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

¢

DEPARTM ENT OF COMMERCE

FILED NOV 3

Registration District No._

BurEAU oF -ras CENSUS

018439

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No. .. ] O O 3

30883
3897

State File No.

Registrar's No,

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: S
(a) County. - g Mi 88 OUI“i 0 ] f y
{8) Clty or town 8+t. Louis (o) State. * Cot.mw ! 7
(if ontaide city or town limits, writs "RURAL" and nams of Lawnship) @) City or tOWDomn. St. Louis /') j/
() Name of hospital or imt‘:tuuon: (If outside city or towa limits, write “REJTRAL™)
St.. Jdohn's Haspital £} @ Strect No 1287 Hodlamont
{If pot in hospita) or inatitution, write strest e e I {If raral, give location)
(d) Length of stay: In hospital or institution ) s
(Specily whether (¢) Citizen of foreign country? {Yea or No}
In this community ’F‘
years, months or dsys) If yes, name country.
MEIMCAL CERTIFICATION
il FRNT Ethel Gaines
® 1t 3. (e) Social Securit 2. DATE OF DEATE: Monih NOVe a0y 80
3, t N . (e al urity .
. ) 1f veteran N i 1 N i yenr._w.._l_a.t_l‘_g hour_.___..-]-__l.c.__z)..o..m___minute_._..__.A.l__M.
[1] -
fRme 21. I hereby certify that I attended the d
‘ 5. Color or 6. (a) Single, widowed, married, ?_, ,?/ - & 9[ 19 to.. ’2 & 1914__(—5‘
1' x ) - M
4. Sex. _F_ema_l_e_ race'_vh;.t.e dworcedm}!ﬂ:.a-.xl.l,e“d. that I last eaw h-£rtPalive on Z‘ :!!IF Ve 4 ~ wl(fé
6. (b) Name of husband or wife......eoeeooeerns 6. (6} Age of husband or wile if || and that death occurred on the date and hour stated above. Diration
Odie Gaines auve,_____éﬁ__________yem Immediate cause of death..o.oo ... M ..................
7. Birth date of deceased.... QY 28 1895 &
(Menth) (Day) (Year) /
8. AGE: Years Months Days 1f less than one day Due to /1;/15/
/ (
49 5 22 B, min 1P A
Due to ...
0. Birthoimce._ 281MA Misgouri ) / (V4
{City, town, or county) (State or foreign covntey) || 7 " hd
10. Ueual occupation H(‘)us eW i f e Czshe‘r ?Dndlhon‘ within 3 ba of death)
11. Industry or busi Mo B PHYSICIAN
[oxd Or DT ngs: . —_—
= { 12, Name...._-Samuel .MQ.M.VJ.rgi Mmoo ||+ OF ODETALIODS_. " Underlioe
B by
=\ 13. Birthplace Za{ga Mlsggygi - which death
wh, of ar Toreigh country Of auto shou b
g 14, Maiden name ___WJIIA. . :fan.ne Robbi ....... S— autopsy ch:rge:ir su:
: i tisticaily.
§ 15 Biﬂ"‘;“"“_‘ (CEft?w?EZmly) M—(%%%~ 22. 1f death was due to external canses, fill in the following:
16. (2 l'n.fo-rm'mt 0Odis Gaj_ neg ; v e, || (@) Accident, suicide, or homicide (apecify}
 ® Address... 138'2__}10(1 iamont AvVe. . |[|@® Dateof cccurrence
17, (a) _,__Blll'_lal S (b) Dite theresf 11" 83- 44‘ () Where did injury occur? {City or tawn) (County) Etnte
"o {Burial, cromatios, of removal) (Mooth) (Day) (Yenr) || (4) Did Injury occur in or about home, on farm, in industrial place, in public place?
(¢} Place: burial or cremaﬁan_._.I:’..qu_Q.S.Y_i.'_ll..e_.,.._.l.'.ﬁ_.o.,l._._..__.._ -
13. (a Signature of funeral director_ 82 0Tt _H. Hoppe .- . Gocilyoostphecs) PN T
® Adame _._MQ_Was i&to _RBlvd, . D. orother,
{Date received local mi-u-h? (Fegistrar's signature) M /3" Date signed...

(Liocnsed Embalmer’s Statement on Heverse Side)

1;,




i

STATEMENT BY LICENSED EMBALMER
i

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

L]
_____ . Registered Apprentice No. : - S

working under my personal supervision, . ‘ : -

. . P.O. Address...

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN "ANDWRIT!NG. (Failure to comp]y with
"the above constitutes grounds for revocation of license.)

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




