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

DEPARTMENT OF COMMERCE
BugsgAu o nm Cmus

E!mstrationmmﬁct Nowom. 13)’&7

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

. Primary Registration District N on_jﬁ..@?‘

120887
Regisirar's No. ia 00 ,5[

1. PLACE OF DEATH:
(a) County ST.ILOUIS
(b) City or r.own_mRIC_Hl&th HEIGHTS

(If ontaida city or town limits, writs * "RURAL" and name of township)
() Name of hospital or institution: d

ST.MARY 'S _HOSPITAL

(11 oot in bospita) or § wrile streat b
(d) Length of stay: In hoapital or institution

or kocation)

1 DAY

(Specify whether

In this community ...
years, moatbs or days)

2. USUAL RE‘SIDENCE- OF DECEASED:

g0
{a) State MO. {#) County LT ~TTTE o
() City or town g _1.0UISs oo ‘

(If ontside city or town limits, write “RURAL’™) Fd

501 N.oanD BLVD.

{1f raral, give locetion)

(d) Street No

(£) Citizen of foreign country?

? or No)

If yes, name country.

PRINT

NAME__REV..SAMUEL _H.HORINE S,J.

3. (») If veteran, 3. {¢) Social Security

name war. No
Color or 6. (o) Single, widowed, married,
s MALE. | Jow WHITE|  Povoret SINGLE

6. (d) Name of husbandorwife. ... 6, () Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month__ MARCIH _ aay 17z,
Y&l'.....l,.g..&g‘.._....__...hour 4 minute P n M.

21, I hereby certify that I attended the deceased from Julyv 14th
........ March 17th.

that Tlast saw b 1T _ alive on March 17, 1944 i
and that death occurred on the date and hour stated above. [

: alive.........__years || Immediate cause of dean. G@rebral hemorrhage 1?“3:.;..
7. Birth date of decmed...NQ.vm;.‘.;’lg).i.. .._.._‘_].)_v_rlg_vg ................
8. AGE: Years Months Days H less than onc day Ducto_ ATberinsclerotic. Yascular
in | & | g | w o |--Discass. frzortansive fegeular " luncartan

SPRINCEFIELD MO. 0

{City, town, or county) {State or foreign conotry)

10. Usnal occupation. . _ ROLMCATHOLIC_PRHSI“

9. Birthplace

Due to.

Other conditions. Artaerioaclarotic Cardio-¥ascular .

{Include pregnancy within 3 months of death) Disease I ncer ah
11. Industry or business e PHYSICIAN
- JOr 111 m_gs:
g { 12 Name... SAMUEL. H.HORINE OF operationa Underline
2\ ss. mihptace... WATEELOQ . ILLINOIS /. e to
- (G ioma, o Ttate or foraign covairs) of autopsy. CONTirmed diamgnosis gilén . [Fichdeath
5 { 14, Malden name. JMARY (| EINI...OI\I / above c.lqueﬁ sta.
- N tistically,
= . ;
15, Pirthplace. QL OAMELS OHTO - P
% . {City, town, or county) (State or forelen covatry) 22, If death was due to external causes, fill in the fotlowing:
16. (;) I;fo' t:.-_P A'T-r[- E_':{:rn-r:‘\ TN T - - {a)} Accident, suicide, or homicide (specify}.
(® Address___ SEFRINGETETD MO. (%) Date of occurrence
: el Where did {njury occur?
17. (@) TAL - ) Date thereat 5-£0-44 e & T T
&Qﬁ‘“ ar removal) (Masth) .{rD", (Year) {d) Didinjury oecur In or about home.(oall,'a?mm:: mdust:m! ;I;ee in pubhz‘;!ac:?
(e} ) ' :
. i of place] } - ~
18. (a} ' While a’t work . (Speul:y '(‘3" Mzmns)of injury........... -
@ 7y o)
3. Signawure. _ (M.-D, or other).__ 21
19 (@ IR tdre 1325, . Grand Blvd. -

(Date received local repistrar) {Registrar's signatare}

Date eignedid) 18 /41

{Licensed Embalmer's Smtcment on Reverse Side)




.S'TATEMEN'I" 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.

..... , Registered Apprentice No ,

Signed. /4&’ a<,,&7 _____ M '

C. B . Licensed Embalmer No 2 Xé f
P. O. Address d} FO%_MAM

working under my personal supervision.

L. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

_

.the above consulul.es grounds for rcvocatmn -of license. )

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

oh




