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K—MAKE A PERMANENT RECORD

WRITE PLAINLY—USE UNFADING BLACK IN

P

[ILED 0TT™"

DEPARTMENT OF COMMERCE
U OF TRHE Cmsus

Registration District No.-_._.._

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._...... ...“_';Q 9‘3

7 30970
8490

State Fils No

Registrar’s No.

i. PLACE OF DEATH:

(a) Connty v 3 :

{5 City or town__ St. Lowis, Missouri i

(I outsldu city (ﬁ;nwn limits, writs “RURAL" and pame of township) £
FH

2. USUAL RESIDEI\CE OF DECEASED:

(8)
(c}

Hissouri

_ &) Commty... ____ fv
St. Louis, j- ‘

State,

Cily or town..

i

aville, Miss, -
FAt atetha B

) Place; burial or cremation.____ L&)
—

18. (o) Signature of funeral director_ L€+

{t) Address. :

19. (a) (ETS‘.EE.T&._ :1.9._4)3(5) )

{Rextetrar'e denatnre)

{¢) Name of hospital or institu L (lfounrduxtyorwwa limits, write “RURAL™)
omer G, Phillips Hospital .0 @ Steet No 2642 ucas
{If pot in howpital ur icatilution, writs strest mlmber ar location) . i (1 rural, give locatia
e n)
() Length of stay: In hospital or ln.smutiun_.... fﬂo.__l__déyﬁ__m
(Spacily whether || (¢) Cltiren of loreign country? (Yes or No)
In this community. 10 months LY
yoara, wantha or deys) If yes, name country.
%‘Ugﬂ I‘:E\‘;rg‘ Annie JOhnson | MEDICAL CERTIFICAT]ON
o 5 1 20. DATE OF DEATH: Month Septembg% 18
. veteran, 3. (¢) Social Security
No )’H-r-——-.—l..9..4.3...... .hour. minute 0 P. M,
name war.
L 21. I hereby certify that I attended the deceased from. . SULY
Femaieﬁ 5. Color ﬁ' 6. (a) Single, widowed, married, [ y . w43, September 18, A3
4. Sex, }\divurced_.._g.a_'..z"_x:.?:_gg... that T last saw h er alive on September 18 1 ....3..‘,
G.Q l\f.mc husband or Wieorrereareerssimniene 6. (€} Age of husband or wife if || and that death occurred on the date and hour stated above. Durati
QliVEn oo gn yeary || IDDediate cause of death A y e
7. Birth date of deceased /9 /é Pulimonary Tuberculosis I /i Unk.
{Month) {Dny) (Yeor}™ - !/ ’
8. AGE: Years Moaths Days If lexs than one day - Die to
24 Ve
min ’ ?0-.,
Due to £
9. Bmupum__.ﬁhﬁ(lbx_._._.-....____.. __._\ ,(Miané'nka 1ppi A7
~ g B s T Stato or a coantry)} ST _ ~ )
0. Usut ; ﬁB\ﬂ!’é’W{?ﬁ Other conditions —
. Usual occupation {tnclude prrgnancy witbin 3 montbs of death)
11. Industry or business - e PHYSICIAN
g Ga n Moo i —
z} 12 Name.. orge--Cooper 1 - S Y : | Underline
=l 1 Birthpla.oe........l([nkm ; - ) ; e s
or counly, t# of foreign country,
5 14, Maiden name %hri? Um&ﬁ‘ of nuu?pay.. - !hould lb‘e_
= U\ tstically.
g 15. Binhplaoenm.l‘:léll},&&?n o i) T i s el et 22. If death was due to external cuuses, fill in the following: -
6. (3}, Info t_ gar 13- m on \ N e {6} Accident, suicide, or homicide (specify)
(“ Add.reu """"" msM&m A {#) Date of occurrence.
s o {¢) Where did Injury occtar?
17. (e} ——-—--Sl}1 (%) Date thereof_.% __2b {FIty cr town) (Caunty)
cremkn o mnonl) {Monit) {Day) (Yew) (d) Did [njury occur in or abont home, on E’n‘:m ‘i: [ndust.rln? ;l:ce in pnl:sﬁc pl)aee?

{Specify Lype of place)
While at wmk?ﬁ___'_. (6} Means of injury e

(M DW\@

{Licensed Embualmer’s Statement on Reverse Side) f



ST R

-

[
STATEMENT BY LIC’EIIVSED EMBALMER

- . '
v ) .
. 1]

1 hereby certify that the body whose name is recm:ded on the reverse sfde of this certificate was embalmed by me, or by s

- ..., Registered Apprentice No.......

working under my personal supervision.

; ; X - : Licensed Embalmer No L/‘ c)\ ﬂ /
) PO Address‘ééi./?_—h /y ........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALDIIER in his OWN HANDWRIT[NG. (Fanlure to compl
the ahove constitutes grounds for\revocntmn of license. ) N AR E s E ,

If this body. is not emba]med, faét'should l)e so stated above.

+



