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I Xases?

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

DEPARTMENT OF COMMERCE
ByREAY OF THR CENSUS

FLED Frp 27 ;i1 8

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Reglstration District No.weeeee 100 3

Stale File No.

Registrar's Now.o.occecicnnne.,

1. PLACE OF DEATil

{a) County v
@ City or town___ 2 bs_Louls, Hissourl
(TT ontaide city or town limits, writs “RURAL" and nams of township)

(¢} Name of hoapital or inatitution:
Homer G, Phillips Hospital

USUAL RESIDENCE OF DECEASEI:

sure Missouri

(a) {3) County

(¢} Clty or town St Louis,

(LT putaide ity ar town limits, writa “RURAL""

905 Dartle

)

3704 Fy

=

L

23.~ Signature Ll (i

address 20, AL

(I pot ip hospital or institotion, writs urmiumbu ar looutinon) ) Street No. (1! rural, glve location}
(d) Length of etay: In hospital or losttution .
Life (Specify whetber |{ (¢} Citizen of forelgn country? {Yes or No}
In this community
yeare, montha or deyy) §f yes, natne cotniry.
5. (@) PRINT Susie Perkins MEDICAL CERTIFICATION
FULL NAME 20. DATE OF DEATH: Mnmh_anuﬂ_d-y
3. () If vetergn, 3. (¢) Social Security 2 5 P
m N 7 Al year. hour. minut M
name war 21, I hereby certify that I attended the deceased from Decemter -
‘{,L y 5. Color or -As (a) Single, widowed, married. 19430 January 7, 10 .
1 s TEAALE | FrcaColaR Cdvorced. SLAGLE. || inat 11ast sawh O aiveon_9ADUAXY_ Ty iobh.
6. (b) Nm= of husbandorwife___ . 6. (¢} Age of husband or wife If and that death occurred on the date and hour stated above. Duration
a.live _______ Immediate cause of death....... - -
7. Birth date of deceased.... ol LCr - ¢i .|| .Carcinoms of the Cecum with Metastadis
’ {Month) n-,) anr) to regional lymphatics, adrenals and
8, ACE: Years Months Days If less than one day 1}1:} to x(ldney : : Q.. / n&et'
/7 1 (v
/ f-f’/ d 6 | hr. min. {
Due to. g H
o. Bintoisce. AaBERTIS NUUE Mo O JNZTPN
R {Clty. town. or county) {S1ate or forejgn country} o i—_‘:‘r v: o
Oth dh[ [
10. Usual occuipation --DA ,y Wo.? K' (ln:l::::zlu::rx:cy vil.hin 3 months ol"dulh’)
11, Industry or busi ; T T PHYSICIAN
. ~ ajor findings: —_—
= { 12, Name ,é DD _P£ FK }NS - f operationa Underline
= Y - . . V1. y *
£ s mpm__ia.im/ KA0 N Y 9) ) the cate to
Ly, tuwn, or eoun! I-Ihol' I’Ql!n cauntry, of 1o hovld b
& ( 14. Maiden name S0 S ] A __:Rt S AP fuiopey- l_ o_l L‘ﬂlt&s
o tiatically.
% 18 Birchola En%%ﬁ% M\{{EL‘E (Smwznign o™ 11 22 1F denth waa due to external causes, fill in the following: ' - -
16. () Informant FLLS SE j/ “B 0 W ,v (s) Accident, suicide, or homicide (specify)
) Address_ 2.l ... 2] STIE. fﬁ FSanfi ... ||® Date of occurrence
17. () - L.AJ-— (¢ Date thereafJAN:_LL_. liffl () Where did Injury occur? T Ry T
" {Barial, crematian, or removal (Moath} (Day) (Year (d) Did injury occur in or about home, on farm, in lndu.sma] place, in public place?
~ te) Place: burial or crematlou,_ﬁ,m.:ﬁﬁ :D W Asend,..
18. (@ S!znature of funeral director. Z3%. yﬂ Y21 Kasduak /?d‘[ HQMIE:. While at work?} £

(Liconsed Embalmer’s Statoment on Reverse Side)




STATEMEN'!‘,:]}Y LICENSED EMBALMER

B

-
o

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

M l , I a- Vi c M ...... DQ W"E.,[‘_ ..... , Registered Apprentme No :

working under my personal supervision.
S:gned...m - c Z/

Licensed Embalmer No

P. O. Address

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

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




