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

KEXEXX #31122

DEPARTMENT OF COMMERCB

_F-ILBE'R.EAUOF‘!‘HE Cmg 1%

Reslstmt!on District No.___: ._.._..._..

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
8‘ Primary Registration Distriet No. iu U 3

<3575
82486

State File No

Registrar’s No..........._.

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

.t

(a) County (a) State Misgsouri (8) County y a4
(5) Clty or town,, ..o i e Iouia iasnu.‘l:i f— - . /7 \
{1 antaide city or town limita, wrile “RURAL" and neme of townshin) || (¢} City or town St.Louis "2
() Name of hosmI-ta'éor 1nsutétlf% Ho tal (L outsids city or Lown limits, writs “RURAL") &
t. uis y Hospita (@ Street No......2095 Winnebago \
{If not in howpital or insiitution, writa strest number or location} (1f rural, give location)
&) Length of stay: In hospital or institutlon..........AOWDOTN. .
0 (Spaclfj ‘whether {e) Citizen of foreign country? 0o (Yes or No)
In this community.
years, months or daya) if yes, name country.
3. {a) PRINT B L MEDICAL CERTIFICATION -
FULL NAME. . _.__.5B aby Lyons
3. If 3. {c) Social Securit 20. DATE OF DEATH: Month.__...s._gp.‘.b_.'_._....._....d.ay ll"th
. veteran, . {e al curity
— N - ymr.........u..."..;.QM......hour 1 minute. .. 50
name war, ©. -
21. T hereby certify that I attended the deceased from 9/13/1111'
»D s, Color or 6. (o) Single, v«;’iiowed. married, 19 to Sept.lith ,9__1,[.:!1.
4 Sex._JmAle. .. race..Whita. divorced,..B810&L8_.. || that 1 1ast saw b LI alive on Septe l4th 10 |
6. (4) Name of husband ot Wife. . car.. 6. (c) Age of husband or wile if || #7d that death occurred on the date and hour stated above. “Duration
7. Birth date of deccased......J@pfember 13th,194lL
{Moatb} {Day) {Year) J
8. ACE: Years Months Daya If less than one day Due to n /if;]
/ 5 ] ._Z\ i
i
5 hr. - min Due to I f )
5. Binthoiace. S EsLouis City Hospital 1/ I ;
: ~ (City, town, or county) - {Stata or [oreign conniry) [ K
Other conditions.
10. Usual cccupation nll It ,- ds pregnancy within 3 month odeath)
11, Todustey or busines . N Ma) - PHYSICIAN
jor findings: I
12. Name..._....., .t Chﬂrles Of operations. .
7] the cagse 1o
2\ 15, Birthptace Missouri.. the cause to
. (Qlty, town, or ¥) {State or foreign country) Of auto should be
E 14. Maiden name..ﬂﬁﬁ cﬁim - i char eﬁsta.
: Mi ouri Y o : istically.
§ 15, Birthplace. T —— 188 ::fuu P wl'm;” 22, I death was due to external causes, fill in the following:,
16. (a) Icformant M. Renerd - (@) Accident, puicide, or homicide {(specify) .
®) A St. Louis City Hospital (b Date of cccurrence.
- Where did inj 7
17. (@ LS #"=="®) Date thereof. ey = E || @ Where didinjury oceur Gty towmy Connts ttat)
d (aonth) (D“’ (Yesa) {d) Did injury occur in or about home, on farm, in industrial place, in public place?
{c) Place: %3 or cremation.. “cq.. AT Ca ot S S N Lo Y
i I gt
i 18. () Signature of {uneral director, . - While\at !:A 'i;'é;;:’o .nmry’:_'\._ et
() [ S
{ gﬁ 23. Signatures 5 ..... { /)HEZM)W
19 . e Bl W et
(@) {Date received local resisiras, (Regutrar’s signature} H-Address,..ooee o] S——

{Licensod Embalmer’s Statemecat on Reverse Side)




- STATEMENT BY LICENSED EMBALMER

T hereby certify that the body whose name is recorded on the reverse side of this certificate was cml:_talﬁied by me, or by.

LN

, Registered Apprentice No

working under my personal supervision.

Signed

Licensed Embalmer N:c.g._

, © ] P.O.Address

Note: Thé above MUST BE SIGNED BY THE LICENSED E\IBALI\IER in hlS OWN HANDWRITINC. (Failure to comply with
the nbove constitutes gmunds for revoeation of license.) ' '

cOIf thls body is not embalrped, fact should be 5o stated above, * .




