No, 2
-8-43
17-39

Xarazs

PLAINLY-—USE UNFADING BLACK INK-—~MAKE A PERMANENT RECORD

D‘EPARTMENT OF COMMERCE
BuUREAU OF THE CENSUS

FILED JUL, 15 044

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No....(p,,o_—]_(’

S/
State File No..._ "> 2@4

Regisirar's No._....

Registration District No.
- 1. PLACE OF DEATH:
(a} County..... St . Louls
(&) City or town Jpnn 'LI’IQ‘EI

{If outside city or town limna, write “RURAL’" nnd name of l.owmlnp)
(¢} Name of hospital or institution: E

Elma Convalegent Home

(If not in bospital or institutjon, write strest tumber or location) I
(d) Length of stay: In hospital or institution

(Specify whether

'In this community.
years, months or days)

2.

(a)
@

(d)

{e)

J._.L,{.._.(;L_:"l:w__..__:
USUAL RES!QENCE OF DECEASE™: ]

MO . [¢)] CounLyq..._......a.t..._.ln'o.lIJ.ﬂ_...
Jennings 1A

(If outgida city or town limits, write “RUBAL"} i /]

Street No...... 1% .T.L.m.a...“Q.onya.l.e.aen.t....l:l.ome._m..,......._V,v,,..9

{If rural, givo location)
(Yes or No)

State.

City or town

Citizen of foreign country?

If ves, name country.

3. (s} PRINT

FuLL name___Eudore Blackburn
*3. () If veteran, 3. (¢} Social Security
name war. No.
5. Color or 6. {¢) Single, widowed, married,

4 s=Female. . mefiite.. dgiverced_Widowed

6. (5) Name of husband or wife., ...crvrvercscceeee. 6. (¢} Age of husband or wife if

20.

21,

MEDICAL CERTIFICATION
5
minute. pO P M.

X0

DATE OF DEATH: Month . JJULY. _day

veur. 1044

I hereby certify that I attended the d

hour.

that I last saw h &Y alive on TR
and that death occurred on the dat&nd h«!q.lr stated above.

fr m...QU\.%\-&. S
1 - 19“"{';
104

Duration
—Samuel Blsekburn . . elive. ... —_yeara te cause of death 0
7. Birth date of deceased_. 00T . 7 1858 Q. oy Ga \‘(\\\u‘mo.\" a {\Q VS e 5\.5{_5 '
(Month) (Day)} " (Year) '
8. AGE: Years Months Days If less than one day Due to..
8 5 8 @% hr, min
v Due to....
9. Birthplace _lndieng...... ! )
-"- ' -{City, town, or county) (State or foreign coantry) _\ \ S ‘ 0 r- s Q
10. Usual occupation Housa PW".[ f“e O(th" conditions. Q-T ST }ﬁo r?ﬂ‘-l:)-&f Q.5 2 .
11, Industry or business S f PHYSICIAN
Jjor nim mg!: ﬁ —
12, Name,_wllllam“ll.ea-thermm——-———?--———- of operatfons........ L‘,’I % V’ ‘ Underline
=1 13. Birthplace.. URKTIOWD Ind. — the cauze to
ut &oun {State or foreign country) b
g 14. Maiden name faror ’Br&dsh Of antopsy %ll’n%:clélmf
. Unknown .Itistically.
§ 15. Birthplace g (sml.; Egreun w“"” 22. If death waa due to external causes, fill in the following:
. 16. (a) Informant.... Ch&rles Bla_c kbupn e (@) Accident, suicide, or homicide (specify)
®) Address.. 2816 Abner P1, ____ _||® Dateof cccumrence
17 @ . Burial (&) Date thereo!. 73044 || Woere didinjury occus? i (Caamin
(Burial, cremation, or remaval) (Mcnth) (Day} (Yosr) (d) Did injury occur in or about home, on farm, in industrial place, in pubhc place?
{¢) Place: burial or cremation.......... .M.a,t_thel?.s _c.em —
18. {e) Signature of funeral d“'“"" --------- Drehmann-Hapr al . While . p:lf’ o et o infury TN
@) Address.... H?%gLBludr__mmﬁTy Sgmte
. |l”! g ,94 ® g HAaan ,Thi = 3 e -
19 ) (Dats edlocllremriLr) "s signatare) P ddress... \W"* ol \AA ...... ... Datesigned JJ. S *L/

{Licensed Embalmer’s Statement on Reverse Side)




- . z -
. . o
Q b=
. ] ¥
. - P-I: *F
B ol «
. 0 O
. . b &
lf S
- _ - (o QoW
a e ’ ,J ' g
" - W W
o -
bl
. =
' - .0 ; LY
- - ' - 5 ER
» o t . i ‘_:’l -
. R AR Loy
. ‘ - o
o ' § '1 .
D -
- - o
- . ) - o
o v . A=
Y ' - ' 1 i Ly r - \
- N i ‘ . ° ,
i
) ' STATEMENT BY LICENSED EMBALMER '
. ‘ ; e PR Tt .l-r_ [
' 1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by. S

.., Registered Apprentice’ No.

working under my personal supervision.

Signed.....

. ! P. O. Address

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

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

o - <




