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

DEPARTME\IT OF COMMERCE
BUREAU OF THE C

FILED UCT

Registration District No... —

A
THE STATE BOARD OF HEALTH OF MISSOURI

é’ 1944 3 lS'g\NDARD CERTIFICATE OF DEATH
. Primary Remstmtmn District Noe s ] OO q

b

State File No...wussen .&.Suh),)

Registrar's No._.._..~._8__g55_..

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED: ﬁ .
4
/

{Burial, cremation, or removal)

Phace: burial or mreherthor
18. (o) Signature of funeral direc
(b} Add
19. (g}

(Manth) (Day) 0’“1)

is. . _

(g} County T 3 (o) State._. IllinOiS . (B} County... Marion___._. A
(%) City-ottowm: St.Louis - - //
(i ontalde clty or town limits, writa “AURAL" und name of towmahie) || () City or towdo. @A LRAL ia Townshin.™ Rural
(<) Name of hospital orinstitution: (1f cutside city or town limits, write “RURAL")
....... St.Louis.Children's Hos pi:tal @ Street No
{If not in hospital or institution, writa street number ar i raral, give lovatiors ._..R...
(d) Length of stay: In hospital or Institution.._. .. B.YS . No r- -
(Specify whatber || (¢) Citizen of foreign country? (Y& or No)
In this community..._... : : 7
yoars, months or days} If yes, name country.
MEDICAL CERTIFICATION
PRINT .
1 Mameotvark_Lee Mu“ﬁh S 1_3:_
. 20. DATE OF DEATH: Month 2&h _ __ aay TUES. &b
3. (b} If veteran, 3. (¢} Social Secutity o ¥
N year.__| i A hour....{ .Z.Lj..a.. .......... minute.. .. P M.
name war. None No one L
21. 1 hereby certify that I attended the deceased from q.-1b-44
@ 5. Color or i 6. (a} ?inzle. wndsowed marréed - 19......., to. q ﬂé:Vy 19...
1 sxnale ! . racc b6 (dlvowed.. n'g that T last saw htaer, aliveon.. 3= 2 b~ ¥ & 19t
6. (b) Name of husband or wife.........co o ecenes 7 6. (&) Age of hushand or wife if || @7d that death occurred on the date and heur stated above. Duration
Hraktl
) . allve oo vearg || Immedjate cause of deagh 4 -~
-7. Birth date of deceased......_ £ = 2.4 =38 fc‘érum
{Month) . (Day) (Year) R . »
8. AGE: Years Months Days If less than one day Due to {’ i
I 11| 2 T A
ue to .
9. Birthplace, Alton Ill inOiS I ! j ]
~ (&ﬁ.mm- (Btato ox Socaign canmt )=
. [ Other conditions.....
10. Usual nm|mhnn‘.“ . one . a.,f;:.d, Pregnancy wilhin 8 monibe of deall:)/ ﬂ
1. Industry or bumnm None S AITL T PHYSICIAN
5 12 Name... Sholan L. Mullen OF operations......... —
nderung
2 13 mrmpneMarion County, Illinois ’ the cause to
b S cof T (State or heenpaeowamteg) — houid b
5 { 16, Maiden mame.. “BITZE Ehith e s
istically.
E. —
g 15. BmDmJers QY——G Qu‘n‘t’y ------- I_l%l_l_!oj.s q!;: 22. If death was due to external fauses, fill in the following:
16. (a). Informant\ . T et {a) Accident, suicide, or homicide (speciiy)
) Address-NALOUL "Hi11, T11inois @) Date of oocurrense
17 (@) . s (B Date :hemﬁﬁphﬂ 194 Where didinjury occur? e

(County)
{d) Did Innu-y occur in or about home, on farm, in industnal place, i m pubhc place?
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STATEMENT BY LICENSED FMBALI“ER RN AR

’

L hereby certify that the body whose name is recorded on the reverse side of this cnrttﬁcate was cmbalmed by me, W

Y ol

- T

working under my personal supervision.

Note:

the above consntutes grounds for revocation of license. )

If this body is ‘not embalmed fact should be so stated above.

The above MUST BE SIGNED BY THE LICENSED FMBALMER in lns OWN HANDWRITING

.

Reglstered Apprentlce No ) :

_:.-;: N

o Llcensed Embalmer No.azw#

P '0 Addressr

Y

(Failure to comply with
‘: - - e * - — ' —

-




