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DEPARTMENT OF COMMERCE
BUREAU OF TBE CENSUS

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.....___. _....,..1.(1() 3

16156
4591

Stats File No.

Registrar's No.

1. PLACE OF DEATH:

{a) County . .
(#) City or town.......B ke _wOUis, Missonuri

(It cutalde cn, or town limits, writs “AURAL" and name of township)
(¢) Name of hospital or Institution:

{omer Phillips Hospital d

2, USUAL RESIDENCE OF DECEASED: aﬂﬂ
(@) Sate_ Missouri * Coumy.,_________.__fz____
(&) Cityortown......Sht.. Louis 4

(I ontalds Tity or town limits, write “RURAL"™)

-207 5. Leffingwell

(State or foreign country)

16, (o) Informant @2 Zr ¢ I v S
@ Address 2601 N, Whittier Sto
1. @) 45 () Date thereof. W.LE
(Burial, cramatisn, ar remaval) {Month) Yeur)

[~ (¢} -Place: buﬂa! or, cremation®

)]
“18, (e} Signature of fPeral wﬂ!nrlm%

{If not in boeplial or [astitution, write stroet number or lo;ltnu) (d) Street No. (I raral, glve loontion)
Length of stay: In hospital or inatitution_ MQ ... 4s....
{d) Length of stay 2 ospl {Specify whetber || (¢) Citizen of foreign country?. e {¥en or No)
1n this community 5 years { 4 ﬂ
ywars, months or deys} If yes, name country.
MEDICAL 1
%U {al)‘ I‘JEL"E Wade Guy CAL CERTIFICATION
20. DATE OF DEATH: Month_.... . M3Y day..... Ldes
3. () If veteran, 3. (c) Social Security
@ N yea.r___.,l 9&3 S 1, OO Ja.. mlnute....ao...P »...M
0.
pame war. 21. I hereby certify that I attended the deceased from._.... Apr_’l.l
. 5. Color o7 6. {a) Slngle, widowed, married. 10, 1943, 0. Hay 14 e 194 3
1. Sex—-‘s—ql--g—--m- e—I-q—egI:Q— dlv°m-z--s'e-p"""m"-" that | tast saw h.. 2 alive on 2 19__4.3,
6. (b) Name of husband of wifé..oe..cceoeooeeeeeee. 6. {€) Age of husband or wife if and that death oceurred on the date and hour stated above. Duration
- Unknown ) AlVE o years || Immediate cause of death
. Birth date of decented.. . 3€Dt. 29, 1883 Dezenerative Heart Disease . .} .JUnk.
{Month) (Daz) un || Hypertension A
¥
8. AGE: Yeats Months Daya If lesa than one day Due to ;‘;\/
59 7 15
g hr. min.
; " Due to. N ;’3
9. Birthplace Ala. /A A
. . (CiLy, town, or county) (State or foreign country) N - 4 /};
£ Other conditions.
10. Usual occupation {lnclude pregnancy within 3 months of death) / »
11. Industry or business. J— . : PHYSICIAN
-5 Willi a Mag{ ﬁndlr:gs:’
& H P inn:
5.:.. 12, Name Ali3am IU_-‘;T v / o[‘mr? X R , ) Underline
2113 Bisthplace W, . Ya. the cause to
-n&!r tawn, &r county) (Stata or lareign country) Of autopsy. should be
& ( 14. Maiden name.. vina. .loneg e
= Ala / tisticaily.
15. Birthplace " 22, H death was due to external causes, fill in the following:

63
(&)
{e)

Accident, sulcide, or homidde {speciiy)

Date of occurrence.

Whete did injury occur?.

{City o town) {County) {Ttete)
Did Injury occur In or about home, on farm, ir industrial place, in publiu: plaoe?

(Soeclfy type of place}
M

While at wor S {e) Means of INJury v
Wm_é_{_\{:f&\* 23. Slgnature.. A -
_ﬂl i-lﬂ?; I‘fl‘lhl"‘)’ o Address__ a../_.

hhtd

{Licensed Embalmer's S1atement on Reverse Side)



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 o,

pe

Registered Apprentice No

2 s E M/%m

A ‘. Licensed Embalmer No az' g# 2Z—
o R . *" a P O A&dressz......%% ;WDW

Note: The above MUST BE SIGNED BY THE LICENSED E‘“BALMER in h:a OWN HANDWRITING (Faxlure t mply with
the above constitutes grounds for revocation of license.)

working under my persoral supervision.

o -

If this body is riot embalmed, fact should be so stated above.




