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

DEPARTMENT OF COMMERCE

STATE BOARD OF HEALTH OF MISSOURI

480

BUREAU OF THE CENsUS
FILED FAEB 8]% STANDARD CERTIFIC aTE)BF DEATH Stats Pile No
Registration District No T - Primary. REW&B‘ bﬂlﬁﬂ e raaa Rtgl'urcr's Nowoe.... ﬂg:ﬁ g,____.__.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: a‘@*’d
(a) County o A @ stae Missouri () County o
(5 City or town_. St_louis L ‘
(I!uuuld. city of town limits, writs “RUHAL" and patne of towoship} {¢) City or town St louis a4 1’
(¢) Name of hospital or inatitution: d (If outaids city o town Hmits, writs “RURAL")
........ Homer G Phillips Hospital. e || @) Street Mo, 2602 Pine St
(1f ot in hospital or inatitution, write strest pumber or Imtton) {if rasal, glve location)
(d) Length of stay: In hospital or Institudon .+ 103 14 days
{Specity whether || {¢) Cltizen of foreign country? {Yes or No)
1n this community 20 years 0
yoars, muuths or days) If yes, name country.
MEDICAL CERTIFICATION
Fulq FRNr Clarence Jackson J
: e 20. DATE OF DEATH, Month.. Y 8IMArY 4 23
3. (b} IH veteran, 3. (o) a urity year. ] 9 .‘!&’t bour 10 e 25 PM
N A .
name war - ks 21. I hereby certify that I attended the d g from
5. Color or 6. (a) Single, widowed, ma.naied December _15,... 1whé. . January 25, 19,04,
4, ....._ga.._l....e...m....... ,Zmde.jggggg_. j ,Zdivorced,. mmmmmm 9.“:.6.. ........ that T last saw h....im. alive on. J muaﬁy 25 v 19 % :
6. (5) Name of husband of Wife.—— ... 6. (<) Age of busband or wife if |{ and that death occurred on the date and hour stated above- Duration
' ) ) ) alive .........._..ycars || Immediate cause of death ig
7. Birth date of deceased......0.8pb ember 28 1889 ||-Hypertensive teart Disease ¥ /Unknown
{Month) (Day) {Year) fi& A
AGE: Montha Days If less than one day Due to ;f
Y o 27 '
3 hr. H
n/ ’ . 1'2 Due to ” / X
9. Birthplace. Unknown Missour {7 / /
{City, town, ar muﬁlti) (3tate or foreign country} S T o [
. Oth ditk
10. Usual occupation Shw S ner - - " (nnﬁaﬁ;:u:::,_, within 8 months of danth) f
11. Industry or bust == - 'j p— . PHYSIQIAN
ajor ondinge: —
& 12, Name Jeff Jackson Of operaviona. ... ]
el SR 9 e B . T hUnderhne
21 Bu‘thplan UnknO\m P ; ;heizﬁlés:ag
w" olmnl et or foreign country of autopsy shou!ld be
§ 14, Maiden name. w tunknown 9 ﬂ:{gﬂ; -
g1 15 Birthplace Un Wi - 22. M death was due to external causes, fill in the following: - -
= (C-II)‘. town, or county) {3tate or foreizn country) |
CO leman (a) Accident, suicide, or homicide (specily)
16, {6) Informant
ddress ;__'__Hoer G P ¢ lll;.m H:OSpit al Date of occurrence
17 o Where did injury occur?. i 5 o T
* by o ik 0 “ - - f" wn \
{Burial, ctemation, or i-mnvd) / Did injury eccur it or about home, on iarm‘.’ln industrial pla.ce in publlc place? I
{¢} Place: burial or cremation / . : - g
’ {Specify type of place)
18. (a) Slgnature of funeral direCB o o YN Lf Ll hile 0t WOrk? gy (¢} Meana of gnjm I
e Addrew..zl - i / g
: 23. Signature__, P . = (M D ).,
19 (a) 1 g 2601 NWhittier St 2=l
{Date racolved Incal reeistrer) { rzhtrnr ] -[rnnnr-) Address Date «dgned

]

(Licensed Embalmer's Statement on Reverse Side)




'STATEMENT BY LICENSED EMBALMER

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

........ S— , Registered. Apprentice No.
working under my pérsonal supervision, ’

- . ¥

T -_, o Licensed Embalmer No ..o oo,

- - . E fP'O Address i N

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT[NC (Failure to comply wil
the above constitutes grounds for revocation of license. )

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




