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

FALER. NV ™

Primary Registration District No

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOUR!

BukeAv oF THE Caxsus STANDARD CERTIFICATE OF DEATH State File No

32056

1003 Resistror's o,

-9376

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

1

15. Birthplace....... U,QKII_QEH

ws, or enunty)

16. (2)
[£)

+ (3tateo or foreign cojinq)

17. {a)

(c}
18. (a)
)]
i9. (a)

{Year}

/ Cemg

egistrar’s sigoature)

1 Address. 9_2 Z)“T L?’J

22. II death was due to external causes, fill in the following:

{a) County S Toui {a) State Misgouri (#) County. 02
{¥ City or town 2 oulsg St. Louis
{If outaids city or town Limits, write “RURAL” nod name of township) © City or town . 2/ s 7
{¢} Name of hospital or institution: " (If outside city or town limits, write “RURAL") ' L
Homer G Phillips Hospital o X
- (4 Street Now....2226..a. Biddle &
(I oot in hospital or institution, write street. nanr uEfoutinn) (I rural, give bocation) /
(d) Length of stay: In hospital or institution ays(s o @ c . . 7
pecify whather () itizen of foreign country {Yea or No}
In this community 17 Yea rs.
yesrs, months or days) If yes, name couniry,
MEDICAL CERTIFICATION
Joff SRUNT __CARRIE KING o
ST - (@ Soial Seourt 20. DATE OF DEATH: Month. OChs day
- @ veteran, : B cia i year. 1945 hour. 8 minute, 1.5 A b%4
pame war.....NONE © no.None: G35
21. I hereby certify that I attended the deceased from b
5. Calot or 6. (a) Single, widowed, married, N 19. to Odt. 26 191&5 .
Female Colore Widow Jli© 45 g
4 race divorced.... ]| that 1 last saw b.EL__alive on Oct. 2 1043,
6. (b) Name of husband or wife.. De [+3-1-¥ Se@ () Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
ahve.Dec easggn, Immediate cause of death
7. Birth date of deceased.... S BA0s . 3L e . _l Q2 s,
{Month) (Do) Cerebral Hemorrhage !
8. AGE: Years Months | Days If less than one day Due to By !
/ ¥3 gz lsg 125 b, min e L
7 = Due to m "ﬂ-\
o. mnmpnee.. Winchester, Ark.’ /. : {7y
(City, town, or coraty) {Suate or foreign country}” }“ (y
10. Usual occupation Dome Et 1 c Wozjk A S o(:::lrn;:m:y within 3 months ufdenlh)
11. Industry or business e PHYSICIAN
ajor findings:
§ 12. Name RODert. Jackson MR Of operations.......... Underline
= :
= 13. Birthplace. UAKNOWN i the cause Lo
ACity, w'n,nrconnt ) {Stats or loreign cobntry) Of auto hould be
E 14. Maiden name._.. —ﬁandal.’ autopsy fh?orgeﬂ Bta-
istically.
8
=

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

(¥} Date of occurrence

(¢) Where did Injutry occur?.

{City or Llowp)

(Stal
(d) Did injury occur in or about home, on farm, in mclustr!al pla.ce in public place?

A ify 4ypo of place)

" "While at work?p_..¢
23. Signature ..[L

s fed () Means of ln)ury W

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER' ) i

. T 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,,

working under my personal supervision,

: e @O 718K

- Licensed Embalmer Nogf(hja\ ........................
. P.O. Address. £ /.£. M. /Si ......................

Note: The above 1\1UST BE SIGNED 1Y THE LICENSED EMBALMFR in ‘his OWN HANDWR]TII\G. (Failure to comply with
the above constitutes grounds for revocation of license.) : +

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

ine Lot + ' 4+,




