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

Vo3

DEPARTMENT OF COMMERCE

_ E‘&Jﬁiu o] ma‘. mesus
Registration District No...

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE_OF DEATH
Pt{m:u'y Reiistrat{on DIstrlct No....... L E @Q 3

State File No.

26681

356

%

Registrar's No,

1. PLACE OF DEATH:

(a) County.
(b) City or town

=%, Louig,Missouri,
(If outaide ity or town limita, write “RURAL” and pame of township)
{¢) Name of hosp:tal or institution:

5t, Louis City Hospital

{If not jn hoapital or institution, write streat pumber o bocation)

(d) Length of stay: In hospital or institution newhorn
(Specify whether

In this community.
years, monihs or days)

2. USUAL RESIDENCE OF DECEASED:

(a) State Migsouri (6) County.

oF e

yad

(&) Cityor town...Sbl. Louia, Missouri.

(5f outside city or town limita, write “RURAL")

@ 2503 Howazrd St

72(?

Street No.
. {If rural, give location)

(¢) Citizen of forelgn country?

If yes, name country.

(Ves or No)

3. (o} PRINT
FU'E.IZNAMI?

Baby Williams

MEDICAL CERTIFICATION

al S

eSte_Louis City _Has;;
MR o 5‘5'

(&) Date thereof ___%........
{Month} (Dey) (‘hnr)

(Burial, cremation, or removal)

{¢) Place: burial or cremation........... W_CEM . ERV ST

18. (a) Slgnn.ture off director..

/(6)

- While at workp... .. oo
- ,{ S
Siznatn:e.. A g

- T Socal Seeur 20. DATE OF DEATH: Month JUNE . day_ 2L%H
. . . (€ cial Securit
3 ( ) 1£ veteran N ¥ ‘year. lshh' hour. 9 minute, 30 PMM.
g o -
pame wan 21. I hereby certify that I attended the deceased from June 2-5“
Color or 6. (g} Single, widowed, married, 1oith  to_ . June 27th. . 19-’-’-11-:
s safemale / race..Yhite| /] dvoreasingle .|| inatitastsawh. BT ativeon— . June.27th 1wl
6. (8) Name of husband or wife....... . 0.5 6. {c} Age of husband or wife if and that death occurred on the date and hour stated above, Duration
alive......_.___years || [ mmediate cause of deat}l
7. Birth date of deceased June._ a2s5th, 19 " :
i e (Manth) et ny) * (Year) / /l&yﬁ, M
[
8, AGE: Years Meonths Days If less than one day Due to 5_9
/ 2 hr, min ! b [ g
R d Due to {--"'
©. Birthplace St. Lonis Misscuri. ] f'} £
- {City, town, or county) . _. _{Btate or foreign country) - = I C4 ﬁ’"“ i
2 T diti
10. Usual occupation nil — c:t luge progoane: ¥ ithin 3 mouths of death) / o f
1 ' . v - Al T
11. Industry or business et Skt : PHYSICIAN
. . or findings:
E 12. Name Albert Williams "Of operations : — Undesline
Lo B . P 3 : L T . P N
= 13. Birthplace Michigan / e demth
{City, jowa, or conn . {StaLe or fareign country) Of auto should be
g 14. Maiden name Vet‘te ‘ﬂi lllf-lmq autopsy d Sta-
__________ h:hm V.
§ 15. Birthplace rreTery— {;&3‘_}‘303 3 ot o Toreiom s 22. If death was due to external cattses, fill in the following:' 4
16. (a) Informant. M. Renard. (o) Accident, sulclde. or ho:mude (spectfy)

Date of occurrence

Where did injury occcur?

{City or Lown) (County)

te)
Did injury occur in or about home, on farm, in industrial place, in publ.il: place?

(apel:i!‘y type of place)
€). Mea.ns of 1ruury

A Y reabars . p
515 Lafayette :

23
Address

o Datﬁi‘@ji




D R

'STATEMENT BY LICENSED EMBALMER

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

, Registered 'Apprentice No................ .

working under my personal supervision,

" . v

Signed

.o L _ Licensed Embalmer No

. P. O. Address. T

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER 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.




