwn or county, State or foreign country) (f"—
10. Usual occupation. ¢ lerk Other conditions. " o
- {Inclode pregraney within 3 months; }l death) ‘qﬂ"f . —
11. Industry or business. ﬁ'{ " 4. | PHYSICIAN
= . h] Maijor findings: j o
& 12. Name Frank Fox i ajor findings: J P e
= T ’ | -, | Underline
2 | 13. Birthp! énn the cause to
= f,Cil.y town, oa {Suata or foreign country) of ‘:h Oclllll dﬁhe
== 5 autopsy.
i3 ( 14. Maiden name... mo b"" ;—h-}- charged sta-
m{ M o [) Listically.
§ 15. Birthplace T :un“) St o o oot 22. If death waa due to external causes, fill in the following:
1. (&) Informant (" S, F* m’; . (8) Accident, suicide, or homicide (specify)
N a, el A g %
{b) Adﬁﬁ&g 190 wardss™ r (b} Date of occurrence
1mY Fev 1471942 w id inj
here did injury occur?

17. (@) ‘ - (b} Date thereof () Where did fnjury {City ar towa) (Comsty) {Btate)

(Borial, cremation, or removal)

Mo

{c) Place: burial muemadon.ws

{Montb} (Day) (Year)

o

18. (o) Signature of funeral director,

(&) Addrnu 041 Delmar
w0 B0 1L mAQ ® -

(Date received local rexistrarT™

(d) Did injury occur in or about home, on farm, in industrial place in public place?

{Epecify type of place)
Mperrmyof § mJury, O

. D, or other)
~Date signed?

g




171 | Y
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by oo

, Registered App{.entice No ,

working under my personal supervision.

Licensed Embatmer Nojggﬂ .................................

* P.O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

i

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




