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

DEPARTMENT OF COMMERCE

FLES o 26 1ot g

Registration District No.........

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
ana.ry Regiatratﬂx District No............m......‘!, 0 0 3

Stals File No,

36540
1@9@?/

Registrar's No.

1. PLACE OF DEATH:

{(a) County...
@) City or town____obe Louis, Missouri

(ll‘oumdu clly or town limits, weite “RURAL' 2nd name ol towrekip)
(e} Name of hospital or institution:

Homer (:, Phillips Hospital
(If pot in hospital or inatitution, write umtigbnr or locntion)
(&) Length of stay: In hospital or institution days

27 _years

(Specily whather

In this community..._..
years, monshs or doye)

USUAL RESIDENCE OF DECEASED: LS
(2) State Missouri (4} County. //
() City or town. O.0s_LOUIS , &
{11 outaide cili‘nr town limits, writs “RURAL")
@ Street No.. 4273 W. St. Ferdinam
(11 rural, give location)
(e) Citizen of foreign country? (Yes or No)

i

if yes, name country.

3, (a) PRINT
FULL NAME

Will Lewis

3. (5 If veteran, 3. {¢) Social Securlty

MEDICAL CERTIFICATION
ember 13,
20. DATE OF DEATH: Month day.
year. 194’3 hour, 11 minute 10 A' M.

No
fame bar " 21. 1 hereby certify that I attended the deceased from_....o.ﬁ.tzgmr...:....___.___._
Color or 6. (a) Single, widowed, married, 8- 19_:{9_3. to November 13, 59!,3
4. c;,,/"ﬂ AE 92,.‘,,..6040/’7&’ dlvorced_“//ﬁo uff“f that T last saw h im aliveon November 13, “A.:j‘
6. (5) Name of husband or wife.......ooeoeee. 6. (€) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
QlIVE e, ez Imwcdta:c cause of death b‘nk ________
o oy Ytansive Heart Disease *
7. Birth date of deceased M LCEMTE 2.9 /8?
Hreh date of dece (Month) (Day) (Year) “aid Hemlplegia nk.
B. AGE: Years Months Days If less than one day Due to ] _!
=F fFol f£ : {N
hr. min / L' '
/ Due to
9. Eirthplace A i; -E-S/A m /J \y /? ,}
{City, own, or county) {State of foreign country) o {,,[ ‘*”
Oth diti -
10. Usual occupation 7—_/7 7/1‘5/? (ln:l:gs::r:n::::y within 3 months of death) / 5 —
11. Industry or business ﬁE / /? E-p U pE e F t PHYSICIAN
ajor findings:
E( 12 Name... L O NG L £ W/ Al .01 operations —
= - . ‘ nderline
=1 13. Binhplace_ A /'i’ T ES/A r 188/ the cause to
{Ci nfmun ) I'nn.-lgn couatry) Of aut. hould b
5 14, Maiden name.,,. . ##%0. ..._..e.{..g.&l ,}v ..- —_ —]é putopsy. 1. :nefll su:
= tistically.
;c: 15. Birthplace.. _.A %]}E{;‘: ’ﬂ ............ (Su{:}hi!ﬁ;w) 22, If death was due to external causes, fill in the following:
16. (a) Informan Z- A M (8) Accident, suicide, or homidde (specify)
0 Attsens BT D Mo ST ELERLNAMSL.. || ® Drte of occumence
17. (@ - N A— - ) Date thereof.... .24 Z— (@ Where did injury oceur? (City or town) {Caunty) (Seate)
(Burial, cromation, or removal) (Month) (Day) (Year) {d) Did injury occur in or about home, on farm, in industrial place, in publc place?
(¢} Place: burfal or cremation..“/
18. (o)} Signature of fureral director. _..___. 3 While at work?_
® Adqmmgw Sicmat
. e
19. (a} v 1 R 1@4?(5) =
Addreas

natnre}

i (;-eﬁ;rnr:l i

{Dats received local reglstrar)

(Licansed Embalmer's Statement on Reverss Side)




ARSI

S AW

ETEN

STATEMENT BY LICENSED EMBALM_]%R" A

.

. - .
[ hereby certify that the body whose name is record%d -on the reverse mde of thl& certificate was embalmed by me, or by oo
Y s Q é A?LU [l N, |
/ W{ ...................... & Reglstered Apprentw&Nn
workmg under my pers?nal supervision. __‘ L v N

Licensed Embalmer Nn /)’(’Z / 6/ >

P 0. Address oot
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lus OWN IIANDWRITING. (leux'e to comply with

the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be =0 stated above.




