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WRI'I_‘-E‘I‘_P_LAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE

BUREAU OF THE CEN5US

FILED JAN 20 1

Registration District No.—.......

STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District N°"""“"“"'l“’"1'f'903_

L8
£y
]

Stats Fils No.

Registrer's No....

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED: o

16. (@) infoman:___Mrs..H..Mi.nnie_._Hj.cks...,n...._..m.._.._..M_
@ Address.... 4475 _Weat Pine Blv'd.,.
i @ -entombment @ Date zncrenf_l-lo_éé ——

Burhl cremation, or removal) {Munth} (Day} {Yesr)
Qak G

rove Mausoleum.

(c\ Ptace burial or crematio

1s (a) Signnture nl’ funeral d:.rtr:tor.__c_.. R-_LHP_TDN...& SD.Nq )

(6} County v (@ Sate Miggonuri (%) Connty /7 17
(8 City or town St.. . Louis i ; ‘; / _,
(If ontside city of town limits, write “RURAL" and neme of townahip) (¢} Clty or town St - 0Oulg
() Name of hospital or institution: / (If outaide city or town ilmits, write “RUBAL") L
___residence-4475 West/P Pine BIv'd.,l o sweedo. - 4475 Vet Pine Bly' "Gy
(If oot in howpital or lastitution, write street number or kocation) {If rurel, glve location)
d, h of : In hoapital or instituti
(d) Length of stay: In hoapital or Institution (Specify whother |[ () Citizen of foreign country? No (Yes or Noj
1n thi anit
ns:u: months :r d!:yn) If yes, name country. 0
%Ui’i)‘ Il;ﬂrg‘ o MEDICAL CERTIFICATION
, '-'"““DM'H“‘—HIQKS;"( - ;‘;*I“S;‘u; """""" 20. DATE OF DEATE: Month....dJ. 2NUATY...day.... B th
3. {¥) If veteran, . (¢ a ty
hame war unknown No none _____1_944.«........ hour..._..... ....1........._.. -minute., A M,
21, I hmby{:ertify that I attended the dmm
5., Color or 6. (3) Single, widowed, married, W \ ;9_{{ 195”- ;
o 5w d1BLE... .| Orcewthite | AiworcedTATTLEA || tret et s oot croe o Wu "Z ey
6. (b} Nameof husband or wife. ... 6. (¢} Age of husband or wife if || 2nd that death occurred on the date adyhour stated sbove. Duration
Minnie Hicks alive. . B L years W"”"’” 1 -/ %
7. Binth date of deceased.m..ltine 27 1876 ) 4%
(Monit) (Pay) ) { o akat) !
7
8. AGE: Years Months Days If less than one day
87 6 1T b BR amin, A7 | 1
9. BinhplaceP2rogould . . .. sas_l i
(CityTtown, or county) {Stats or fureigo counniry) - A’ }‘
Other conditiona s
10. Usual mmﬁUn—~r~eme—d-mgl-s-t——---'--"—'---"““"'"*"' {loctude mm:.ner within 3 months of dexth) U d
11. Ind busin i R . PHYSICIAN
o ndustry or = i Major findings: [\ L/
2 12. Name unknowm._Hlcks. . Of operations i Underline
= .
= | 13. Birtbplace i unk-nOW)n T ) the cause to
13 wn. or county. tate or foreign country, Of autopsy shnu]d be
(14 Maldenname Ifarg aretb. Scoggina,_.__?_. leharged sa-
atically.
&-1s. APPSR b o 1o ¢To . « WA 22. I death was due to external causes, fill in the following:
5 City, tawn, or county) (Btato or foreign country)

{a}
»
[{3]
(d)

Accident, suicide, or homicide (specify)

Date of occurrence.

Where did injury occur?

(Tity nr town) {Coonty} (Ztate)
Did Injury occur in or about home, an [arm. in lnduatda.l place, in public place?

(bpncll’y l)pc af plneﬂ}
Wh:le t work? mus ini

(0% Ada ’2233_._De:lmar
(ﬂ) ‘hnl— r-rrln-i Imsl reais %»%4”

19,

(M D. orom

...........__. Date -izned_._.f[:i:f

23. Signatu

Address...... XD= W

+

(Licensed Emubnlmes"s Statement on Reverse Side)
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STATEMENT BY LICENSED EMP:ALMEI{

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No

working under my personal supervision,

P. 0. Addresgfe" %
Note: The nhove MUST BE SIGNED BY THE LICENSED EMBALI\‘[ER ln his OWN HANDWRITING. (Fai

the above constitutes grounds for revocation of licenseé.)

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




