8. No. 2

M—843
5-17-39

I x37323

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

DEPARTM F C
FILE 3 18
Registration District No._..__. R

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No. . veeneeoeoe.oe ..-_‘! 0 O 3

36256

State File No

Regisirar's No,

18041

1. PLACE OF DEATH:
(a) County

(b) City or town...._..... 481':.&..1101]13 g m
(If outsida cily or town limils, ‘writa “RURAL” and name of township)
(¢) Name of hospital or institution:

Homer G, Phillips Hospital 4

{If not in hoapital or institution, writs strest number or location)
() Length of stay: In hospital or institution.. :1-....@0 . l& day .......... -

(Specify whether
24._years

In this community.
yeary, months or days)

USUAL RESIDENCE OF DECEASED:

f Ay
@ State..._..,_._Mi__S__j_SQ__g_;‘i,_-_____ (#) County / 7
@ City or town...Ste. LOUIS ,

(r uu:.ude city or town limits, write "RURAL")

17 So,._ Channing

(LfTural, give location)

/0

{Yes or No)

(d) Street No.

{e) Citizen of foreign country?.

v

1f yes, name country.

3. Ea! PRINT
NAME

William Woggins

3. (¢) Social Security
No.

3. (B) If veteram,

NAME WAr,

5. Color ot 6. (a) Single, widowed, married,

s sHale 9—

MEDICAL CERTIFICATION
20. DATE OF DEATH: Month. November dy....22,
ymr_lQLL hour. 6 minirte. 30 P, ™
21, I hereby certify that I attended the deceased fmm._.o.ctﬂmrm....................

8, tdhdy.... to Hovember..22 ... 1944,

® Addms.".ﬁ.ﬁl.?.-Laclé
. @ ... NOV 27 1834

{Date received local reeistrar)

_;tml mtm) ..... T dress.. (2

race Colored divnrced_li_a‘}:ﬂgg_.._... that I last saw h.j Mm... aliveon e N Qv em be:! 22’ S 9&4..:
6. (b) Name of husband or wife ... G, -{¢) Age of husband at wife if || 20d that death occurred on the date and hour stated above. Duration
. Nellie Noggins ve .30 years || Immediate cause of death...... i
7. Rirth date of decensed October 15, 1895 General Paresis nk,
) (Month) (Day) (Year) Avitaminosis ﬁ Unk, ...
8. AGE: Years | Months | Days If leis than one day Due to Ny {i el
/ 49 l 7 hr. min ﬁ [‘)
L 7 Due to & 7
9. Birthplace Qe f __.71/1;1
- (City, town, or county) {State or foreign country) - TS N
diti
10. Usual occupation Laboner Ort;hc‘r con itions within 8 months of death)
11. Industry or business g PHYSICIAN
aJ)or NI lﬂ.g‘: r—
& ( 12. vame Foster Nogglns ) { operations —
!:: 1 I the catse to
i  13. Birthplace e = (suf.- T o5 W'l“liChlﬂdcal:h
ityntoms, ot 3 i e foreign country Of autopay shou e
5 14, Maiden rame SALL1E. ACKEDEN e
§ 15. Birthplace e ——— (SEEJ:{ - tounlr;) 22, If death was due to external causes, fill in the following:
, towa, ¥, areign
16. (8) Informant Nellie N()ggi.'-n g8 - - (e) Accident, sulcide, or homiclde (a_pcdfy)r
@) Address.... ... 2710 Lawton (&) Date of occurrence.
w. (@ ...Burial & Date thereor. L1 =20 tods (@) Where did injury occur?. T — =
{Duarial, cremation, or removal) (Manth) (Day) (Year} (d) Did fnjury occur in or about home, on farm, in industral placc in pubhc place?
© 4
(Specify typa of place)
18. (a) o B A A (e

= While at work} = 2r Tty L.

] ans of injury . £ e
L

{Licensed Embalmer’s Statement on Reverse Side}




Lot . ‘. . o

STATEMENT BY LICENSED EMBALMER !

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

) — .

» Registered Apprentice No

working under my personal supervision,
a ik

- Tl T T b w7 ; ‘ "'“ Licensed Embalmer No . // 7\3
P.O. Addresﬁlz..\uéé.@u:g

Note: The above MUST BE SIGNED BY THE LICENSED FMBALI\IER in hls OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license. ) , -

If thxs body is not embalmed fact should he so stated nbove




