oD HEAR ST
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St

STANDARD CERTIFICATE- OF DEATH State File No

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

Addr;

{Date received local -ﬂﬂil freg

. Rl
Registration District Nn,gg R_ Primary Registration District Now.p ooy i Registrar's No_iﬁj_(%
1. PLACE OF DEATH: - e S 2. USUAL nﬁgmﬁ' DECEASED; = ﬁ /;—v
(a) County . . < M i
@) City or town..... obs. LOUuls , Missouri (@) Stata___.__i&B.QLlrl..,.._..‘_.._.._. ) County
{1{ outsida ciLy or town hmm. writs "RURAL" end name of township) (¢} City or town St,. Loul
{¢) Name of hospital or institution: ] \ (If outside city or town limits, write RUnAL b
~Homer G. Phillips Hospital & |l sieet No.23053 Cole
{1f not in bospitsl or institutjon, wrila streot number or location) {If rural, give localion)
(d) Length of stay: In hospital or institution 7 days @ c oy ) v
{Specily whether () itizen of foreign couniry (Yes or No}
In this community. Not re corded
years, months or days) If ves, name country. g
. MEDICAL CERTIFICATION
0l FRIST  Josephine Young )
3 ) I 3. (o) Social Sec 20. DATE OF DEATH: Month, L€ DU ary day. 11,
. t . . Le cial urity ’
) Iive erad - . N yeﬂr 1944 hour 8 minute 50 A + M.
name watr. bl 0 -
21. 1 hereby contify that Tattended the deceased from. FERTMATY.
3. Colo&r_l 6. (a) Single, wi l"’ 19.{!:,!.. to. Fe bruary ll lD...é.é;
ored
4. sec. Female ... 3 race... 921'“"‘“:“"—'— that I last saw h@XL.... alive on.____.Ee__br_BﬂrX__.ll_,......._.._.._..‘...... 19..!!!:4;
6. (» Name of husband or wife... oo, 6, (¢) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
alive yeary || Immediate cause of death
T Subarachnold Hemorrhagel 7 days
7. Birth date of deceased_AOOUt 1902 Spontaneous
{Month) {Day) (Year)
8. AGE: Years Months Days If less than one day Due toArterialiﬁrperten sion \‘
About, 42 o, e b, in. A
/ Due to 7 i
9. Birthplace .. \W WAL VL4 it _._%VV A ( / Fa!
(City, townfor county) (Stats or foreign country) 7
Other conditions. X %
10. Usual occupation {oclude Pregnansy within 3 months of death) U g
11. Industry orKusiness. _u M‘W PHYSICIAN
Majooxg ﬁndirtl..gs_:
¢ UL operations.......... b
E 12. Name operations Underline
2| 13. Birthplace A : rprme—{the Cause to
o ﬂy" - (State of forsien ““")' Of autopsy.... should be
14, Maiden name [t/ . - AN charged sta-
E; - - - JE— tistically.
§ 15. Birthplace ... . If death was due to external causes, fill in the following:
. . icid i
"16. (a) Informant_ & T Accident, suicide, or homicide (apecify) e
) Address la 0 Date of occtirrence T
v Where did injury oocur? =z
17 (a) Aot 1A (City or town) (County)  ~*-(State)
' (Hurml. c:remtm,olrumo . Did injury occur in or about home, on farm, in industrial place, ln puhhc Dl.‘me?
. N XY/ vt
(&) Plade: buridl'or cremntion: LA/ 4 2 D
! L di : : "\ (Bpecify Lype of plica) R
18. (o) Signature of fugeral directoy While at work? i (’;')n Means of § injury..._... g ....... e

(Licensed Embalmer’s Statemcent on Reverse Side)




. 1 r
w
!
) o I_ T T
) {3 s} - ' N
. = ! ' B ' - - .
: - - - . i
- g . : J
.i |'
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 '
working under my personal supervision. - .

~ Note: The above MUST BE SIGNED BY THE LI(*ENSE(}D FMBALMFR in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) - -

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




