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

DEPARTMENT OF COMMERCE
BuREAU OF THE CRNSUS

tms! ganD[stnctNo - % 7

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.é_é_z_

182414
State File No.

Registrar's N o/ﬂgs...f:.‘.f.. ‘

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: - ? ? ?
(@ County.......S%s lonis state._Illinois Alexand
ate 5) Count er !t s
(& City or town.. Jerf_el.ﬁﬁm _Bﬁmﬂckﬁ i W - (e () County Ly
(If oatside city or town Limits, write “RURAL" and name of townahip) (&) City or town cailro .
(¢} Name of hospital or institution: (If outsids city of town lmm, write "HURAL"™) £/
_Yeterans Administration Facility () @ Street No 3l2 24th Street 7
(If pot in hospital or institution, write street number or location) (Il raral, give location)
(d) Length of stay: In hospital or institution... que .QCttll 195.4
(Specify whether || {¢) Citizen of foreign country? No (Yes or No)
In thisc nity asa _bove S
yoors, months or days) 1f yes, name country
o MEDICAL CERTIFICATION
Full NAME. Robert PERKINS . )
3. @I 3. (6) Social Securit 130. DATE OF DEATH: Montn 102 . B
. veteran . (e cizl Security
e war.. MOFYA. L. No. B36A=09=1.428. oo 1945 tow.. 5345, ....mimte.... B3t
- = 21. I hereby certify that I attended the deceased from
5. Color or 6. {c}-Single, widowed, married, _october__ll__. 194_.5, to June 2
4. Sex... Male__z_ raceNBRTO divorced DIVOPCOA ||\ 1w B iveon June 2

6. () Name of husband or wife... e 61 () Age of husband or wifeif || 2nhd that death occurred on the date and hour stated abave. Duration
uratio
- - Immediate cause of death cancer of the Rectum
7. Bisth date of deceased....... NQY@nber e Unknown
. {Month) {Day) {Year)
8. AGE: Years Montha Days If less than one day Due to - o 4 /
'-f b ot
54 6 23 ________________ hr. ..........._.min,
Due to.. - —
9. Birthplace Cairo Illinois /
.- {Clty, town, or county)- " - (State or forelgn country) . B Néne :
iti
10. Usual occupation. .. eoe Labore—r T c:'.-ht_f ?Ondlt ﬂm!, within 8 months of death) |
11. Industry or b - R PHYSICIAN |
ajor findings: o
E 2. NAMEw oo B egse _Perkins . - Of operationa COlOBtO_l_]}E,____HOV- 13 3 1945 | Underti |
] 7 g ey g M [ . . . nderline
a 3, Birthplace .__URKD-QM_..._Z, NO autopsy gﬁ:ﬁgﬁ:g
{Cily, lown, or county) {Statle or foreign countiy) Of autopay.. should be
E 4. Maiden name._....... Annﬂ. thinthn ............................ e c}aaj_-zeﬁ sta-
testically.
g‘ 5. Birthplace. iy wwut;) %&ﬁ?ﬁe&f&:}}—{r 22. If death was due to external causes, fill in the following: ‘
16, () Informant_. Clinigal_cle:k.v,e o AdmaFacility,|| ) Acideat, suidde, or homicde {specily) No
) Address_JOLfeqson. Barracka Mo, () Date of occurrence.
7. (@ [ (¢) Where did injury occur?. & o =
. (City or town) (County}
(Burial, @ematios, o removal) (&) Didinjury occur in or about home, ot; farm |;|ndusmal place in pubhc place?
{¢) Pilace: burial or cremation..........!
18. {a} Signature of funcml director. # 4 L. " While at - G—— . m”ﬂ—’ "Lm 3?;:': ‘ injury.. Q_ e
@ address.. 22 Ao G 4&/ ..... . T EARDS Jaadon M
@ g ] 5'“’) g % 23. Signature_£2e ¥ o BUVIB i i{ aIi 9 (M D oroth:r)_.___.
19. (g A
(D fved local rvm!ru) > (Hegiatrar's sigpature) .? AddrmJEf ferw ,,,,,,,,, s:gnedﬁlg.g 45

(Licensed Emhnlmcr s Statement on Reverso Side)
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: - STATEMENT BY LICENSED EMBALMER €
"l S Fne - . i
‘ I hereby certify that the body whose name is recorded on the reverse side of this certificate'was embalmed by me, or by oo b

s e .

e,
U TSighed... 7= :
(o HER AR :..

B - 'Llcensed Embalmer No. ?"‘D—Aﬁ. .

h 2o P.O.Address. ?—W%M 94

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OW'N I[AhDWRlTlNG. . {Failure to comply with
the above constitutes grounds for revocation of license.), . I e — .

.r, ‘e

If this body is pot enlbalmed,.fact should be so stated n.bove. - .o e . ~




