5. No. 2

M—2-43
3-17.39
'1 X33897

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

DEPARTMENT OF COMMERCE
BUREAU OF THE Cm&gu,ia

FILED DEC 3

Registration District No.,

STATE BOARD COF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Nur.mw.u.a_

Siate Fils No.

- 36209

Registrar's No,

104772

i. PLACE OF DEATH:

{a) County._
(b City or town

St. Louis,

Hissouri

{c) Name of hospital or institution:

omer

(If cutaide city or town limits, write **

RURAL" and name of township)

G.Phillips Hospital

2. USUAL RESIDENCE OF DECEASED:
Missouri
St, Louis,

{a) State

(e)

(3} County.

City or town

2329 C&[-l"r;!i_lll{d! elty or town limita, write “RURAL")

.._.mmm.._)i-:

b

{Burial, cremation, or ramaral)

. (Menth) (Day) (Yoar)

Place: burial or cié;naﬁ;L_;E.u....S.f..n...LQ.ui.B_,_._.Ill.._.._....._.

18, (o) Signature of fuueml director__Re Mo C. Green .. ___ .
o At 3517_ch1edo

19. (&) —......L e
@ (Dnu rxdv.d Inr:r‘r otr l&‘&) (Re‘htr-r ' nznsum-)

(11 ot in hospital or institution, write m‘mt zher or lmnlion) n (&) Street No (1f rozal, gva locatfon) ’} 7
(d) Length of stay: In hospital or inatitution \
17 years (dpecify whether || {€) Cltizen of loteign country? (Yes or No)
In this community.
yonrs, iooths or daye) . If yes, name country.
MEDICAL CERTIFICATION
Sule) TIONT Annie May Carpenter
FULL NAME Y P e
- o 20. DATE OF DEATH: Month Nove:nbe;;ﬂy 17,
3. (O I N . i it;
(%) If veteran - () Social Nun ¥ year 1943 hour 3 e 30 P M
name war o No one November
21. I hereby certlfy that I attended the deceased from
3 5. Color or 6. (a) Single, widowed, married, 19. 5. November 17 3 19__&_3
1. sex Fem race...COL divorced. TLAOWRR || 1100 1 1aat saw b BF.. ative on November 17, 10.43
6. (b} Name of husband or Wif&——ceoeeue. 6. (¢} Age of husband or wife if || @nd that death occurred on the date and hour stated above. .
Ches,. Carpenter alive_ D@CEAESdars || Immediate cause of death Duration
RS 41-F - O 3 1.7, -3 S ve_ LJBGC! 1 ]
i ti I\ 113 Inder
7. Birth date of d . Unknown Chr. Interstitial Nephritis def.
{Month) {Day) {Year) Vi
8. AGE:, Years Months Days If less than one day Due to : 5] <
/ a b hf. - i = !
1. 108 d — Due to 74
9. Birthplace Unknown Georpgia H v f
. -.. (City. town, or counLy) - (State or fureign country)} / fz
. 1 Other conditions
10. Usual pccupation Nil B {Include I;:rexnnm-y wlthin 3 montln/l' dmth% {
11. Industry or busi - PR T PHYSICIAN
aj)or hindin
(1 Name  Elijah Mathews jor findings: | /
E i . ﬁ ) ' ! . L. ' K . Underline
=\ 13, Binthplace Unknown e deaih
o {Ciry, tnuﬁ, county) {State or forcigm muxil.ry) Of nutopsy should be
= { 14. Maldenname. ...} l;kl...._l : q m,m.
= stically.
&= - 0 =
% 15. Birthplace i oy Unk%?.z?r Pl 22, 1f death was due to external causes, £l in the following:
- . J 2t 4 (ateg n
6. (@) tnformant.—_ MEttAe Wilaons 3 - (0) Accident, auicide, o omicids (specif)
() Address 2329 Clark. Ave Yo {#) Date of occurrence
17. (2} Removal () Date thereof___ L1 /22/43 {) Where did Injury occur? et S

(Con (Siate)
Did injury occur in or about home, on farm, in industrial p!ace in publin: place?

(Specify type of pinca)

e L

Means of in\iury...,..._............,....,.,........
L]

{Lioonsed Exubalmer's Statement on Reverss 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 xﬁc. or by

<cury Registered Apprentice No

working under my personal supervision.

Licensed Embalmer Noh / / 7 S

L b0 Address DS S eﬁ_&@aﬁ,\@d{

it

Note: Th.c 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 is not embalmed, fact should be so stated abaove.



