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

1. PLACE OF DEATH: 2. usdhL DECEASED: 5 Lt
(¢) County. () State Missouri (#) County. 1.5
{8 Cityor t.ovm..,........____..._i-LQUiB..MQ St. LOUIB T .
. (lruuu;dn city or town limits, write “RURAL"™ and name of townahip) (¢) City or town........ ﬁ' R
(¢} Name of hospital or institution: A M‘ taide cit 0”“ hm.:. wiito CRURAL'} //&
________ St. Louig City Hospital #l. @ Sweet N0 D018 Me
{1{ not in hospital or institnlion, write sireet number or location) T ) (1[:mml, give I.umﬂnn)
(d) Length of stay: In hospital or Institution..._—..._.._.. 2mog=27day s ) /)
{Specily whether {¢) Citizen of foreign country? (Yes or No)
In this community.
year, months or days) If yes, name coutntry.
MEDICAL CERTIFICATION
3. (a) PRINT
3 (@ FRINI LYDIA TRROCKMORTON June 11tk
PRTRT ) Social Seourt 20. DATE OF DEATH: , Month day ,
- veteran, . e al Security
N year, 19& 5 hour. 9 H 0 5 minute 'm M
name war. [}
- 21. I hereby certify that I attendad the deceasedéfmm .......... 3/1.&1’15_
" o A4S, Color 6. () Single, widowed, married, J11/h5 . .
Female {1 White' divoreaV 1G.0W : YLV v
4. Sex I+ . race ! Vo et | that THast eaw b OTaliveon . ~/,1Mlj-‘5__,
6. () Name of husband or wife..—...cooveeree. 6. (E)+Age of husband or wife if || and that death occurred on the date and hour stated above. .
i s Duration
: mmediate cause of dea
William S.  aive____ ___ years|| Immediat { death
7. Birth date of deceased... ST CH 18 1868
{Month) (Day) (Year)
. 8. AGE; Years Months Days If less than one day ‘Due to 2
? 7 2 25 hr. min . ~// o
. Due to
9. Birthplace Ohio ¢/ : T N
(Gity, town, or county) {Stata or forcign eunm.r‘y) R l Tl
. oma Other conditions /ﬁ j
10. Usual occupation *{Luclude pregonanoy within 3 months of death) / w f b
11, Industryorb - . PHYSICIAN
. c. P, Smith | /|| Mok et —
PB 1 [ J|. Underline
E:i 13. Birthplace ; = qu}w va?-- 2 S :vhtfic?lcll:‘;,tﬂ
tate or foreign country of I 1d b
é 14, Maiden name Mﬁg“'ﬁut an . autopsy. ::h:r:ed e
Ohio / tistically.
S 15. Birthplace 22, If death was due to external causes, fill in the following: -
= é‘éﬁ%a“u)R tats or foreign country) ”
16. (2} Informz;nt 1 ChBI‘ son {a8) Accident, suicide, or homicide (specify) :
) Addr - 2618 MCDOI’].ald Ave. (&) Date of occurrence.
17. @ Bur l_al ®) Date therest. JUNE 18, 1945, Where didinjury occur? iy e (Comniny o
{Bazial, cremation, of remwovel) (Month) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in pubhc place?
" (c) Place: burial or cremation_ 248y T 9u 9L § LOHOALOT
18, {e) Signature of funeral director ./ &2&71 -
(&) Address .
JUN 23. Signature.._.. . YO0
19. . VT el .
(@ {Date receivad Tocal remu—i’#b (Refmtrar's signature} Address

(Licensed Emmbalmer’s Sta

tement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

Lhereby certifly that the body whose name is recorded on the reverse side of this certificate was embalmed by me] or by.

. , Registered Apprentice No :
working u my personal supervision, o -

Note: The above MUST BE SIGNED BY THE LICENSED FMBALT\"LR in hls OWN IIAN'DWRI
the above cnnstltutes grounds for revocation of license.)

NG. (Failure to eomply with

If thls body is not embalmed, fact should be so stated above. . o o '_,‘-'vi .




