T

;:i N ; 23 DEPARTMENT OF CCOMMERCE THE STATE BOARD OF HEALTH OF MISSOURI
—5-4, , Burzav oF THE CENSUS ;
v, 5-17-30 8 1 STANDARD CERTIFICATE OF DBATH State File No
o 1 xseen JAN 18 210
egistration Distriet No....__.... 0¥ B Primary Registration District Noo. . _.._ Registrar's No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(a) County ST ToHE () sute Missouri. ... ® County.eee .
(6) City or town
I (If outside city or town limits, write "RURAL” and name of township) () Clty or toWnoo........... S t Louis
(¢) Name of hoapital or institution: H (Il outside city or town limits, write “RURAL")
Homer G Phillips Hospitsl ) @ Sireet N 1720_Q'Fsllon
(1f not Io hoapital or institution, write strest nomber or location) [ Oroemee e T (1l rural, glve location)
(@) Length of stay: In hospital or institution _._.2_Q8Y.8
(Specily whether (¢} Citizen of foreign country? (Yesor No)
1n this community..... 24 yesrs 7
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
FULL NAME. Berths Rice
o G e e 20. DATE OF DEATH: Month_ 9 8DUETY _ day 18
. veteran, . e a urity
_._._i% \hour, 6 minute 3 5 A{ .

name war, No

21. I hereby certify that I attended the deceased from

gf Z ' 5. Color or 6. (o) Single, widowed, M"? ........... Jdanuary. l5,. . w45 .. Jdenuery 18 s 1045
4. Se 'i divomed__)ﬁ " || that I last saw h. 8T, alive on Janus ry 18 19.. 1&5
6, (b} Npme of and or wife.... {6, (6) Age of husband or wife if and that death occurred on the date and hour stated above. ' »

4 uration
e “M""F S ’ gl.we_, K_____ vears lmmedmte cause of death J

irth date of deceased i 3_. ----------- Cerebral.Hemorrhage Unknown
(Lﬁ&mh) (Day) o™

r bgf
8. AGE: Years Months Days If less than one day Dne to 2

- ( ',iﬁ‘
4 - ?ﬁ q o hr. min
V' - B T ) ue to \j /
9, ‘Birthphce.......:@"w et O/ - i ; AD - - ) L ) -

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

{City, jown, ar county) {Stats or foreign coontry)
. - Ty v Other conditions.
10. Usual occupation. 2544 -—--7 Ao semsm s sestsins (| {Ineluds pregnancy within 3 months of death)
11. Industry or busi T i A <, ’ PHYSICIAN
{ ) . . Major findings:
é Name : Aot - - . Of operations -
& = ara - """"""’i’"““""‘ Underline
2l Bi:thplam.._...;% Tt thecauseto
City, town, or connty} - (State or foreign conntry) Of autopay should be
g 14 AR —— . ] charged sta-
s __________ - st tistically.
15. - S % P,
3 T i - (Btatn o forel o 22, 1f death was due to external causes, fill in the following:
N . . e (a) Accident, suicide, or homicide (specify)
16. (@) I LIl N - .
) > ) Oy_ = z'z ' - . (8} Date of occtirrence
= J did Inj ?
1. @ S () Date thereof%’* 2ef = 4§23 () Where did injury occur (City or town) _(Caunty) Biatc)
(d“““l; eremation, of removel) oo .- nth) (Day) (Year) (d} Did injury occur in or zbout home, on farm, in industrial place, in public place?
(¢} Place: burial or cremation £ \_M' !L >

" . ’ * . pecify L f place)
18. (4) Sigmature of funeral 0" Whild at workd_________ ooy 5 Means of nfurfd oo
b
@ 23. Signature {M.D.orother)_______
19. 4 4 '
(s} {Rexistrar’s 1 1 Mddress_..___ leNWhittierS_t .............. Date signed.lelgfds

{Licensed Embalmer’s Sul.e::&ent on Roverse Sidc) 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.

Licensed Embalmer No. .3 Azf _2_/ ..............

L_ - _
P.O. Addressgﬁ Dé _____ m

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

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




