S. No. 2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOUR!

Er!—- -;‘9 BUREAU OF THE CEXYS \ote File No 4 ‘ RR{
o | CED JAN % 1943  STANDARD CERTIFICATE OF DEATH s

Registration District Na.. ﬂ é../(/ Primary Registration District Nu/?é,_ Registrar's No........ . M%ﬂ-
?’ PLACE OF DEATH: !/ ! 2. USUAL RESIDENCE OF DECEASED: ° . ?/
g 2
éy County St..Lonia (a) State Mo ) County... St - Louis T
y(b) City ot town.. Xirkwood ra
{If utside cily or towa limits, writa “RURAL" sad nome of township) (¢} City or town....... B :I rkm' Qod )
(¢) Name of hoapital or lnsutuion 3 P k (Lf outside city of tows lioits, write “HURAL") ~F
Jgi .Q8age. Crossing. Mo Pac- Tracks
&%mt in boapital or Imln.u%:. write street number or Iocat.mn) ‘d) Street Na... 4 19 Highl ?[If];‘g;l l'i\'c lncm.inn) T
(d) Length of stay: In hospital or institution.
(Specify whether (¢) Citizen of foreign country? (Yes or No)

In this community
years, months or doys) If yes, name country

MEDICAL CERTIFICATION
Fuit fame._Bertha L. Dawson
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< o PR — 20. DATE OF DEATH: Month.... J0OG . day 14
B - () T veteran, : - (8) Socd! Sectrity o A948 L vourn BABD minute . P M.
name war. NoNone..
- 21. I hereby certify that I attended the deceased from.
Sl‘ 5. Color or 6. {a) Single, widowed, married. 9., to 19
g 4. Sex.FQmﬁle‘ mce_White / dworced.M arn i ﬂd that T last saw h alive on V19
é 6. (b) Name of husband or wife 6. (c) Age of husband or wife if || 2nd that death occurred on the date and hour stated above- Duration
e _..Robert. Dawson . alive..... o0 ...years || Tmmedinte cause of death. While riding_in.an | :
S || 7. Bire date of deceasea_....OGE: 8 1913 automobile that was. struck.by..
E (Mantk) (Doy) (Yo lINMo. Pac. train,
0 8. ACE: Years Months Days If less than one day peeto. CONCUssion of brain due. .t
2 o9 o 6 , o skull fracule e
Q hr. min, D N
-t R ue to
) 9, Birthplace M 13 3 Ouria /
% (City, town, or cuuaty) - {State or fureign country) " O
Oth ditia
= 10. Usual occupation Housewlfe : e . (:'Mel::;;;rg:-m::? within 8 monthe of deathy N D At
L 1l Industry or business : SR =) O gL_—’ PHYSICIAN
e ajor findings: _—
bl-a B § 12. Name.. Harﬂld._.E.. ..... LY Che dﬁl — Of operations - o I - Undeline
= e Illg / A : . ] the cause to
Z {1213 Birthplace : r- > ) G ~S which death
3 u State or fureign countr Sa . 1d b
3 5 14. Maiden name. wg“c‘w Hbll and . "y O autopy-— ’l ,) gi%;mi
-9 | i s
5] § 15. Birthplace. (e ———" (S:E‘J:‘}Em;m P 22, If death was due to external causes. £l in the following: /0‘2-‘51
E 16. (a} Informant Robert Dawson, ) " |i (@ Accldent, suicide, or homicide (specify) Accident
B ) Md,,,,ﬂ___,ﬂ-.l_g__}__{j_._gllland K_irk ﬂOOd ]10 .y (8) Date of occurrence Dec.. 14 » 1942
17. (o Burlial *. (%) Date thereof. /. == /7_ (L2 (&8 Where did Injury eocur? Oqan?‘“ f.’mlf)" . (p a (\) 'f"]?l(q)
(Buria), cremation, or removal) Y, Mw (Yesr) |} (d) Did icjury occur in or about home, on farm, in Industrial p!ace in public place?

() Place: burial or crematio Public Dlace

. .IS. (GJ Signature of funeral diregtor. i Ry = '“:""“")'r'-"m—"’/ While at work?.:. ____: ___,_fi_pf,r’ t(y:)ae l_‘h'fllﬂ;;; of Enjury. _______’_(__{_ _____________
. (&) Address._ i g_ Y KS] B s t?//’
' gna urd MA mve’ SOV A .2,
\? o @ ﬂE-Q,.,.,, ocalrogistrar) - mﬁe;a;;;;::;:;;.m:)‘;' || adares KLTKVWOQG S 0. 12 __lﬁ.z.f}\znm signed....oo—...

‘7 PR (Liconsced Embdlmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

T hereby certify that the body whase name is recorded on the reverse side of this certlﬁcate was embalmed by me, or by

. . , Registered Apprentice No. reemieereny

:_' o Licensed Embalmer Nojjff .............................
A o P. 0. Address /M red

working under my personal supervision. . .

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

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




