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1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: Oﬂﬁ
g (¢} County.... (a) State Missouri @ County /7
) {6} City or town__—.._ St Louis. P Mo, :
&) @ N ‘h (Il‘olun!da city or town limits, write “RURAL" knd name of township) (&) City or town St,. Lou 18 . q / 2
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g || s @ prnT Wiilie Bob Sykes MEDICAL CERTIFICATION
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- ‘ - 20. DATE OF DEATH:_ Month day. 3
i 3. () If veteran, 3. (& S?'mal Security 19‘{‘3 N 12 . 55 P. ™
. No Wnavallable. yeRr o vem: :
ﬁ il 21, Ihereby certify that [ attended the deceased from, 10V &/ DET
EI M azcoror or 6. (s) Single, widowed, married, 1y 1943 November 14, 1043,
i Csex Male r{i:c_lj.ﬁ_gr Q. a diVOl'CCd—-S-j-ngln-h- that T1ast saw h_LBL_alive on. _N ovember _l.l&_,_._....___.__._. 194d;
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1. @ ..Removal ® Date thereof... o/ G L1943 @ Where did injury occur? i ——— P
{Barial, cremntion, or removal) {Muntb) (Day) (Year) (d} Did injury occur in or about home, on farm, in industrial place, in public place?
. {¢) Plzce: burial or cremation ShannonlMissj'BSippii
18. (o) Signature of funeral director...fe AT 108 J.. .Gates . I While at work? Specify tzpe "L&':;;) of IJULY. e
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(Pinte recelved local rexistrar) /) Add D P L Dated 1131.5;—\!,/3
4 (Licensad Embalmear‘s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or By
OMa 3 (} g 3 :

working under my personal supervision.

P. 0. Address. 4107 _Finney Av@e . .
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revecation of license.)

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




