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N, B.—Every Item of infermation should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
BUBEAU OF THAE CENSUB

Flleo DEC
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Registration District NOM.
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MISSQURI] STATE BOARD OF HEALTH

.STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No.

G el
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Siats FilaNo.—__:

Regictrars No. . Eatalata

1. PLACE GF DEATH:

{0) County.
(¥) City or town

St. Louis, Mo.

2. USUAL BESIDENCE OF DECEASED:

v
(o) state_ Missouri._ .. @ county

16. {0} Informant's own gig

¢
{f) Did lnjury occur {n or about home, on l'nrm, In indlutrsl.l

{If ontaide cf Limi! “ " name
() Namo of horpital or Instiacions s ™ ;“‘“‘ +od namo of towmabip) & Gty or toun_ Db+ LoULS, .Y
Homer G. Billips Hospital (iF owtaide sivy o town limits, wrive “RURAL™S
(If oot in hoapital or institution, write strest number or location) * 7 So. 23rd
(d) Length of stay: In hospital or institution 2. _GEY.S {d) Street No.
k {Specify whethor {If rural, give location)
In this community. Unknown /7
yoars, months or days) {#) Ilforeign born, howlongin U. 8. AT years.
MEDICAL CERTIFICATION
8 e PN E Welter &nderson b 2
20. DATE OF DEATH: Momh D€CEMbEr .. ’
8, (b) If vetersn, 8. (¢) Soctal Security 1943 1 0 5
W N Year. 4 hour. mfnﬁrn b M.
name war. (W = 2 e - I S o
21. T hereby certify that I attended the d d from ovember
G._Color or 8. (g) Single, widowed, married, 20, 19_&3 ta D _ecember 2, 19 43
Male Z - Colored ’ —
4. Sex tzm’eu 0 divoree ....i.l..).g..];e.__.._ that I lzst saw b alive on 19 __;
6. () Name of husband or wife 6. (¢} Age of husband or wife if || 2nd that death cccurred on the date and hour stated above. b
I"ﬂtiﬂfl
aliva.____________yonars|| Immodiate cause of death
T. Birth date of decease ctob ._Dral_.ahargnx,j_amimma_(mm -Unk,
(Month) (Dny) ) Coronary Sclerosis Unk,
o
8. AGE: Yenrs Months Dy{.f If le=s than one day Due to /f
f o
/‘ 62 l #‘ hr. min F . 4
Dae to. . L: A=
9, Birthplace cmksville’ T ann, / . ! B _/‘. B
(City, town, gaouzy) {B1ate or forsign country) [,_ T ”
10. Usuai tion Other conditiona ] .

) * (loclode pregeancy witbin 3 montks of defth) |—
11, Industry or busines ’&MM PHYSICIAN
m fa.

E 12. Name.. Unknom Major %gim"."“ Underline
- Unknown . the catzg to
ﬁ 13. Blrtbplace ty) (Btate or foreign ':mn) "ﬁ" ehldéza ,fh
. OF CODDLY, or shot ]
14. Maiden name. Udmm Ot autopay. charged ita-
Unknown o jthsdeaty.
= 16. Birthplace (City, uwn. pg— . # 22. If d esth was due to externsl cauzes, fill in the following:

43,

Y (a) Acedent, suicide, or & (specity).
(%) Date of occurrence,

{¢) Where did injury ocem?,

mty) tate)
place, In pnbl!e place?

(Licensed Embalmer's Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

, Registered Apprentice No

S;gnpd /@m y b\/ ﬁ ya 1L 4,,,.

. Licensed Embalmer m .............
>
P.O. Address.g

Note: The above MUST BE SIGNED BY THE LICEN SED EMBALMER in his OWN HANDWRITING. (Failure te comply w:tl
the above constitutes grounds for revocation of license.)

working under my personal supervision.

If this body is not embalmed, above space should be left hlank.




