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

DEPARTMENT OF COMMERCE
BuRgau oy THE CENSUS

s FUED SEP 28 1o0e

Registration District No...

318

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF :
Primary Reglstration District No.... %eﬁl Registrar’s No.._ __.. 832L

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: ad&f
() County i - - y saedissouri /7
() City or town....Obe_l:ouis, Missouri (@) State 1o (6) County -’
(1f ontside city ar town limits, writs “RUNAL" and nume of townahip) (¢) City or town... St 3 Oul1s » ? - (
(¢) Name of hospital or institution: {11 ontside city or town limits, write * "RURAL") -
— __Homer U. Phillips Hospital & @ Swreet No. 1104 Hadley
{If oot in homl.h} or inatitution, write sireet oo or tocation) (I raral. glve locatlon)
" (d)- Length of stay: In hosplta) or Institution ays
21 (Spacify whether }| (¢) Citizen of foreign country?, (Yes or No)
In this community. years d
years, months o days) If yes, name country.
. MED L TFICAT)
3. (@ PRINT John Elliott 1ca SCE"Tt ':"t‘) 1oN 15
1 20. DATE OF DEATH: Month__ —CP-SMDET, L),
' . 3. t
3. (&) If veteran (c) Social Security year. 19473 hour 2 alngte blo P A
nate war Ne.
il 21. 1 hereby certify that [ attended the deceased from o emoer
$. Color 6. (a) Single, wido ed. 2 1. %3, September 15, 43
4 s«”lfé ...... ] ’Zneeh k. divor || that 1 tast saw b 1D sliveon.... S€ptember 15, 1043
6. () Name of husband ot wife......ccsmrivesriane 6, {¢) Age of busbaddlor wile if || and that death occurred on the date and hour stated above. Duration
Immediate cause of degth .
alive... "7 y S onary Tuberclilosis Unkiown
7. Birth date of deceaaed___..j fos o __.[_Z_.__ D L.
{Month) (Day) Yeor) \
8. AGE: Years Mont Days If _leu than one day Due to l' \
/. i A
- e b min. E r*’
= : Due to [
9. Birthplace_.... / / - 1-}/\
- {Citv, town, (Sl-ll or Kersign counlnv) N . = T y "
. Other conditions rd”"\ .
10. Usual occupationt.—..oecreme- - 1| {(loctude pregoancy within 3 months of death) }'
11. Industry or business = i PHYSICIAN
2 Magfr ﬁndim‘n: i —
operations
214 12. Name.oueoo - . C" e T - Underline
e 7 > et the cause to
&= { 13, Birthplace ... M‘:—— . ochich death
- Lown, or oul (3tate or fnnm: ennntrr) Of autopey should be
5 { 4, Maiden ume_ga‘_“_‘g - charged sta-
o4 tistically,
S ] 15. Blthplace " s M 22. 1f death was due to external causes, fill in the lollowing:
= {City, town, or epanty) ( 1aty or loreinn cnullh':) N -
16. (). Info =L M e J, {8) Accident, suicide, or homicide (specify)
&) Ad ) ) Date of occurrence "
Where did injury occur?,
17. (@) © i {City or town) {Couoty) (State)
L Did itjury occur in or about home, on tnrm. In industrial place, in public place?
. (e Place. burinl orc crcmatio
] I f pl
13, (o) Slgnatu:e of fupera dlrtcth v W‘kllc at wo:ky__.. ¢ M_, '(’3" & “; of inlurr .._.....__....._...-_ -
e % | -
{ ) “194; o . S:gnaturel ! (M D..m
19, *&, ——
unmind 1 reclatier) Q~./{-_-. WMW Date «lgn %

(Licoased Embalmor’s Statement oo Reverse Side)
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STATEMENT BY LICENSED EMBALMER

W IR T

I hereby certify that the body whose name is recorded on the reverse sude of this certlﬁcate was embalrped by me, or By v
- —— .r M Y- -

¥ i

Regi,steredepprentice [ T ,

Po.
working under my personal supervision. L "; g
: I's
, y ”
Signed......... N4 B et
=Y g e
R A S Licensed Embalmer- No?.ﬂg_ ......

N, m,&»i?/o _;smm{,z.‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBAW ln hls OWN DYR\_I;T!NG. (Failure to comply with

the above constitutes grounds for revocation of license.) .

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