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

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI '}35315
BUREAY °‘I{’;§‘m"s w STANDARD CERTIFICATE OF DEATH State Fite No
. " -
Regimmct No.... _..._8 Primary Registration District No. ___._...] OD 3 Registrar's No 4 ?10
1. PLACE OF DEATH: USUAL RESIDENCE OF DECEASED: (9 0 6"
(o) County €. Louis (@ State__Missouri . . o couny =
() City or town ) 3 Y y - ;i /
(If outaide city or tawa limits, write “HURAL" and zame of townahip) (&} City or town 5 t » Lou 1 8.
{c) Name of hospital or Institution; {If outatda city or town limits, writs “RURALY) 'y O
Firmin Desloge Hosplt al /4 @ Street No... 3107 Q 'Bear Ave. / ‘
(If pot in hospital or Institation, write streat number or location) (If rrral, give location)
(d) Length of stay: In hospital or institution ity b (5) Citizen of foreign country? /) {Yes or N."?
In this community.
years, months or days) If yes, name country.
%U{ l?l PRINT i MEDICAL CERTIFICATION
a
2 ILanier, Bernice X _
NAME s e 20. DATE OF DEATH: Month_.. MBY. . a0y 27%h
. Socia uri
3 ) Itveteran, - e = .- o= I; ...N one Y mr....,_194'.5. ............... heur 2 minute.. 4{54'&1 ...... M.
Teme i TP 21, 1 hereby certify that T attended the deceased from....... Mﬁy
5. Color or 6. (s} Single, widowed, married, 12%h 148 to.__. May.. . e7th . . 1945
4. &LFemala-’- neWhite. di"“"’hiafrr-ied-—-— that I last saw HOLT___ alive on__.May 27th 1045 :
(%) Name of husbad of Wife._ ..o 6 () Age of husband or wife if and that death oecurted on the date and hour stated above. Duration
Teslie Lanier ativer. B8 rears || rmmediate cause of deatn
7. Birth date of deceased......-MAPCR Gth. 1Q1L oo Cardiac_Deocompensation. ... .. 3_wke.
{Month) {Day, {Year) ,
8. AGE: Yeara Months Days If less than one day Due to. Rheumatic Heart’ Diseasse EDQ.Q .
' . tra) ste -
|/ 34 | 2 18 o ™ Mitral stenosis taln. .
- ue to
9. Bitbplace...9te Louis,. . Migsourxis o .
. = {City, town, or county) (Stats or foreign conntry) } TrichOmom Vag initis
10. Usual occupation Housewife 95“:?;:‘3;;::, T e Ay
t ' . ' ) ~ A= | PHYSICIAN
11, Industry ot Safor ﬁndlngs i’) l"wf g TSIC
g 2. Name..3OOTZE_Blag I 07 operations.. il eﬁj | —
Sl s L3018 7 p—
oar LEN connlry, 8
5 (1. Ntden e KHE WELOR ) . i e
s{ 15. Birthplace I llino i 8 22. If death was due to external causes, fill in the following: + * ' - '
= (City, town, ar mm,) (State or foreign conntry)
16. (@) Tnformant - Le glie Ian ier (a) Accident, suicide, or homicide (specify)
®) Addms._ '~ 4157 O 'Bear Ave () Pate of oocarrence
1. v Burial () Date thermf..méés.qi/.&%_.__._. {) Where id tojury occur? iy oo o
(Borial, cremation, or removal) (Mohth) (Day) (Year) (&) Did Injury occur it ot about home, on farm, in industrial place, in publu: place?
(© Place: burtal & 4 Calvary Cemetery
18. (o) Signature of m‘n'ml director SELOOY = CaTTOll_ || whieat wor Gpecilypypa of placs) m,m__ y
i Ad 600 Naturale<Br _d_ge Ave /74
“WAY 25 1945 2. Smiare._g oup.oce
- @ A 2 Grand 5-27-45
{Date rooeived booa | resdstrar) v Address 1325 SO. ra Date gigned.. D=L, .0
V (Licensed Embalmer's Statement on Reverso Side)
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STATEMENT BY LICENSED EMBALMER
L L S
I hereby certify that the body whose name i3 recorded on thc reverse side of this certificate was embalmed by mc, or by

EECOLl -

Reglstered Apprentice No

working under my personal supervision. Clllsa
) o Signed.. W ﬂ W

C Licensed Embalmer No
o "‘

P 0. Addrecs.... ]

- J" . ——-

Note: The above MUST BE SIGNED BY THE LICENSED ]LI\IBALMER in hls OWN. HAI\DWRIT]NG. (leure to comply with
~ " the above constitutes grounda for revocation of hcense ) .

* " If this body is not embalmcd, Tact should be so stated above.




