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

»

DEeALTAENS OF CoueRC
FILED DEC2 31

Registration Diatrict No.____..__*

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No_J{}) R

40250

Staie Fila No.

rewowrsvo. 3310

. PLACE OF DEATH:
(g} County

(b) City or town.... St. Louisl Missourd

2. USUAL RESIDENCE OF DECEASED:

state... Missourl
Louis,

{a} . (» County.

Clty or town., S

Color or.

A eesno.

6. {a) e, widowed, ma
4. Sex. MH le Z:::'ccd L %m L

¢ ) N o ifaclmhhi!- city gol:wullnuu writa “NURAL" nnd nams of township) © . :
< ame of hospital or institul . (lf auhkl' cit) ot town II-iu‘ write " HURAL )
Homer Phillips Hospital // @ Suset No..... 3Lk >
{1 aot In bowpital or institation, write street Iwmhr ar loextion) ’ (I!mnl, give looation)
{d) Length of stay: In hospital or institution. ays ..............................
3 {Epecity whathar {¢} Cldzen of forelgh country? (Yen or No)
In this community. ... 30 years
years, months of deya} If yes. name country.
MEDICAL CERTIFICATION
vuid Mame. /A Maceo May Decemte 1
" 20, DATE OF DEATH: Momn, - SCEMDET day 3,
3. () If ver N 3. Social Sectri
(@) 1f veteran @ Y YeAr. 1943 bour. . ___ ......Lé..nﬂnuteh.‘_tlg.._g.q_._M.
nane war.
i 21. I hereby certify that I attended the deceased !rom.kg.e.mbe.r. .....................

10 19.43 w Dacember. 13,
that [ last saw h-im_ allve 0B e, _DECQIRbBI‘lB.,... -

6. (8) Name of bushand of Wife.....mfrerre 6. () Age of husband or wife if |[ and that death occurred on the date and hour stated above. Duration
Wearkf S wive. 35 __yenry|| Immediate cause of death i
. Bivth date of deosed” . A2 — 2L~ _.Cerebral _Hemorrhage § 4 days
(Month) (Dey) (Yoar} , !
8 AGE: Yearo, Monthy Daya If less than one day Due to Hypertensi on ju U nk‘
| /s | - @i 4 v
hr. min
= " . Due to £ r
9. Bmhmce;guji ellidd B“...u.,..,......ﬂ. o ﬂ a0 // / AN
{City, town, aonty) (Shh or loud'ln em:ntn} " ‘\I b
f QOther conditions.
10. Usual occupation...am . aPY.. gw” A’w . (Include pregnancy within 3 months of death)
11. Industsy or businesa 'sz' ﬁ'd'l_ ; POYSICIAN
= or fin —_
ﬁ{ - N’”"“M G“gﬂm 7 . Of operation : Underline
B : . - <L
21 13. Birthplace . S G I {the cause to
oy 4 [which death
- am, ta or fofelgn coatry) Of autopsy shanid be
&3 ( 14, Malden name.._ 2 o s et idﬂ.wtd sta-
= ) / : tistically.
& | 15. Birthplace .2 22, If death was due to external causes, fill in the following:* '
= - Gl.y towgs -
1. (@ Informnt% {a) Accident, sulcide, ot homidide (specify)
B Adtren T }{.‘2" P 2l gt e ()’ Date of cocurrence
17. o} me._ emesreee (B) Date thereof._ ./.a?_’: Zf" 5’.2. (@ Where did Injury ? (Clty or tawn) (Connty} {State)
rial, cremation, o removel) (Month) {Day} (Year) () Did injury occur in or about home, on farm, in Industria} place, in public place?
- (&) Place: bu:ial or ,cremauon. o W
-i8. (a) Sigoature of funeral directof,, /e While at work?.......& ... £ _(_s ._’ "(“;' o plece) of 10JUTY e e,
&) Addresn IS 2L Tk '
? , 23. Signatore., o et _@(M. D.ﬂm-hcr)- o

DL Lind

{Licrused Embalorer’s Statement on Reversa 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 me, or by

Registered Apprentlce N

working under my personal supervision. ( W ) '
Signed... ...\ AN Vgl e 7 Sy SO

L:censed Embal

e
P. O. Address % F}%MA-)D 77

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply with
the above constitutes grounds for revocation of license.)

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




