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5. No. 2 DEPAI;TMENT OoF (éOMMERCE STATE BOARD OF HEALTH OF MISSOURI
UREAU OF THE CENSUS
P ' ® STANDARD CERTIFICATE OF DEATH State File No
I{ m J RgAg:yrQion I&trlmbjqu--._.-. Primary Registration District Nc.w_z .~ N Registrar's No / ;75 ,
i) i. PLACE OF DEATH: 2. USU#{. RESIDENCE OF DECEASED:’ % 9?
1 St. Louis County
(a) County I is v
Y {3} City or town_.. deffarson Berracks . .. @ sae....111in0 — (8 County ‘

(11 qutside city or towa limits, write “RURAL" and name of to'lmahlp) -
(¢) Name of hospital or institution:

Veterans Admmistratzgx Facility

(@ City or tovn_WR0AXA VO
{If outside city or town limits, write “RURAL"™)

{d} Street No 46 W o FOrguson Ave,
(If oot in hospitad or fewtitution, writs steeat number or locgtion) (It rural, give location)
(d) Length of stay: In hospital or institution. Adm ..._? .l.s *51 ........... e
/ Specily whether || (¢) Citizén of foreign country? bt ...{Yes or No)
In this community_'....._..§.iﬂ§.§....ZAe, 43
yeanrs, months or days) If yes, pame country. -
MEDICAL CERTIFICATION

3. (ad) PRINT W
FULL NAME alter A, Scott

20. DATE OF DEATH; Month. JULY. ay.. 20N,

3. (&) If veteran, 3. (¢} Social Security

Ciinical! Clark.

\(’_ Airess.
s 275

(Burinl.umti&n.-&-m‘l-n;;n]-j

19, (a)

(Dstareceived local roristrir)

2
-4
=
&)
=
B
Z
B
Bt
-
1943 hour.._ 7487 ___ minute _Pa_ M
& name war_ FPhilippine Insurr.n..tes = not vear our mute.
« e 21, I hereby certify that I attended the deceased from
= S&Color or 6. (aylnxle..wtdowed. married, July 16, 19.._g_§tn July 29‘ 19&_5
é t s Male | Urnce White divorced..... MBETARR | that 1 1ast saw nAML.._alive oo July 29, 1043,
E 6. (5) Name of JOIEIIENT wite....... Bﬂﬁ.ﬁiﬁ 6. (c) Age of TKDEXIKIHE wite if and that death occurred on the date and hour stated above. m
& alive...... m_-ym cdiate cause of death
¥ 7. Birth date of deceased August 8. 1878 Eypertensive and coronary arterio-
3 (Month) (D) - ¥ed || gelerotic heart disease with cardiae
3 8, AGE: Yenrrs Months Daya If lesa than one day Dm;argement ) myocardia 1 damage and
Z . myocardial insufficiency, Unknown
E 64 11 23 | hr. min. -
> + || Pue to. -
= 9. Birthplace. Grayville I111inois /
) i {City, town, or county) - (Stata or foreign country) I < - : " LTI 3
5 10. Usual occupation Watchman Ocher condiions... ﬁﬁ:ﬁ. ose i;arosis , peneralized,

% 11. Industry or business = SimrE PHYSICIAN
T UE( 12 Name. . Xenothen Scott . "0l opezations..... 0. operation,. /‘ 7_\ & Undect
5 =\ 13. Birthptace Kentucky / &5 e :-::E:e 1{5

Ci or forei, n a ate 3 3

g = ¢ 14, Maiden mame.. COEROTIRG. S108ARBEF oo Of autopsy.......... N0 BRLOPAY harged sta:

£ N 0 : tistically.
~ g{ 15. erthnlam * i hio / 22. i death was due to external causes, fll in the following: ’

A , o town - {State or foroign country) no

E- -l is te) Informant . {6) Accident, suicide, or homicide (specify)
= - .
B

(b) Date of occurrence.

() Where did injury occurf.
{Courty} {Siate)
n industrial place, in publu: place?

: ity or n)
ou . on £
)
!

[

{dy Did injury occur in o

* While at work)l__ &7 imu:yo.._..__.-.__..._. e
L. M OGHRAN M D'! (M. . or other),
ghief Medical Officer . .. .. 7/30/43

23. Qion'a-m'r ;

Address...

(hcenlcd Emhulmer s Smtemcnl on Revam Sldo)

4
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SN ‘ STATEMENT BY LICENSED EMBALMER

[T RSN T '
» y 3

o 1 0.l
I hereby cert lfy that the body whose name is recorded on ‘the reverse 51de of thlS cert:ﬁcate was ‘embalmed by me, or by

syeresws nl R : i ..., Registered Apprentlce No.
- B kSN T Bl R B

y
working under my personz:tl-supervi;.ion. .
- i i L r/-
- . ! }‘,» ; “.'- T
,  L ' !4 ’ . ‘ \'\ ] . \‘ x \ Lxcensed Embal er No |
- s . . ‘ , N :

. Lo N '\
. - T e ‘-‘P.O 'Add
Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\JER in hls OW?’N HANDWI{ITING. (Fallurc to compIy with
the above constltutes grnunda for revocation of license.) e .
ATV ' If thls body is mot emhnlmed fact shou]d be so stated above, : ; .
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