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

DEPARTMENT OF COMMERCE
BuneaU OF THE CENSUS . -

FILED NV

Registration Disttlet No.........._..... % q ..... ’

THE STATE BOARD OF HEALTH OF MISSOURI

ANDARD CERTIFICATE OF DEATH

h

Primary Registration District No. ..o.oeo.

State File-No.

31941

-...1003

Registrar’s No.

9361

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

Ott)

(g) County. (@) State...Missouri (%) Count
£ V. 4
b) Cit t .- Saint. .
) N ¥ or fOW'n nl‘usui?c“_,utriwwnlu%’lﬁ, write “RURAL” and name of township) (&) City or town St. louis. a ’ /7
(¢) Name of hospital or institution: ( ide city or fown limits, write "RURAL"™) ¢
Homer G Phillips Hospital © @ Street No. 2622 BPaddar =
{If not in hoapital or institution, write street npunber or luclso (It rural, give location) T f
{d) Length of stay: In hospital or institution nos
(Spuufy whether || (¢) Citizen of forelgn country? (Yes or No) 0
In this community. -
years, mouths or days) 1f yes, name country T
MEDICAL CERTIFICATION
) PRINT [
FRINT  ANNGTTR HARRIS Oct 28
T ) Sacial Seeurt 20. DATE OF DEATH: Month . day
3. teran, 3. (¢ cia urity
@ ve year___.____l_g_lb 5 hour. 2 minite 20 P M

natne wat.

No.

21. [ hereby certify that I attended the deceased from....... 1-22 O
F j 5. Color or 6. (a) Single, widowed, married, 1945 to Oct., 28 19 /*5
4. Sex.| Z divoreed... = "‘Q that I last_ saw e alive on & t - 28 19“45_;
6. (5) Name of husband or wife_.. 6. {c) Age of hushand or wife if and that death occurred on the date and hour stated above. Duration
alive___.__. e YEALE Immediate cause of death Un
push k
7 b e of st % R4 TFL ) L5 ] Uyelomeninzcole Spinal Bifida & [TRX
{Month) {Day) VA (Yenr) . } )
!
8. AGE: Years Months Days 1f less than one day Due to.. — i’
3 |29 y . o d A
WEURUDUIN « & oF S —— JAIN.
Due to i h ;
9. _Birthplace. SO e s S50, | [ } ’
(Gity, Iann or county) {State or !'oreasn conntry) Me “3 ® / b i
. - Other conditions ni ﬂmtl 8
10. Usual occupation ety {lnclude preguancy within 3 months of death) ,
11. Industry or busjpes: y PHYSICIAN
& qu ,é';jfr/ﬂ/% Majc?fr ﬁpemndings:
i ' Of.o tions_._....
E{ 12. Name vy - hUnderih;xe
X the cause
£\ 13. Birthp which death
2, - Of autopsy No should be
14. Maiden name charged sta-
E T 2 tistically.
% 15. Birthplace. 22. If death was due to external causes, fill in the following:
¢, suicide, - i)
16. (a) Info " {a} Accident, suicide, or homicide {specify|
(b). Address {#) Date of occurrence.
- ‘Where did inj ?
17. (o) W ot () Date thereof. / p - A (c} Where did injury ocour @ity o vowe " Conmtd Grate)
{Burial, cremntsdn, or removal) (Month) (Bay) (Year) (d) Did injury oceur in or about home, on farm, in industrial place, in public place?
{c) Place: burial or mmum e - -
. 2 (Specify t f place)
18: {c) . Signature of funeral director, S While at ;vurk ' N ¥ (1;1)’0 %{;:; of i m,ury e e
) Address. L33 L LIREEC Bt f. N (

3 eml.rxr a ummre)

Mm_.f:z_f___é___Q_ftf_ff._i_'_.ff, ..... s
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(Licensed Embalmer’s Statement on Reverae Side)
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) -STATEMENT BY LICENSED EMBALMER T : S

I hereby certify that the bady whose name is recorded on the reverse side of this certificate was embalmed by me, 0‘1:-53;-_.’.

-

. ) PO S "N [ [ .
eemeerereanns I T S .., Registered Apprentice No : ,
. . . o t . ‘ - s i M
working under my personal supervision, . W

.

'
i
i

. Licensed Embalmer No
[ S n e ) .

. P.O. Address )

Note: The above MUST BE SIGNED BY-THE LICENSED EMBALMER in his QOWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license.) .

If this body is not embalmed, fact should be so stated above. . ’
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