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"DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

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

R:xistmt:on D:smctw 8 ﬂ 8

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Now.oooooooereoooto..

~— 4224

State File No.

i Registrar's Noo...ooe...o.

1. PLACE OF DEATH:

{a) County.
(b} City or town..

St. Louis , Missouri

foul.mh &ity or town limita, write “RURAL™ and name of tovmlhlll)

(c) Nnme of hosﬁumiﬁgloﬁospital 4

{Ifnotin boapital or institution, write nlriljuman ot locoLion}
(d) Length of stay: In hospital or institution ays

30 years

(Specily whether

1n thia community.
ytors, months or days)

2. USUAL RESIDENCE.OFJDECEASED:
@ e M1ssSOUrL
City or town St L Louis 2

3] ya
{If cutside city or town limits, write "RURAL"} 1

(d) Strect NOBO9_N4JBfferSOQ

{If riral, give lucation}

(&) County,

(¢} Citizen of foreign conniry? (Yes or No}

If yea, name countty.

George Goody

3. {a) PRINT
FULL NAME

3. (5) If veteran, j‘éf {c) Social Security
R

niine war. No....

6. {a) Single, widowed, married,

d divorced...

3, Color or

race. Iqe @..Q..

[

4, Sex

Male

MEDICAL GERTIFICATION
DATE OF DEATH: MonhFEDIUATY T4,
ymr__l()[..j ...... hour. 9 minllte..QQ._.R,t..._..M

21. I hereby certify that I attended the deceased irom Janum
1043

25, 19 b3,  February 7, ’
that I last saw h.. 1T alive onFﬁbruw‘],LLs

()] Address RER =

. @ WIRK {1

{Dale received local registrar)

a,, I

6. (b) Name of husband or wife........ooooocvveeeeene. 6. {c) Age of husband or wife if || @nd that death occurred on the date and hour stated above. Duration
PN T — Y | R U : -
7. Birth daie of deceased Unknown Hypertensive Heart Disease Unk,
{Month) (Duy) (Year} Auricular Fibrillation Uniks.

8 AG Months | . Days If less than ene day Due to ‘ 7

4 Unknovm About |5 he. min, A i
/ Due to ’_ &2
9. Birthplace....... Texas : /}‘ /i
{Civy, town, or county) - - "«  (Siatear furelgn country) iy byt s 0—! 7
. Other conditions. .

10, Usual oceupation Port‘er T 3 {Include pregnancy within 3 months of desrh) / ~

11. Industry or business —— ’3 PHYSICIAN
- . ajor findings:
& 12. Name Shedrick Goody OF opbrations...... ! _
3] ¥ N B o . e T Pt Underline
Zlis. meanoce... Unkncon /. e
o iy, town, or eounty) . (State or fureign country} Of autopsy.. should be
g 14. Maiden name. 7 nkn =2 c}mggeﬁ sta-

b3 tisticably.

= . Unknown y 4 , :

g 15. Birthplace it b v s (Sintovr Forcinh connery) 22, If death was due to external causes, fill in the following:

16, (@) Informant....opirley M. Smith {a) Accident, suicide, or homicide (specify)

(&, dressy 601 N ... Date of occurrence
'™ § ﬂ ) Where did inju ur?
17. i ity ase (City oc town) nty) (State)

Did'injury occur in or about home, on farm, In industml plnce. {n public place?

Specily type of place)

Means of m:ur(; JEUPR S
Ly S A " Date sagnz

=

{Liconsed Embalmer's Siotement on Reverse Side)
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B "STATEMENT BY LICENSED EMBALMER T e T
I hereby certify that the body whose name is recorded on the reverse side of this certificate was cmbalmed by me, ‘or by“’ .......
N, . g
rf . - * T .
UL R SO Regnstered A"pprentlce No R
working under my personal supervision, LR : LT IR
. . f - * , '
- \ ‘_‘_f + i I
LA Signed
. " o L T Licensed Efnbaln_lef No.....
! 3 . P.O. Address ‘ P SR
\Note The above MUST RE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

{Failure to comply with
the above constitutes grounds for revocation of lmensc )

I this body is not 'embalmed, fact should be so stattd_above.

Ty




