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

-

DEPARTMENT OF COMMEgCE
[ Umu OF 'rpnﬁq B
HLEY A |

Registration District No.....

91|

MISSCURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District N°-—1—QO~3

8858
tale File No.......3389 .

Registrar's No

1. PLACE OF DEATH:
(e) County.

() City or town

St. louils

{If outalde city ar town limits, write "RURAL™ snd nome of townahip}
(¢} Name of hospital or Institution:

3222a Hickory St.

(If oot in hospital vr inatitution, write street number or location)}

/

2. USUAL RESIDENCE OF DECEASED:

Missouril
Louls: ,/Qf;/

St
(It wutside city or tows Limits, write "RONAL"}

22228 Hickory

([ rural, give location)

(a) State . {b) Couniy.

te) City or town

‘\m‘::ig

(d) Street No,

(d) Length of stay: In hospital or institution. . -
(Specify whether (e} Citizen of fureign country? (Yes or No)
In this community,
yeura, months or days) If yea,"name country
MEDICAL CERTIFICATION
FubL NAME Ruth Rogers Lee pril 9th
20. DATE OF DEATH: Month. APT day :

3. (&) If veteran,

3. (¢) Social Security

year.lug...éig...mu“..-m.hol!r 4 :45 minute P . M [}

\l M.
name war. —— h One
, 2 21. 1hereby certify that L attended the deceased fromMALCHL. . L8  a ..
5. Colog gr 5. (a} Single, widowed, married, S 4 1042 o April 9th. 142
s s bOMElE Wegro divorcea. MATTr1ed Aoﬁg Y — ;
. race. EVOTCed. o ot s HI that T last saw h.©1_alive on__m_il_.,..\_th.n__....................... ...... l9.42;
6. (5 Name of husband or wife........oooooooeeeee. 6. (c) Age of hushand or wife if {] and that death occurred on the date and hour stated above. Duration
__________ Ed,g&r L.ee alive. &9 years || Immediate cause of death : o
7. Birth date of deceased December 19th 1617 Pulmonary Tuberculosis o..mths.
{Mooth) (Duy) (Yeur} N -!l-f
8. AGE: Years Months Daya If less than one day Due to IJ ﬁ v
N
30 5 20 he. min I ﬁe
Due to.
o, mipise...... KiThviood Missouril) g
{City, town, orml:lnlf{) (StaLe ar foreigo country) " R 7 ! b j
ousewor Other conditions..: .
10. Usuatl onr'unatinn H u - (tin:{nde pr t y within 3 iths of death)
11. Industry or b At.Home ' PHYSICIAN
= 2 g
%{ 12, Name Tom Rogers M“&' g’,’,f.’.g{‘ifm Cterting
i i . nderline
= u.mmthm.Fhﬁﬁﬁﬁrfield Missouri? thecause to
- t State er foreign count
2 14, Maiden name %ﬁ%‘f‘i’ﬁ" TWils Orf o il Of autopsy.... ,hou:ga:,;:
o »” reve]
S{w.mmwu- Glehcoe - Missouri(} e tgticalty.
= o county} 22, If death was due to external causes, fill in the following:
16. (o} Informant {e) Accident, suicide. or homicide {specify)
) a ick Y () Date of pocurrence

(b} Address

17. @ _Burikal .

(Burisl, cremation, or removat)
(¢} 'Place: burial or crem,at.nm.......,.f..l

18. (s) Signature of funeral director....

(&) Address

erriessrraresnnas (B) Date thereof, 4/]- 5/42

{Month) (Day) (Year)

Cem,

19. {8) s,
(ungxpudhml

d Tocad rogistrnr V)

{c)
{d)

Where did injury occur?.

{City or town) {County)} (State)
Did injury oceur in or about h;wﬁon farm, in industrial place, in public p!ace?

_‘!

Means of injury._..... —_ l\..___
* %

........................ (M.D.orother}_______
£erson pue smead3H4

J/% (Licensed Embalmer’s Statement an Reverae Side)




STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision. ;

4107 i‘{in'n ey Ave

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

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




