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1 xmf

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

LED. U 13,1598

DEPARTMENT OF COMMERCE
BUREAY QF THE Cmsus

STATE BOARD OF HEALTH OF MISSQOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No_____j_.m

19438

State Pile Wo._

Regisirar's No._....... ﬁgz 5;

1. PLACE OF DEATH:

(8) County - -
® City or town....Ska_ I_Quis_{m Missourd .o
© {If outalds ity or town ts, writs “RURAL" nnd name of townahip)

(3

Name of hoa éltal or institution:

Homer Phillips Hospital ﬂ

{if not in hospital or Icstitotion, write stroet Iougn)
{d) Length of stay: In hdapital or in=titution. “1 mﬁ da'ys
{Spocify whetber

30 years

In this community
ysary, months or days)

| (@

2. USUAL RESIDENCE OF DECEASED: [l

Missouri /‘/ '

() County
St. Louis, 7 / '/

{1f putside dl! ur Lown limlite, weite “RURAL’ )

4128 Finney Ave,

{If raral, give location)

{a)
(e

State

City or town

(d) Street No

Citizen of foreign country?.

If yes, name country.

3ol FUNT  Cornelius Brown
3, (b) If veteran, 3. (c) Social Security
L Ne o £89-14-4481
5, Color or 6, (o) Siogle, widowed, married,
4. Sz__Male ce.COL | ,2 dlvorced..._.ﬂi_dnwe.d..

MEDICAL CERTIFICATION

DATE OF DEATH: Moath_ YWNE 28,

20, day
year. 19103 hour. 9 minute. 15 A s _M.
21. Yhereby certify that I attended the deceased from Masy

19,

alive on

wh3 . June 28, 1043,

195

that Ilast saw h

{Date raceived local reglatrar) { r-[lnu;;‘n |‘irnlm;r)ﬂh

6. (b)) Nameof husbandorwife . . 6. (c) Age of husband or wife if and that death occurred on the date and hour etated above. D R
wralion
——— allve.......==.......years || /mmediate cause of death +
: * Liver Ufﬁ{ﬁﬁwn
7. Birth date of decensed.....——. November 29, 1893 _____||-Gdrrhosis of d S
(Month) {Day) {Year) ’ ° 2
8. AGE, Years Months Days If less than one day Due to }
» \,?’;v
49 6 29 kr. min TR
Due to. aa g
o. Birthplace___ C0lombug Kentucky ya | £/ 4
{City, town, or county} (Sut.eor funun country) Ajp 4 I o
Other conditions "
10. Usual occupation.. .. _Janitor i || (Include ragasocy within 3 manibe of dflm)y
;l. Industry ot busd P PHYSICIAN
S { 12. Name_. Moses Brown Of operations -
£ Underline
=1 13 Birenplace .Arkensas /. the cause to
City. town, or couniy) {3tate or foreizo country) o eath
= ) Of autopsy should be
= { 14. Maiden name b charged sta-
E . 1 K e nte“ CI\ / e tistically.
% 15. Birthplace T ————— " Staar lurllxI:Zunlrv) 22. 1f death was due to external causes, fill in the following:
16. (2) laformant Hattie St. G]_air (a) Accident, suicide, or homicide (specify)
(5) Address 4128 Finney Averue = {8) Date of occurrence
17. (a) Buriel {&) Date thereof. 7/2/43 (€} Where did injury occurt {0 ) (Couoty} {Seate)
. ty rr tawn, ot
(Barial, cramaticn. or removal) (donth) (Day} (Yea) |l ¢gy Did injury sccur in or about otte, on farm, tn Indastrial place, in public plaoe?
(¢} Place: burial or cre_madun____W_aB._h.imngn. Park
18. (a) While at work?......
b 2 SiA
o 14 .
19. (o) ~JU 11 _1943) o o SEnaZ

O£

Address

{Licensed Embalmer's Siatement 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.

Registered Apprentice No . .

working under my personal supervision.

o

Licensed Embalmer No......... . /’7\3 .......................
P.O. Addre5536/7 /M

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

If this body i3 not embalmed, fact should be so atated above,




