DEPARTMENT OF COMMERCE
BUREAU OF THE CBNSUS

FALED MAR 25 1943 1 8

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEAST H

. Primary Reghtration District No........... A e

8350
2547

Stete Rile No

Regisirar's No.

Registration District No
1. PLACE OF DEATH:

(s) County
S3%.. Louls

{?) City or town
{1 outside city or town Limits, writs “RURAL" and aame of township)
(&) Name of hoapétal or institution:

w8t Lukes Hospital o .

(Itoot in b write strest or locatlon}
{d) Length of stay: In hospital or institufion.

(Bpecify whather

In this community.
yoars, hs or days)

—=

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

2, USUAL RESIDENCE OF DECEASED: dﬂﬂ
Mo. Ve

-
/}o‘

»

State. (&) County.

St, Louls

{1t outaids city or town limits, write “RURAL™)

324 Lgurel 3%,

(It rural, give location)

(a)
(3]

City or town

(d) Street No.....

{e} Citlzen of foreign country? {Yes or No)

/]

H yes. name country.

) PRINT
F’U NAME.........:

MEDICAL CERTIFICATION

14

DATE OF DEATH: Mont.. AT,

20. day.
3. (b) If vet N 3 Social Sec 4
() 1f veteran :) ¢ urity year..___l_a_&.a_.____.____huur 7 minute._Q.Q..__...A..M.
na! T. £+
i 21. [ hereby certify that I attended the d d from
5,,Calor or 6. (a) Single, widowed, married, é I, s I o 19¥2 0 M /5o 10443,
4. SexFﬁmﬂ.lﬁ race. Wh.itﬁ h&varmﬂi.do.w.ﬁd..... that I lost saw hea . alive on_.. A e ’3.. 19.&..3;
6. (b) Name of husband or wife._.. e 6. {¢) Age of busband or wife If || 2nd that death occurred on the date and hour stated above. Duration
QOaﬂ_.ﬂ ,H all.a.tr .OHL ...... AlVE . coessassr s yeary | | Immediate cause of death
7. Birth date of deceased.._ . NOV.a 28 1888 _ [t ¢ Q..o
{Month) (Day) {Year}
8. ACE: Years Months Days If less Lthan ene day Due to gw ....................
2. oard
54 3 1 9 hr. min. I
Due to
9. Blrthnlnce................(.L.E.....S.TA......L_Q.].)llﬂ..-....... e IMEO 2. ol — .
City, town, ur county, Lale or nrnign counlr;r T ( .
v A A
. Other conditions : .
10, Usual occupauon.....__._..___H.Quﬂ.ﬁﬂ 1g e. (In::;d. ;rn:mnc)' within 8 months of death) // 2,
11. Industry or business Mo Ee 8 PHYSICIAN
“E’ 12. Name_. Fred J. Swain “Of operations......... —
S ! : Underline
£ 13. Birthplace . o :shl;c?lé’:a:fa
ly.to county) State or fureign conatry, . hould b
g 14, Maiden name .. i KV1 gan Of agtopey t::ha:.,r:eﬁ ltae-
P 1stically.
= .
g 15. Birthplace 7T E{gﬁ}w%"wi’ 22. If death was due to external causes, fill in the following:
16. (o) Informant, M08 Jouigse Thomas .. ... | @ Acddent, suicde or homicide (specify)
® aatress_ D900 MoPherson Ave....._ .. | ® Dateof cccurence
7@ Burlal (5) Date thereof () Where did injury occur? TV S o
(Burial, eramation, or removal (Mouth) (Day) (Year) (&) Did injury cocur In or about home, on farm. in industrial place in publn: plnne?
{9) Place: burtal or cremation...3211efontaine Cem,..
18. (o) Signature of funeral director__ DX€NMann-Harral . While at work?, i of Vome B imw e
® s 1905 Unlon Blvd, , . AJ; / 7 7
1. {a) b ® . 23. Signature.. /.7 - (M D or othe:
| BM vf;}h";n-l:&%va j {Reglstrar's aignature) Add.rea..;?).)’ﬂ_ . Date signed.. 3 Ié&w

(Licensed Embalmaer’s Statoment on Reverse Side)



STATEMENT BY LICENSED EMBALMER

" [ hereby certify that the body whose name isrecorded on the reverse side of this certiftcate was embalmed by me, ar hy epeeeeesien e

.......... L S woreeey Registered Apprentice Now ey

" working under my personal supervision,

22 73

.o i POAddress ________ /U coete <

Note: The above MUST BE SIGNED BY THE LICENSED I:.MBALMER in lus O\VN IIAN{WRITING (Failure 1o’ comply with
the above constitutes grounds for revocation of license.)

Licensed Embalmer No

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




