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THE STATE BOARD OF HEALTH OF MISSOURI

N

DEPARTMENT OF %OMMFRCE j E e
FILED a3 13!5‘ STANDARD CERTIFICATE OF DEATH s ric e -—‘—'f{ é i

Registration District Now.o......... % _— A_g;imnry}{pwgmtmn sz‘nct Ng. . _ﬁ_g__ -?{ i B Y Registrar's No 8 9

1. PLACE OF DEATH; ¢ || -2- USUAL RESIDENCE OF DECEASED: L ol

(a) Cotnty.... Stare. Migsour i . / 7 ‘

() City or town. 8te l&.lu.ﬂ, .L.lﬂSQurl . (a) t @) County 0

{If outeide city or town limits, write “RURAL’ and pama of township) (¢} City or town St, Louis ..
(¢} Mame of hospital or institution: . {Lf outsidn city or town limita, write "RUI'IAL") J{
Homer G.Phillips Hospital £3 |l street o 4300 Labadie -

(If not in hospital or instilution, write strect number or location)

(If rural, givo location)

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT REC:

(d) Length of stay: In hospital or institution 7 days - . a
3 4 ye ars (Specify whether {¢) Citizen of foreign country? (Yes or No)
In this community.
yeors, Bonths or days) - If yes, name country.
%-U{"Jl{ IIGAREIN]:_I‘ Earl M . Wl"ight. MEDICAL CERTIFICATION
- Py 20. DATE OF DEATH: Month__ APFL1 day_ 18
. (E d 3. t
3. (¥} If veteran, ; (5141‘-’1?'/31-? f‘,[; year. L9495 hour 8 minute. 12 A u.
Tame war 21. 1 hereby certify that I attended the deceased frnmAm‘il
Lg 9 5. Color or 6. (g) Single, widowed, mewrried, 11, 10 450 foril 18, 1045,
4 Sex& ............ I‘ace.c O.L\ L L M—— | PO T N aliv.e on April 18 3 19___!!_5.
6. (b Name of husband orwife........._. ... 6. (¢} Age of husband or wifeif and that death occurred on the date and hour stated above. Duration
- QUVC oo VEATE Immediate cause of death : . . .
' STep- g » ||Pulmonary tuberculosis with cavitation Unk.
7. Birth date of deceased ep /90 !
(Mdnth) . (Day) Hroar)/ . . o . *
B. AGE: Years Months - Days If less than one day Due to : . ) j
J 7 7 ¢ “’ hr min ” - Jj 4
- 7 7 q‘ Due to ' - 7 ’J
- -0, Birthplace . - i£ F e
(City, town, or (Stata or forcign codntry) l /Z
. Oth diti -
10. Usual occupation A A : (Includs presaancy wiibin 3 meoibe of death) / é, -
11. Ind busi PHYSICIAN
ndustry of J W Major findings: I P
g{ 12, Name 4 Mﬁ S £ : Of operations, : Underline
it the cause to
#Z | 15, Birthplace o OH ‘0. o m{ : 7 which death
o ar foceacn ¥ Of aut. SUUUOU rme Y e shoun e
E 14. Maiden rame..._ 414 ?H 2; ”M‘amr autopsy Satre dS. m chn.rgeﬂ o
tistically.
S{ 15. Bi‘*““‘a"" d!‘{fa - l/ 22, ¥f death was due to external causes, fill in the following:
= (City, town, gr connty) (State ar foceign country)
6. (&) Tnformant ANNA. Lump /ﬂ Ne, (a) Accident, suicide, or homicide (specify)
o st 300 b ABAd e Ale () Date of occurmencs
7t ] int 3
17. (a) "’8 174 R A A (b‘) \-Da.lc theteof. AD R 2 L4 ,f"'r (e} Where did injury occur (City of Lown) (County) (SLaLe)

ay) (Yogr)

{Burial, cremation, or removal)
{¢) Place: burial or cremation., ,W‘q »_if L5
18: (a) Signature of funeralfhrec%

) Address 24"'7

(d) Did injury occur in or about home, on farm, in industrial place, in public place?

v (3pecify type of place)
: (,) Means of injury. .._.\%5_ ............. —

SRRSO {

19. (a) (n.unngulamé!m_b)s-"ﬂ? aLruturlnumtw‘e) -

{Liccnsed Embalmer’s Statement oo Roverse Side)
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n the reverse side of this certificate wasgr_ﬁmlne_d by me, or by
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amnte is recordp
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the above constitutes grounds for revocation of license.) : )
" - - .

If this body is not embal
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med, fact should be so stated above.. . . : c L
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DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI m
BUEEAU OF THE CENSUS
STANDARD CERTIFICATE OF DEATH St it o 2t
Registration District Noé;_l_ﬂ___ Primary Registration District No._ /& & 3 ___ Registrar's No. _______Q__é_gﬁ
- 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASEIM,
g (e) County Jé," o , @ State @ County,
] (& City or towt
] (If ontaids city or town limits, write “RURAL" nna’nume of township) (¢} City or town
E {c} Name of hospital or institution: (I outside city or town limita, write “RURAL”")
E ! {1 not [n howpital or institution, write street ber or location) (@) Street No (11 rural, give location)
(d) Length of stay: In hospital or institution
{3pecify whether {£) Citizen of foreign country?. (Yes or No)
In this community.
2 yoars, months or days) If yes, name cotintry,
= . MEDICAL CERTIFT
= 3. (a) PRINT -\O” W
> Foll NAME”“'M_ =t — ————— || 20. DATE OF DEATH M h..
< |73 (& Ifveteran, 3. (¢} Sodial 6curity ) o X W\
§ - . N - Hite M
name war. ©.
3 —
= m\ $. Color m 6. (s} Single, widowed, martied™] 19
;\L 4. Sex race. divorced: ..t 19,3
E 6. (#) Nameof husbandorwife ... 6, {¢} Age of husband or wife if Duration
i :
E 7. Birth date of deceased
=]
4] 8. AGE:
A
Iy
a - 7 Due to.
= Blnhplacg._._....
=’ .
Other conditions
% 10. Usual occu {Inclade pregnanay within 3 months of death)
= 11. Industry or busin ' PHYSICIAN
| Ma{g{ findings:
Q ationsg
E E 12, Name Per Underline
Z |2 s pirmptace e
{City, town, or connty) (State or foreign country) Of autopay should be
j E 14. Maiden name. charged sta-
-4 B tistically,
E % 15. Birthplace T p————— Yy ap— 22. 1f death was due to extemnal causes, fill in the following:
= 16. (a) Informant (a) Accident, suicide, or homicide (specify)
B () Date of occurrence
() Address,
17. (@) . . (&) Date thereof. (e} Where did injury occur? Gy or voma) promm—— o
(Burial, cremation, or removal} (Mouth) (Day} {Year) (@) Did injury occur in or about home, on farm, in industrial place, in public plaoe?
{¢) Place: burial or cr tion
. {Specify L f place}
18. (@) Signature of funeral director. While at work? e (5 Means of i0jury—— oo
5) Ad . S
: ) mﬁl I. }tfﬁ;r - 23. Signature (M.D.orother).____...
19, {a — e
) {Dato received local mgistrar) st trar's signature) * Address R Date signed. ... ...







