M—38-13
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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

>

" #39550

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

MDAPRN 188 8

Registration District No...

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF BE(S\ J—I

e anary Reglstmtmn Distriet-No...

sut

ﬂ_jls, Ho

3045

State File No.

Regislrar's No...........

1, PLACE OF DEATH: '

(a) County
(b) City or town...

St.louis Missouri ..

(I!‘ out,anle city or town limits, write “RURAL"” and name of Inwnalup) -
(¢} Name of hospital ot institution:
£z

Bt. bouis City Hospital #1l.
lmQ=lday .

{If not # hospital or institution, write street number or logation)
(Specify whether

{@) Length of stay: In hospital or institution....._......

In this community.
years, months or daye)

2. USUAL RESIDFNCE OF DECEASED:

State_M[SsSUURj_ () County [ 7
City or town 871 LO 17 I\S (“

If ool ec:ty or towa limits, an “RURAL"™} "
Street No. 3 7(.? 8—,4 ”&V\. /f

{If rurul, give local.inn)
0 {Yes or No}

224
(a)
163

@

(¢) Citizen of foreign country?

If yes, name country.,

3. (ay PRINT
FULL

NAME Thomas Mc Clure

3. (b) If veteran, N 3. (¢} Social Sccurity

No.
5. Color or .

whm:

& UREW
Ju LY

(Mbnth)

name war.

G. {a) Single,. widowed, married,
[ amamces MARRIED.
6. {¢) Age of husband or wife if

\ﬂe..._._gz,é-—ycars
2 (a: 9

(Year)

v saMALED
6. (&) NamF of husba.nd or

MARLE

7. Birth date of deceased

8. AGE: Years Days

4 29 S d

Months If less than one day

min

S/ Louls
{City, town, or county, ’

Ny

* T L A e

N\r), A

Q, _Birthphm

10, Usual occupation

"(Sum: or forcign counlry) -l

MEDICAL CERTIFICATION

DATE OF DEATH: Monta__ SPLE1 day

191&5uhour—3535

21. I hereby certify that I attended the deceased from........... 3 /3/1].5

1. 9%/&5

uth

—minute..

20,

VEIT..emcne

to.

SR

that Tlasteaw h..igl-aliveon.eoo .
and that death occurred on th? date and hour state

Immeﬁxate caus.e-:-if-jﬁth -5 4 ﬁ 'ﬁ’
M"‘M

Due to

Duration

Due to.

Other conditions__. g‘
{Include pregoancy vm. in 3 xmml.hs ul‘ dcul.h)

11 Industry or busipess - . PHYSICIAN
= J 12, Name ] 1"BMA5 . hl\ CL U R F l\‘iglqnir;i;c%r:g:%; TERT R ' Underline
E{ 13. Birthplace - TL.L l NO la§ : e cause to
5 14 Maiden name... é-—“;&-« TER }\Lt M 1z "“-‘f“:‘” ‘-“ Iy_) Of atopsy..... - . Ei}}l;%gag{i: 5?;
E{ 15. Birthplace (Ctl-v. Py m_m‘m“) N\ 1 S\(Ssgfﬁml:“n P 22. If death was due to external causes, fill in the following: )
16. (a) Informant ?/P\, 8— {¢} Accident, suicide, or homicide {specify)
() Address.. 5 73 K‘ S‘:(”_u (®) Date of occcurrence
17. (a} B 0391 &__l\ *'(6) Date theiedt. lq,P_RI ]j,!j'y'"; ¢} Where did injury occur? e e e
(Brmal. (Mooth) (Da; (&) Didinjury occur in or about home, on farm, in industrial place, in pubhc place?
- fc)‘:Place buna.l ar cremauon_ @ A VA = Y CJEMETFR'
'18. -(a) . S‘mt“r‘épfl fin?l dire - 2 el . While at w&rk?_‘_.....'..,, ES Sm‘f¥ ‘(,z;m i!.lxt:‘;.;l‘;)of m,uyA S,
b)) Address.s2 i e D e - .
19. :a; APR 5 et b 23', S‘ignat.u..re.__ 1515 Y‘afayette h/h;};}ng Om
{Date received local registrar) L7 (Hemslrar snmture) Address o ' ioned__________._...

{Licensed Embalmer’s Statement on Reverse Side) -



SETRTE_SC CSamnimT cmmac— L+ T (% — = o — - s e ettt e o D

. P

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 oot

, Registered Apprentice No

. working under my personal supervision.

Signed..

Licensed E

P. 0. Addr

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING -(Failure to oomply with
the above constitutes grounds for revocation of license.} .

| If thl\s‘body is not embalmed, fact should be so stated above.
|




