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

i

DEPARTMENT OF COMMERCE
Burrzau oF THE CENSUS

FILED DEC 27 13618 STANDARD CERTIFICATE OF ?Bai

anary Reg':stratmn Dlstrlct No.

Registration District No..wpi,

THE STATE BCARD OF HEALTH OF MISSOURI

State File No.

39889

Registrar's Noﬂ‘iﬂﬁé_k?.

i. PLACE OF DEATH:

{(2) County
(%) City or town___saintu_llouiﬂ -5 M.iﬂ aour

(i outaide GiLY or town Emits, writs “RURAL" ond name of townahip)
(¢} Name of hospital or institution:

4336 _a _Saint Louils Avenue.

{IT not in hospital or institution, write streot namber or kecation)
(d) Length of stay: In hospital or institutlon I

In this community. 25 years '

yeors, mooihs or days)

{Specify whether

2, USUAL HESIDENCE OF DECEASED:

{a) State Mis Souri (¥ County I/ -

{¢} Cityor t_ownm_sa int Loui 8 " f I"
{If cntside city or town limile, write *RURAL") I

@ Street No.... 4026 8. Salnt _Louls Avenue. . .

{If rural, give location)

Citizen of foreign country?. NO

If yes, name country,

=_(Y¥es or No)
o

{

yult same.__ IRENE_WATSON

MEDICAL CERTIFICATION

0 20. SR
3. (¥ If veteran, 3. (&) Social Security "44
H ....._.....J.Q & _hour._.. . .1.0.....“ mmuu-_.._z_o_._P....M.
- No. =835=29 i e e
Tame war 2 3-021 85 2 LZ 1. I hereby certify that I attended the d d from
3 J 5. Color or 6,(@) Single, widewed, mastied, A T
4 Se;_-Engl mceu.N,egr_Q divorced__—Arrled that I last gaw h alive on 19
6. (5 Nameof husband orwife . 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
B urait.
..._..m.m....L.e.r.Qy.._W.ﬁ.t.ﬁ.Qn_ ...... alive.._QL......years || Immediate cause of death Bronchopneumonia.
7. Birth date of deceased_J!J.lY 14 et 204 ||
(Month} ay) {Ynm') 2 2_wy
&
8. AGE: Years Months Days 1f leas than one day Due to.... // {{; } If
vd 40 4| 25| == == mn ; 7
Due to s i
v
9. Birthplace.......Anguats Miasguri .
- - {City,town, or eounly) - * (State or foreign conntry) - = - = e T o
10. Usual occupation HOugewi fea ps e y—— of death)
11. Industry or busineSs ™ RTTTIY : PHYSICIAN
- JOr nin m_g’s:
g 12, Name Jim JOhn son Of aperation: Underline
& | 13. Birtbplace... K(%ahvill ................ ~&OONe 3200, e : :a‘lmgaggg
- L Wn, O COUD tate or e4gn Country, 3 A X .
§ {14 Maiden maMaria. Chandler. O putopey cr i -
tistically.
§{ 15. Birthplace .. g%&e%u) Ty m“u-;s-- 22. If death was due to external causes, fill in the following:
. ; "(a) 1 nfmmnt Ler 03’ Watson - (@) ‘Accident, sulcide, or homicide (specify)
®) Address.... 2336_8_ Saint_Touls Avenue || Dateof ccourrence
17. (g) B'llI‘ 1al . () Date thereof.. 12= —1&1944 (@) Where did injury occur? (City or town) (Couanty) te)
(Barial, cremation, or removal) (Monsh} (Day) (Year) {d} Did injury occur in or about home, on farm, in industrial place, in pubhr; pl.na:?
714 () Place: burial or cremation.. G‘I‘ OONWO od. Ceme tBI'Y- : Py
18. (o) Signature of funm‘ %fﬂf,gg%g%’regvgn;ﬁ—gat S — w:g?.._".m_.m.“..,..%ﬂf’% Moans of T A—
()] Add:&BEc.T——-‘-—{b}-:-"——y 0—‘ ey 23. Si M . ,hq&'y 3 L or othér). ..
. @ (Dats roceived local registrar) >+ £ (ﬁ:;st_r-ur s sixnature) |} Address. ...._..__.1.500 Clark _A\ﬂen,uﬁ_.. Date signca..z/lz/4‘

v (Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EM[iALI\lER

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

P

oL o r._ Y

Thomas J. Gates »«Registered Apprentlce No

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in. hxs OWN HAND“’R]T]I\G (Failure to comply with
the above ennstitutes grounds for revocation of license.)

¥ \;_z -If this body is not embalmed, fact’ should be so stated above.
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