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Registration District Now... ... "3’18 Primary Registration District No..— ... 1 Regisirar's No
1. PLACE OF DEATH: ] . 2. USUAL RESIDENCE OF DECEASED;
44 2 . N
= (¢) County St LA T E T M sg6urt (o) state Missonri . ¢ County W
=) (b) City or town b
/ 7 o . (If cutside city or town limits, write "RURAL" nnd name of l.owmhap) (c) City or OF Bt Louig / 7 q x__
E {¢) Name of hospna.l or institution: C s (If oowsida city or lown limits, write "RUGRAL") % =
3 ——St. Lonis City Hospital-pMax ¢ Staflorr (@) seet o 25158 South A8ENShe ... G o
nat in haepital o institution, write streat number or loenuon) Memor Lal (L1 rara), give location)
& (d) Length of stay: In hospital or Institution . 2 dgys 7T .
z, {Specify whetber (¢} Citizen of foreign country?. No d (Yes or No)
- In this community.__ 27 _Years
- years, months or days) . If yes, name country.
£2 MEDICAL CERTIFICATION '
a . PRIN
Bl ol Namr. Howard Wood Sept 29th
- - 20, DATE OF DEATH: Month_—CP¥* day
3. (5 If veteran, 3. {c) Social Security 1945 5.&0 P
= NQ N year. hour. ? mintite. . M
name [s}
E e 21. I hereby certify that I attended the d d from 9/2?/45
= % S. Color or 6. {a) Single, widowed, married, |}. 9 to 9/ 29/ LLS 19
Tl o satiate O | neWbite | s Married Al oo iz aiveen $729/45
Z 6. () Name of husband or wife....——eooeeoer. 6. (c) Age of husband or wife if || and that death occurred owe date and pour stated above. Duration
M Hazel alive... . DD......years || Inupediate cause of death v . Ala :
) 7. Birth date of deceased Feb 11 1911 NI AFVMr Y e, ... . CLIAK ... ol 4. Lo =
j {Mocnth) {Day) (Yeor)
& T P
W 8, AGE: Years Months Days If less than one day Due to A
Z 7
34 7 18 b in. FTY
ﬁ l' - = Due to. /'1 {l” 7
B 9. Birthplace Missouri 0 _ i 1 _
5 (City, town, or county) (State or loreign country) I T
|10 Ut occusation.... Laborer PN o || e e paaney wiiia s oo 37 G ‘ o
Bl 1t. rodustry or business_Independent Packing Co. ; PHYSICIAN
I . 3 . Major findings: . ) .
- g 12. Name_ B0fus Wood L Of operations ' N | Underline
&
Z |2 1. sircoptace Missouri. ¢ the cause to
Cllj‘. town, or county) . {State or foreign country) Of autopsy should he
5 5 14. Maiden name Estess s - . charged sta-
|- = i O : tistically.
; g © { 15. Birthplace - Mj.,s_agur - 22, If death was due to external causes, fill in the following:
J = {City, town, ar connty) (Stats or [orcign country)
=. 16. (2) Tnf TTa .._..._'-_ r_.H.&ﬁEl Hood - L4 (a) Accident, suicide, or homicide (specify)
B ® Adiress. 28158_South.18%h,8t.. 8 Date of occurmence
17. (g} . Buriﬂl__,_“.m... J— (b) Date thereof lﬂ_ _/45 eeins {e) Where did injury occur? (City or town) (Connty) @Bta
s (BWL‘“’”“‘“’- ar removel) {Manth) (Day) (Year) (¢} Did injury occur in or about home, on farm, in industrial place, in public plaoe?
(¢) Place: burial or cremation... St' ﬁ t NeWsS
18! (z) Signatufe of funeral darcctor £ While at siogk? " o _Cs?ff_, t“)” of vl:m) £ lnjury, <>
b gy Tl e T, G o
23, Signatyie (FR7A o, = s . ol S other)..—.
19. (@) » N2 L. | R Tataysrte -9/ gnﬂl-
{Dats mezwed Joca] registeer) Nexstrar's signature) Address . ... oo Date gigned. ...
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. STATEMENT BY LICENSED EMBALMER
, 1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by .
> . . "......, Registered Apprentice No et

. \. 0
working under my personal supervision.

LiE:ense"d Embalmer No:\_.:_é

P. 0. Address... Aé:/ 9/-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comjy with
the above constitutes grounds for revocatmn of license.) .

If this bo(ly is not embalmed fact should be so stated abaove, ’ . . ’ .




