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

FILED SEP 3018 | 8

DEPARTMENT OF COMMERCE
Buiau o THE CENSUS

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Prmary Registration District No........... I_Q O 3

29719
State File No.

Registrar’s Nm_n-_._BlM:.__

1. PLACE OF DEATH:
(2) County. St.Louis, Mi ssouri
{& City or town

(If outside city or town limits, write “RURAL™ and name of township)
{¢} Name of hospital or institution:

St,Yary's Infirmary 1536 Papin St. . _

{If not 1n hospital or lostitotion, write streat numbar or location)

2. USUAL RESIDENCE OF DECEASED: . ' 7@ 7
{a) § 42‘14:%%“ (#) County. In

{c) City or town

(If outaide ity or town wmu "‘RURAL") /V
(d) Street \01 QMM

{1t rara), ghve location)

Length of stay: In hospital or Institution._ % _dBys . AJ
@ ngih of stay: In hosplial or lus en- ¥ (Specify whether || (¢} Citizen of foreign country? (Yes or No)
in this community.
yedrs, monibs or days) . If yes, name country.
MEDICAL CERTIFICATION
ol Nee_ Pierce, Sarah
20. DATE OF DEATH: Month S@pEember day 20
3. (¥ If veteran, 3. (¢) Social Securit
(&) Hve ;: v vear_.. 1944 _. hour.. D minute_ 30 A M.
name war . [
21, I hereby certify that I attended the deceased fromwﬁ..ﬂgtﬂm VB
- | 5. Color ﬂ' 6. (a) Single, ﬁfgd married. 19, to September 20 lgéﬂ.;
4 Ses~~----§§n3—]£- race _SELQ. divorced ABTTI0A o n er. alive e OPhiombor 20 1044,
6. (b} Name of husband or wife.“.my.m n._ 6; (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Durar
alive...........___years || Immediate cause of dearn... Duimonary embolism. ... | s a“.’&en
7. Birth date of deceased..._ {2 f ' 4IPS
(Month) {Day) (Year)
8. AGE: ears Months Days If less than one day Due to.......tarcinoma of Breast R. 1 yr.
FRY
5 6 H 4 l d hr, min, Y n
.Due to -
9. Birthplace....... {L [ s
_ {State or foreign conntry) : - - B e - &./ _
Other cond:tmm LY :
10. Usual occupation......., - (laclude pregusncy within 3 months of death) -
11. Industry or busin; PHYSICIAN
= Maiofr findings: _—
[ operations.
E 12. h 0 . Underline
=l kich da
. . . en
Of autopsy. EMRO L isM, . pulmonary . ... . :.|shonld be
5 4
e[ 14 ~ charged sta-
E tistically.
S -15 22. If death was due to external caiies, fill in the following:
1:6:'- (_a) {a) Accldent, suicide,.or homicide (specify)
* {b) Date of occurrence.
. (¢} Where did injury occur?
17. (a) (City or tnwn} County) (State}
{Barlal, cremation, or "”‘“"1) (d) Did injury occur in or about hotte, on farm, in ind place, in publIc place?
. * (&) Place: burial or mmauon.
8. () Signature of funernl director. Whil 0,]‘;______________(_81____’ Y SR
) Addma_z.z_'ZQ 7 : / 7 .
(@ 13, Signdt = e . orgther) :
19. (a 5
{Dute received hocal resistrar) h Address 4!5_0 , Date eigned ? -t )[
/ (L ¢ Embal *s Statemeni on Reverse Side) e /7 T
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STATEMENT BY I;_I_CENSED EMBALMER . . : R
] :‘ - »5\‘.;: o h. AR X -",

t9e side of this cértificate was cmbalmed by me, onas._

certify that the b?pse name is recorded on there

workmg under my personal superv:smn

o

- Licensed Embalmer No

et P o) Add Sy m )?'L.b 4N E
Note: The above MUST BE SIGNED BY THE LICENSED mmAanR’"m 133 OWN HANDWRITING.. (Failure to comply with

L

the ahove constitutes grounds for revoeation of license.).
. If this body is not embalmed, fact should be so stated above.



