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

DEPARTMENT OF COMMERCE
Bureau oF THE CENSUS

FILED MAR 17 1942791

Registration District No...,

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Prima.r;r‘ Reglstration, Digtrct N o._....._.._._,.....l.Q 0 \-S

sorene 5142
1685

Registrar's No,

1. PLACE OF DEATH:

{a} County -
@) City or town...._O0s_Louis, 1o,
{If outside city or town limits, write "RURAL" and name of township)
{¢) Name of hospital or institution: 0
Homer Phillips Hospital

{If oot in hospital or iostitution, writs street qmlaaw locntion)
{#) Length of stay: In hospital ot institution

7. USUAL RESIDENCE OF DECEASED:

(@) State I:L!J.ssourn.L e ) County /j o0 0
{¢) Cityortown St. ouls’ ) /7
If idy «ity or town limita, writs "RURAL", B
@ St 43308 KTHINS J
{If rural, give location) U

{Bpocity whatber || (¢) Citizen of foreign country?...... O (Yes or No)
In this communit; 4 years
Years, months or dyuyu) if yes, name country
3. (&) PRINT Ethel ‘WilSOn MEDICAL CERTIFICATION
;'U:“:; I‘:‘M:E """" 3 0 Social Securic 20. DATE OF DEATH: Montn__f SPLUATY day 20,
. veteran, 3 urdty
name war - No. - (1 ..41._9_42____h0u.r..___.....__._.l0 minute3o P M.
- 21. I hereby certify that I attended the deceased from Fe br uary 11
7~ [35. Color or 6. (o), Single, widowed, married. .. February 20, 19h2.
4 Sﬁl—FemElQ,:_ rm:al‘legrﬂ / aworced_Married that I last saw h.. 2L, alive on_. FE DL .__2Q, - 19 42
6. (b) Name of husband or wife..._... 6. (¢} Age of husband or wife it || and that death occurred on the date and hour stated above Duration
rait
....... Samuel Wilson .. e...D% _ vears]| Immediate cause of death
7. Bisth date of deceased.. Unavail shle. abt «1898 [ Hypertension Unknown
Mouth (Your) Acauired Syphilis
8. AGE: Years Months Days If less than one day Due to..— .
i
ab ou t 4: 4 hr., niin I s [ [
Due to .| Vi
o. Birthplace Cakridge Missouril LA
{City, town, or sounty) (Stats or foreign country) P }7 . N
. Oth ditions. .
10. Usnal occupation Housewife (liu:;:;:nm‘mm, '“Hn@;“‘. ~oerr s
'121. Industry or busineas v fsi PHYSICIAN
g 12, Name MO s6s Hal l - ajor OI;Q:':TEI?:HI : UTH
aderline
2L 1s. Birtbptace...... .akz:iglgem.m. .. .Missourit AN the cauee to
= VIHETE “HBwe1] (e broiem conatra) Of autopsy. 2 Shodld be
g{ 14. Maiden name =) we A P72 flha'.{geﬁl sta-
stically.
§ 15. Birthplace........ Q c%}(g}mgt%“m (ﬁa‘ﬁ%‘l&‘“} ~*1| 22, If death was due to external causes, fill in the following:
16, () Informant Oma Lenn orx {a) Accident, suicide, or homicide (specify)}
® s 4558 Garfleld Ave, (®) Date of occurrence
17. () . e OOV B.l (8) Date thereof._2m24=1942 || Where did Injury occur? {City or towa) {Connty) {Statey

(Bnnn] cremation, or remgvel) {Mouth) (Day) {Year)

{¢) Place: burial or mmauun__Q.ﬁKI:i_de.,Miﬂ_ﬂ.OJAI:L.._
18. (a) Signature of funeral director.. Chaﬁ .. J Gat 3
®) Address......... 2107 F1 jrxe.‘r Ave.St.Lou

o 0 b ER24 1009

{Hegistrar's signa

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

(Specify typo of placs)
(e) Means of injury...

{Liconsed Embalmer's Statement on Reverse Side) '

= (_ﬂ

ki

P wepy B,
IR



STATEMENT BY LICENSED EMBALMER

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

Jamas A . JohnSOoN o, iste Appreatice No

working under my personal supervision.

¢ P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBAL]\IER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.) *

If this body Is not emhalmed, fact should be so stated above.




