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1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
{a) County... dll ssouri e d 8 A
@) City or town.____ Ot Louis, Hissouriy (@ Seat — () Connty -
{Tf cutaide city or town lizmite, write “RURAL" aod narcs of townabip) (&) Clty or town St, Louis, 422 )
(¢) Name of hospital or inmitution: t 2 (u‘ ouuid- city or town fimits, write “RURAL™)
_Homer G, Phillips Hospital Y, @ Steet Mo 2209 Ny Sarsh
(If Bot in boepital or institution. writa otninumbﬁ or lneiuznnjd ..... {1f rurnl, give locative) f

(&) Length of stay: [u hospital or instituti W08, A3 GAYS

e ° a\y . 05. ° ‘;r: uton. ! (Specify whother || (¢} Citlzen of foreign country? Born’ 1n U S OF '(Qe! or Naj
In this commumty ye /)
yoars, months of days) TF yes, name country.
3. (o) PRINT El aine Washington MEDICAL CERTIFICATION
FULL NAME )
RTRT o — 20, DATE OF DEATH: Moot MAY ..o duy.... 8,
5 veteran, . {£) Social Security

same wor XX ro 433-16-89%j0, oLk hour b mivuce 5. A m.

21. [ hereby certify that I attended the deceased from.E.emm...._._..._..

LY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

Female % 5. Color or Col 4 6. () Si“"J‘EfKMEﬂ 25 10.44, tg_____m_ﬂ""w _____ BT VAR
divore that I last saw h.@X.... alive on May 8 » : 19..4dy
(i B o 6. (c) Ageof d or wife if || and that death occurred on the date and hour stated above. .
?ﬁé‘i"l{ ‘W’ﬁ’ﬁﬁi’ﬁgtﬁn Hhvt-_lissn years Itxmediate cause of death Duration
7. Birth dafe of decease NIWEEBEI 10t 1916, i _Amebic Abscess oi liver and luﬁgq ______ Zfl%nk"
h {Month) {Day) {Year} } N ?/L/ A -
8. AGE: Years Monthe Days If leas than one day Dife to ﬁ
“/ 2 7 ! N X é : VM
. ” hr. mi]
d o Due to ‘f{'} 'V?
0 Birthplacc__ﬁi___rmr_l_gﬂ p_orj‘u La. l £ f
Clty, town, ot ¢coanty) (State or foreign country} . ) i ! o P
Oth dAiti .
10. Usual occupation.-._..__fsmall i syii:a -PT ant, ..................... . (lu:l:::’ 2,,‘;::, wlthin 3 mantts of death) ’
tt, Industry orb - e PHY,
it In o btunghakenpear-Lindseyy TPy e YSICAN
= { 12. Name Of operations..
d : Wit T . Underline
=\ 13. Birthpt Louiss : the cate to
N N W, [ ~1
% 0 1t Matden mame NUBTETEEhIngt ofige > it ) || of sutopsy - eharged s
= . name. sta-
E{ . Louisana. f , tistically.
g 15. Birthplace ity town “mn“)_ : TBtate or forsign vokoirs) | 22. If death was due to exernal causes, fill in the following: '

16. {a) Informan {a) Accldent, suicide, or homicide (specify)
&) Address___° b%__.,‘& () Date of occurrence
1 @ - BUrYeY” 7 ate thereot 2 1 " | @ Where did infury oceur?

(Cly ar town) {Caonty) (Stata)
{d) Did injury occur in or about home, on farm, in industrial place, in pubuc place?

Y -.
(Bminl.mr.inn of temoval) (Month) Day) (Year)
‘ (¢) Place: burial or cremation. &Q"‘L M } - et 4
18. {a) Si < o
& as mature f o d'ﬁi"omas ¢
. ';MAY 5 1944 } % !ﬁﬁ: GE / 23, Slgnatmcﬁ/&w L e X (M. mﬁ/
19. (@ {Diwte received local rerhatrar) @ — {Reglstrar’s eignatgre Addrqgéfg A # A A e o i S / Date C{EHEé

(Licensed Embalmer®s Statement on Reverse Side)

(Specify type of plare)
While at work?. (s) -Meana of iujury........__.._......._.._.




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

-, Registered Apprentice No,o=

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

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



