0. 2
13-40

17-39
23132

I

DEPARTMENT OF COMMERCE
BUREAU OF THE ans§§ 8
FILED FEB 16

Registration District NOu oo

S ¥ 41

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH Siate Fils No.

Primary Reglstration District No..-..;‘...:.llg_..o_.a . Registrar's Noo... ... j: 182

1. PLACE OF DEATH:
(e} County.

) City or town St. Louis, Missourd

(Ifoumda city or town Limits, write “RURAL” and name of township)

@ oi'lfs‘alzl'mm'm oi’lﬁﬂ.“flos Hospital d

(d) Length of stay: In hospital or institution

{If not in hospital or institution, write street gumber or Jocation)

ays

(Specity whetber

In this community. 16 years

2. USUAL RESIDENCE OF DECEASED; ad %’ _
(@) Suate... Hissouri ® Counts ;
(&) Cityortown._.obe LOuis, /

{If outside city or town limits, write “RURAL")

(d) Strest No.._ 3945 Fairfax

(Ifrurll, give local,.iun)
(e} If forelgn born, how longin U. 8. A.7 ‘

i

WRITE PLAINLY—USE UNFADING BLACK IN{II(—'—MAI(E A PERMANENT RECORD
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C B Addrmj?/.é .

17. {a) ..

{B: un-l. maﬂon, or removul)

.:;(b) A-ddrm,F%E_%J_ »,

19. (g)

by
(Datareceived local rogistrar) ,( b £

tr-cvigrv

i (Reghlrnr s limnrn)

22, If death was due to external causes, fill in the following:
{8} Accident, suiclde, or homiclde (apecify)

(%) Date of occurrence.
(¢} Where did Injury oecur?,

{City or town) rsaﬂlnunt!') (State)
(d) Did Injury oceur in or about home, on farm, in industrial piace, in public place?

years, montha or days) yeard.
o MEDMCAL CERTIFICATION
3 @ PRINE = . Atlee Sampler
FULLNAME : %
: : 20. DATE OF DEATH: Month_ L € OTRETY d,y 1,
3 (b) If veteran, 3. ::) Social Security year. 1943 hour. mlm:l- 30 A' M.
pame war. ("
21. I hereby certify that I attended the deceased from Janudry
% Z 5. Color gr 6. (a) Single, widojved, married, , wh3, February 1, 3
4 Sex 2—”” g divorced S H that I last saw h im alive on Fe bru-_u'.; 1 Ll 19&3
6. (b) Name of husband or wife __._____ 6. (¢} Age of husband or'wife if || and that death occurred on the date and hour stated above. i Duration
T AliVemeeeeeenyears || Immediate cause of 4
= Brain Abs cess Left Frontal ;
7. Bmhdateofdmd_z% £ LA { ) 1 _mo,
{(Mfonih) (Day) {Year)
8. AGE: Years Months || B " 1f less than one day Due to........oulent, Maxilliary singsitis ...
- 2C . ; (left) .~ |1 mo.
X N hr. min ‘f/ i
i Due to.
_ 9. Birthpla f rsenespeses e an ki L. _ f
. - ty, town, or county} (Stata or foreign conntry) B / 7
10. Usual occupation %\ Other conditions
- {Include pregnancy within 3 monthy of dul.h)/ v t
11, Industry or business , PHYSICIAN
- ) M findi —_—
g4 12 Name_/ 0821 _4@114,&/5 f Tt NN %’f’ operationa !
= / Underline
S s Birnplacl AsadeAd on~ ' __Q,Zd_. the cause to
b i 7) (Stlu or foreign country) of ‘ Wll;lldil%%th
E‘ 14. Maiden nam - 2. autopay should be
. tistically.
5)1s. ally.
=

{Licensed Embalmer’s Statcment on Roverse Side)

fl 23. Signat

fy type of place)
() Means of injury.

While at
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oY N ...+ .. STATEMENT BY LICENSED EMBALMER

e . - [
S A . - . . .

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

L |

» Registered Apprentice No..

S : P. 0. 'Address. @( --------------

~Note: Thé above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failﬁre  comply wi
the above constitutes grounds for revocation of license.) - 4 o ;

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




