. 5. No. 2
DAf—8-43
v, 5-17-39
1 X37B23

e &

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

DEPARTMENT OF. COMMERCE

FILED JAN 16 134

Registration District No.......

v
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BUREAU OF THE Cz\sus

347

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH State File No Z

Primary Registration District NoJaéj

e
F

SN O/

Regisirar's No, ..ﬁé)jji.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECFASED: /
St, lLouis 3 7
((:; ?:’:tlm o t 1 ﬁ'vf an i (m) State__.Mi.s ﬁD‘L‘lI‘.i_ e () County.... S. __x____I.._Q_!l.i..S.._._..:?
¥ or town
© N o ar .,lm,.adi.. Gty uifm-rn Timits, writa "RURAL" nd name of towashin) () City or town... _We hstﬁr oroves 4
ame of hospital or institution: f autslde city or town limits, write " IRURAL™)
St, Iouils County Hospital A (@ Strest No 17 Ravine ¥«
{1f not in hospital or instftution, wrils atreat D\lmb:f alocat.inn) : {If rurnl, give location}
{d} Length of stay: In hospital or institution ays L 3 ]
20 vears (Spocify whather || (¢) Citizen of foreign country? Yes (Yes or No)
In thi it : ¥
n,m_:_ Sof&],uﬁld,{,,) : If yes; name country i
[ . MEDICAL CERTIFICATION

3. (a) PRINT
FULEL NAME

HENRY HUBBARD

" DATE OF DEATH: MonthDEGEMDET dy. T!:en_z,v-first

20.
3. () If veteran, 3. {¢) Social Security
@ ymr.u,..l&4£. _________ hour.__ Fi_vg minute A M,
name war. Nn
N 21. I hereby certify that I attended the deceased from.
a’ 5. Color or 6. () Single, widowed, married, 2 9., to
4. Sex le race. Col L. divorced 1 . that Ilast saw h . alive on 19.._... ;
6. (¥ Name of husband or wife.coc.._. 6. {¢} Age of husband ot wife if and that death occurred on the date and hour stated above.
Rosle Gray alive______ La . yearg || Immediate cause of death. = =
7. Birth date of d December 13 1850 }M‘—‘M ------------ X
{Month) {Day) (Year)
8. AGE: Years Montha Days If Jess than one day Due to....
8 5 - 8 hr. min.
Due to

. sumomce BLUE Mountain | Mississippi

DEC 26008 ©

" (Registrar's ti-m-nm)-

(City, town, or county} (State or foreign country)
; Other conditions.
10, Usual occupation B ONE Tommeersaguees e - = || (nolide préghiancy within 3 montha of deth) =
11. Industry or business aor i PHYSICIAN
Jor indings:
3. Name ? . Gant o ‘am -Of operations. e )
U\ e bL R Underline
= | 13. Birthplace. UBKNOWN iy ™ ichdenth
iy, D. gunt i {State or foreign country) £ - hould b
5 { 14 Maiden rame K6 IH& Harbin 2 Of autopsy :;_hf!-:gﬂ Al
....... tistically.
E 15. Birthplace g&%ﬂofmemﬂ rrve—- I'or!kn ey 1] 22 1 death was due to external causes, £l in the following:
16. (@ :n:ommm.St Louis. County Hospital || Acident, suicide, or homicide (specify)
® 601 Brentwood Blwd. . .,.... j® Dateof occumence
17 (e) ‘M~—-—--~~~" @) Date ghereot...L.ob. () Where did injury occur? (City os town) __ (County) (State)
. (Burial, cremntion, or removal) t « {Month) (Day) “"") (@) Didinjury cccur in or about home, on {arm, in industtizl place, in public place?
-(c) Place: burial or cremaunn_\; ““m %\Iuﬁ
g T place)
-18. (c} Sigmature of r“gﬂ director. i " \While'at \—Dr-’__.'_'._l_(_s_tu.r_’ l(yr?. iI:a::es of injury . e
%) Address. __('JA.J._ o Mg . - . -
® N M 30 Slznature.__ﬁ ‘.h_.... " __.___Q_... (M. D. or other)..oce.—
190, (a) & e

Date signed._.._...oeet

deresa

(Licensed Embulmcr;l Siatement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER ‘ i ' -

+ I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,‘or;br"//

____________________ e -

M
S ‘Registered Apprentlce. No.
working under my personal supervision.

Licenged Embaizfr No M ;
P. 0. Address Mu" -’%‘w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TING. (Failure to comply with
the above constitutes grounds for revocatlon of lmense.)

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




