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THE STATE BOARD OF HEALTH OF MISSOURI

“5°1948 STANDARD CERTIFICATE OF DEATH

23638

State File No.

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

()]
19, (a)

Registration District No._________.__.__......_..B 8 Pritnary Registration District No. e ereresanens ] U U 3 Registrar's No. 824"?
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED,
(@) County ; Stat ssouri A B2 /
®) City or town St.Louis,issouri (a) e Missouri .. & County / V
(If outside city oe town limiks, writs “RURAL" and name of townshin} () City or town......... St.lonia 7 [k
() Name of hospital or institution:c H . (f outsils city or town Heits, wiits “RURALD) |
St.Louis City Hospitel £ (d) Street Nououcorcne. 11582 Walton 7
(Ef not in haspital or institution, write street number or location) & {11 rural, give location) b
Length of stay: In hospital ututton.__ 10 ABYS ..
@ ot Ay n pital or institution.. 5 (Specify whether || {(¢) Citizen of foreign country?. {(Ves or No)
In this community_____ nawhorn
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
Uil Name._ Baby Millstone #2.
- PR EN T 20, DATE OF DEATH: Month. . 3€DYe . oy 8th. -
3. ki . . e A curity
@) I veteran ——— N Sme 19M__hour_l mmute....._.l-s A' M.
pame war. hd 21. 1 hereby certify that I attended the deceased from /21 M‘
\ 5. Color or ) 6. (a) Single, widowed, mained 9. to Sept, Sth lD_M
s s female race White (D gvored_. 830830 W sawh 88 _aliveon.———..._...3€DPEa_8Sth __10. 44
6. () Name of husband or wife.... .. = 6. (¢} Age of husband or wifeif and that death occurred on the date and hour stated above. Duration
—— alive . T ____ _years
7. Birth date of deceased..... August 2141 t419hh. T
GAr,
8. AGE: Yeara Months Daye if less than one day Due to )ﬁ
15 ). g
e 7
9. Birthplace...... _‘S&t_t_lrsmml_)gi 1. Hos(.?i“ ; ___; ) 7.7 )/
ty, town, of cousty] or foreign coantry,
1 Other conditions / \-/ !
10. Usual occupation. e mmem —= || “tlnctea ¥ within 3 months of ,,myv {
11, Industry or business = PHYSICIAN
Major findings: R
E 12, Nameo .o unknown : - Of operations : Undecline &
< " ~ ' ' ai the cause to
i \ 13. Birthplace. = (Suhu p - wil;dchﬁieabth
try or foreign coantry Of autopsy shou e
E 14. Maiden name.........c..... :.h ﬂlﬁ mllﬂ_tme_. I S:F;ﬁ :ta-
& ] 15. Birthpl _Missouri... - 0 22. If death was due to external causes, fill in the following:
= {City, town, or county) (State or foreign coantry)
16. (a) Informant........ M !___ng_ard . (a) Accident, suicide, or homicide {specify)
5 Address St. Louis City Hospital (4) Date of occurrence
= . i 2
17. (g) (5) Date thereof ll? < y ;(4 (©) Where did Injury occur (City or town) (County) (Stal
Bwriwl, cromation, orvemexal) “(Month) (Duy) (Yoeaur} (@} Did i#y r in ar about home, on farm, in industrial place, in public place?
{c) Place:$mgindwecremation .. i ; - o
18. (a) - ¢

(Licensed Embalmer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER - Lty
- - o -
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by_..._........c.. KT
N .
o -t
7 A '
............ : “ Reglstered Apprenttce No : SR
0o o e R
working under my personal supervision. . |
-
. - A L. Lo -
. T Signed L et A e
A . o<
r . - "Licensed Embalmer No -
. ; ;

v P 0. Address

‘Note: The above MUST BE SIGNED BY THE. LICENSED EMBALMER in hls OWN "ANDWRITING. (Failure to .comply with

the above constitutes grounds for revocation of llcense )

If this'body is not embalmed, fact should be so stated above. ) -




