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DEPARTMENT GF COMMERCE
BUREAU OF Tux CENsUS

ED ol .1 488 1 8.

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OFODEATH

Primary Registration District No......... 5.2 0 =7

19477
rvone . 5749

1. PLACE OF DEATH:

(a} County..
() City or town S&i nt LOui 3

{If outside city or town lHmits, write "RURAL" snd gamo of towaship)

2, USUAL RESIDENCE OF DECEASED:
State. Mis Souri b) County

Salnt. Louis,. . . ‘(1_
{If outside city or tnwn Iimlu. write “RURAL

T
7’2

(a)

(e)

City or town..

x
NK--MAKE A PERMANENT RECORD 2
=

WRITE- PLAINLY—USE UNFADING BLACK 1

B (llegisk-lr" d;n;;;j.—- -

(¢} Nome of hospital or institution:
Enright Avenue / @ sieetvo. 4371 _Enright Avenue
{If not in hospital or institution, write streat numher or location) . (If rural, give location)
(d) Length of atay: In hospital or institution T @ Cit . ) NO . Noy
pecifly whether e itizen of foreign country es or No|
in this community About 10 years
yeary, months or days) If yea. name country.
%U{‘c[)‘ II",IA{II“NE Noah w . C lark MEDICAL CERTIFICATION
30 3 Soclal Secunt 20. DATE OF DEATH: Month...d UG day. 20 »
. (5 If veteran, . (¢} N;x urity gear 1945 bour 1 minute...a.s.........E.M.
name war. NO One z‘ ’_.
21. I hereby certify that I attended the deceased from.... . "
Male 5. iolorﬁ 6. {¢) Single, widowed, n?-ied. 195? Jun_e____ 2_0 __________ 1043
4. Sex"""""'"""""'“""'“' €. ‘gg;“"o" d.i.VDI'l:ed........._........,. T that I l.'d!t Baw h.im._. alive on.. JunQ . 20 S 19._..4:5
6. (b) Name of husband or wife... 6. () Age of husband or wife if || 2nd that death occurred on the dnte and hour stated above Duration
ALV e, years || Tmmediate cause of death
7. Birth date of deceased..... APT11 "15, 1882 ...
(Month} {Doy) {Ycar)
B. AGE: Years Montha Days If lesa than one day Duye to N
L
61 2 5 hr. min, || 77T
Due 1o, 2T ke
9, Birthplace Ma thheWS G’G QI‘ ia ______ / ........
{City, town, or county) (“nnu— or foreigh cottatry) A
. Oth diti
10. Usualoceupaion.. MiNister ther conditions. oo 7 9
11. Industry or business SR G PHYSICIAN
E 12, Name. POLEr Clark ; "¢ operations.. { Undertine
2\ i moace. Unavailable  Georsia / ) e case o
ity, tow Stata or foreign couantry of o h idb
ﬁ 14, Maiden name.. -K: Wf_“iﬂg‘ht autopsy :h:{:ed sme-
E ) Ge orgia [ tistically.
g 15, Birthplace T S "c(sma w%"m‘ o 22. If death was due to external canses, fill in the following:
6. (&) mnformant. FT@d Beas 13-‘&\ e S (a) Accident, suicide, or homicide (specify)
® asdress... 5118 Finney. Avenue. .|| @ Date of occurrence
17. (a) oarlal {3) Date thereof. 6/ 2 4/ 19 43 () Where did injury occur? {Ci: wn) {County) (State)
(Burial, cremation, or removal) (Month) (Day} (Yea) || ¢y Didinjury oceur in or about home, on ferm. Tn Industrial place in public place?
{¢). Place: burial or cremation_.... St "... PQ t ers..
18. (a) Signature of funeral director.. Char les J.._. .:atcs !
® Address_ 4107 Finne * - P, %
19 (@ SUHY-S 01847, @ 200 Lucas Avenue D&gned

Address

{Licenscd Emhalmer’s Stntesisnt on Revérse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificg# balmed by me, 6r BY...ooooo oo

work'ing under ‘my personal supervision.

B R P. 0 Addfes's410’7 Finnev A\_{__e__nue _________
Note: The ahove ’\IUST BE SIGNFD BY THE LICENSED EMBALMER i his OWN IIANDWRITING (Failuré 1o comply wi

the ulmve constitutes grounds for revocation of license.)

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




R

S. No. 2B DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

o | STANDARD CERTIFICATE OF DEATH St Pt o
Registration District No_m,,.s_,[, _3'.,_, Primary Registration District No. _AA_J Reygistrar's No. 5 7 _9‘ 7

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED;
=] "
& ((‘; E‘:‘““’ - - (o) State ) County,
¥y or mnn-uu.".m%@_“ 3
&) (If cutsida city of town e, writes L nLd nams of township) {e) City or town
;&; (¢} Name of hospital or institution: i (I outaide city or town limits, writa “RURAL™)
{If not o hagpital or lostitation, write steeet oumber or kcation) (@) Street No. T renal gve Tomtiony
(d) Length of stay: In hospital or institution.
(Specify whather || (¢) Cltlzen of foreign country?. (Yes or No)
R In this community. ﬁ
E years, months or days) if yes, name cotuntry, A
= s 0 pRINT MEDICAL CERKIFIC
& L NAME __ k. X { 0
LU 3. (%) If veteran, 3. () Social Security ' [j
; a N N inute. —M.
name war, o,
E 5. Color or 6. {a) Single, wid, N L 19
f N £ - ; e
4. Sex race. divorced A BASN - 19,
I Y - |} HHAL KRt 8aW R A YV e o e i D e H
o e i
E 6. {# Name of husband or wg:f\.lf\‘._.._..._..___... 6. (c)\ Age of husband or wife if Dieration
E 7. Birth date of deceased. .. & 2. S
3 higlor
== 1 4 3
L} 8. AGE: Yeu-a Months €59 thanw
Z P
_mll'l
a ( Due to
E 9. Birthplace.......... g - .
y. {State or fnnurn l:ounl.rj)
COther conditions,
E 10. Usual occugdtion., (Tncluds progaancy wilkis 3 months of death)
=l 11, Industry or b i PHYSICIAN
| Major findings: -
> E 12. Name Of operations Underline
':] the cause to
2 ||& U 13 Birthplace which death
(Clty, town, of county) {3tato or foreign eountry) Of autopsy hould be
3 E 14. Maiden name charged sta-
[ tistically.
E § 15. Birthplace T E——ryry Biats o forvlen oo 22. If death was due to external causes, fill in the following:
[+ 16. () Informant (a) Accident, suicide, or homicide (specify)
B (%) Address (8) Date of ocgurrence
17. {2) (%) Date thereaf () Where did injitry occur? {City or town) (County
. or 0|
(Barial, cresation, or removal) {Mantk) (Day) (Year) || (J) Didinjury eceur In or about home, oafarm, in \ndusteial place in pubhc p!ncc?
‘ {c) Place: burial or cremation.
(Specify type of place)
18. (a) Signature of funeral dimmrﬁﬂ" While at work?. e (,el) Meana of Injury e
o) Address .. ..«_9,.. PR 9 dnls T - e
@ Qm" ignature (M. D, orother)om -

19. (a)

{Data receibved bocal registrar) )\ Address S ... Date signed




S= 19415




