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i. PLACE OF DEATH.,
(s} County..

{5 City or town... ....St‘..

1n this community.

{¢) Name of hospital or institution:

_Homer G, Phillips Hospital

{17 not in bospltal o institution, write street number or location)

(d) Length of stay: In hospital or institution__ L& dAYS. .
ife . (Specify whather

Louls, Missourd .. _._.

{If autaidle ml.y or towa limits, write “IMUNAL" snd nams of townlhip) Kp)

N7 -

years, montba or days)

2, USUAL RESIDENCE OF DECEASED: orerLs
(@) sateMissouri ® County Sz ‘
(e) Cityor tnwﬂst- LOUiS, C;

(11 cutaide city or tawn limits, write “RURAL"}

(@) Street No.___+017a N. Compton

(U rural, givs locatlon) "

(e) Citizen of foreign country?. . (Yes or No)

74

If yes, name country

1 (a prinTt  Ophelia HMoore
FULL NAME
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6. (b) Name of husband or wifé oo 6. (¢} Age of husband or wife if || 2nd that death sccurred on the date and hour stated above. Durati
alée-...._.......... 8_@ Immediate cause of death urazon
7. Bireh date of d . reb pgzt.! BRI Arteriosclerotic Gangrene of Left
(Month) " {Day) (T—enr) ) Foot, - i 2 years
8. AGE: Yeara Months Pays i If less than one day Due to
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Y - . hr. min. Due t /-y ,_f‘ - f A
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16. (&) Informan eora . (a) Accldent, suicide, or homiclde (specify)
(®) Adds 3°I7D°I'th C" O!Ilpton . - ) () Date of occurrence
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I hereby certify that the body whose name is recorded on the reverse ?’lde of this certxﬁcate was embalmed by me, oﬂM‘Q\_

‘. . Reg:stercd Apprent:ce No

LTS Gt AR
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working under my personal supervision, B e N i , .
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If this body is not embalmed, fact should be so stated above.




