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Rcmstmuon District No...

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

.Primary Registration Digtrict No........._._..s...2 .

38945
State File No 128

Registrar's No..owveeee—ne T

1003

1. PLACE OF DEATH:

{a) County .
() City or town., St.Louis
(I outside city or town limits, 70 “R{IKAL"” nad name of townehip)

(c) Name of hospital or institution:
1554 S, Spring

. - v v L ®
{11 not iu hospital or institution, writa atreet number or toention)

{d) Length of stay:

In hospital or instituffon

SYrse.ll mMos,

{Spevify whether

In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED: |

State

Missouri
St.Louis

{1f ouwsida city or town limita, write “RUNAL")

street NoLDD4 Jouth Spring

([f rural, give loca Lim])

(a) (3} County.

(¢ City or town

r/7

(Yes or No)

(@)

(e} Citizen of foreign country?

If yes. name country.

Full Name. Thomas Paul Killian

3. () If veteran, 3. {¢&) Social Security

name war..0NE. No...RONO. ...
0 5. Color or 6. (a} Single, widowed, married,
4. sex Male & mceiite . divorceds.inglﬂ....QA

6. (&) Name of husband or wife....ccoccceoeeeeeceee. 6. {¢) Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATITI: Month...
£.9 %Ag ?

21. . I hereby cemfy that [ attended the deceased Jfom

/hvv S
That T last saw h.Laserd alive on

and that death eccurred on the é{e and hour stated above.

year

Duration

: alive...ooooyears Immcdiat%use 2 death _ﬁ .
7. Birth date of decensed... E0Ds 141939 Z_¢& "75
) {Muouth) {Duy) {Year}
8 AGE: Years Months Days If less than one day Due to
3 11 hr. niin
= ) Due to..
o, Bintolace. DEeLOULS / Missouri OO
{Uity, town, or county) (Stote or foreign cauntry) I AN W R
: Other conditions (R S
10. Usual occupation........ RORE ; (Taclude pregaancy ithin § moathe of death) 4 —
i . e o0
11, Industry or business PHYSICIAN
-1 Major findings:
E 12. Name. Haurice Paul Killian Of operations....... _ e - Underline
£\ . mwpiace. L0 derick. Lﬂown L(iissouri_._._Q)_ --------- : the cause 1o
City, town, or_gounty) Stets or foreign country, Of aut - should be
5 14. Maiden name..... 8L Y Jane Mat tox : . orsy -c.ha;geﬁ sta-
— t i
5Y 5. Birthplace._StaLouis tissonri. O T : e
= - C“, P cmmu)" (State or ro';e'“ wun;!) 22, If death was due to external causes, fill in the following:
o . . . . Ap =
16. (a) Informane. Faurice Paul.¥illian. ... _[| @ Accident, suicide, or homicide (specify)...

(h-Address 1004 South Spring Ave.
17. oy Burial _

{Buriol, crema

. (&) Date thereof... JAan..
{Manth} (l)ny) (Yeur)

" Address 1519 ey Blvd :

{nte received Jocal registrar) (Ilemsuar L] ngnnun)

(b) Date of occurrence
(¢} Where did injury occur?

(4}

—

{City or 1own) {County) (State)
Did injury occur in or abnut hote, on farm, in industrial place. in public place?

aof place)

(Specity

J . (M. D™0rother). .
Address. [_-¥ (.ZT.Z, . Date s/ca'.. 6 S" 3

10, (c)JANm. ........_1943 (w

(Licensed Embalmer's Statement on Heverse Side)




“r

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............... S P

., Registered Apprentice No —

working under my personal supervision.

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

If lhls body is not embalmed, fact should be so stated abave.
!




