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318

7 WSTATE BOARD OF HEALTH OF MISSOURI

NDARD CERTIFICATE OF DEATH

Primary Registration District No.

___..1003

Registrar's No,

1. PLACE OF DEATH:

(a) County
(&) City or town

St. Louis, Misscuri
(I{ outaide city or towa limits, write "RURAL" and numa of township}
(¢) Name of hospital or institution:

_..Ho_mer G._ Phillips Hospital &

{If not in howpilal ur institution, writo street number or location)
(d) Length of stay; In hospital or inatitution 4_days
17 years {Specily whather

In this community_
years, monthy or days)

2, USUAL RESIDENCE OF DECEASED:

aa.

(a) State_._.._.___.___.Mizg_s_%"i._.. (3) County.
@ Cityor town.....Ste Liouis, /790
{If outaida ciLy or town limits, writo “HURAL'"")
{d) Street No 172‘0 N. Gl as gow 9
- {If ruraj, give location)
{e) Citizen of foreign country? O(Yea or Na)

If yes, name country.

MEDICAL CERTIFICATION

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

3 {9 PRINT Dave Freeman
- - 20. DATE OF DEATH: Month August. dny. 24
3. () If veteran, 3. (¢} Social Sectirity 1‘9.45 7 ot 00 P o
- minute. %,
nAmE WA, No
21, T hereby certify that I attended the deceased from _ SUZUSt
} 5. Coloborl g 6. (a) Single, widoged, mi‘rried,, 20 19____&_5'_,., Aug ust, 24,
Male olore : i e
4. Sex 1 Ce. r divorced 108 0 that I last saw h im alive on AUg ust 24’
6. (b)) Name of husband of Wife....u.oocvomree. 6. (¢) Age of husband or wife if and that death occurred on the date and hour stated above. Duration
aliveuu............yeara || Immediate cause of death
7. Birth date of deceased.. Decembter 30, 1887 Far advanced pulmonary tuberculesis.| Unk..
. {Moath) {Day) {Year)
8. AGE: Yeara Months Dayas If less than one day Due to [i
5 7 7 21’ hr. min, »
. Due to.. , ’; ’ %
9. Birthplace Tenn, / o 1<
{City, town, ar county) {State or foreign country) ¥
. Qther mndllmnq
10. Usual occupation {Includa préegnancy within 3 months of death)
11. Industry or business " PHYSICIAN
I \ Major fin En_gs_: ——
Hf 2 vome.. HonpySPreeman. . .. " 6f operatlons... e
=1 3. Birthplace ‘ _',(Esenn.; ......... /” ..... e e o
jty, lows, ounty) , tate or foreign country) Of aut should be
5 14. Maiden name ney “}rdrdlng e ) ti :‘ eﬂuga—
: Litistically!

S 15. Birthplace Mlss / 3 .
S P ity oo covaty oy 22, If death was due to external causes, fill in the following:

16. (a)} Informant Shnley IL &nith

® Ad@___‘_ )
17. (o) : ‘

{c) Place: burial or cremption
18. () i
()]
19. (a)

ey Where did injury occur?.

{a) Accident, suicide, or homicide (specify)

(b} Date of occirtence

(City or town) {County)
(d) Did injury occur in or about home, on farm, in industrial place, in publ.u: p!ac:?

(Specily type of place)
- (&) Means of Injurye e JU—

{Licensed Embalmer’s Stutement on Roverse Side)

Stale File No......___.ﬂ’s 4'7.. -7
279,
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STATEMENT BY, LICENSED EMBALMER e

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

| e e . T

............................. f --» Registered Apprentice No, . -
working under my personal supervision. i . = T
' ‘. . . [ RN
i . . r L i
:i Signed : : - "
1 . : .
L: - . Licensed Embalmer No
- D .
K ,
: : P. O: Address s -
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in l_lis OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) ! e ) = :

If this body is not embalmed, fact should be 80 stated ahove.
. - S - '




5, No. 2B DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

M—3.15 Bukzeu oF 14z Census STANDARD CERTIFICATE OF DEATH sute £ Mo Sl_on N

3B 1 43880 . 7 ?
Registration District Nowoco ... Primary Registration District Now. ... Registrar's No 7
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
e (a) County - .
[+ : (a) State b Count
e th) City or town S 4 doisrAs . (4 County
o (If outsidn city of towa limits, write “RURAL" and name of township) () City or town
Name of hospital or institution: s Pl o W
E () (1 outsids city or town limils, write “RURAL")
; {If not in hnepital or institution, write street number or location) {d} Street No, (11 raral, give location)
= (d) Length of stay: In hospital or institution .
(Specily whather (| {¢) Citizen of foreign country?. -.(Yes or No}
5 In this community. -
E years, months or days) . If yes, name country. 4‘ H
= - MEDICAL CERTIFT
B || 3,2 PRINT .LQ Ak J . ' \S 7
FULL NAME.... . K. (e X ,.AMM\.&\:\_"_._.__ - )‘
- 20, DATE OF DEATH:
3. (3} I veteran, 3. (&) Social Security (f
g vear AL L3 eidAr IS ....... .minute,..... ML
name war. No
- - 21. I hereby certify t!
= 5. Color or, 6. (a) Single§:hwed. married, 19
é 4. Ser....m,. mo:_.u.é,‘..:._._... divorced™__... S 19..;
E 6. (b)) Name of husband or wife.. . ..cccoceeecc.. 6, (£) Age of husband or wifg if N
Duration
1 alive___. ___
< 7. Birth date of deceased.... . al0 & A .3_..1') E___
5 (Month) P Year) -
==} Lol
L. 8. AGE: Years Months ) 258 L nM Due to....
Z
E é/ 7 s (__ PR 111 N
- Due to.
% 9. m/’ \
D {State or foreign conntr o
10. Other conditions
ﬁ . / {Ioclude pregoancy within 3 months of death)
= 11. Industry or Lgsin . . PHYSICIAN
| \,—/"‘ Major findinga: -
el E 12. Name Of operations Uaderts
=l . Underline
2[5 0. Bothpice ety
o {CiLy, town, or coanty) {5tate or forcign country) Of autopsy should be
= ?{ 14, Maiden nome - chargeﬂ 8{a-
tistically.
= .
o | 15. Birthplace P P
é 2 Cits town. o comt) TPV prp— 22. If death was due to external causes, fill in the following:
e 16. (a) Informant {8) Accident, sulcedde, or homicide (specify)
E (5) Addr (5} Date of vocurrence
(¢} Where did Injury occur?.
17- {8} e - {6} Date thersof .. (City or town) (County) Gia
(Barial, cremalion, of removal) {Month) (Day) (Year) (&) Did injury oceur in ar about home, on farm, in industriat place, in public plnce?
(c) Place: burial or cremation
3 1
18. (a) Signature of funeral dxrecwr \ While at work?________________'i?__‘_’ l(‘;’)m ‘f{ig;;)of V150 o ORI OO
{&) Address:
23. Signat M.D.orother)______
9. (@) \(b} *’9' /QM ~ gnature ( /
(Data received boca resistrar) (Registrar's signature) Address Date signied







