V. 8. No. 2
00M—5-43
tev. 5.17-39

TRe T X26671

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

DEPARTMENT OF COMMERCE
BuRreaU OF THE CENSUS

Registratlon District No._........3.] 8

Primary Registration Disttct No.

THE STATE BOARD OF HEALTH OF MISSOURI 3 5678

STANDARD CERTIFICATE OF DEATH State File No

-.._1,_(}__‘_( ) :j Registrar's No._...... .9825.' S

1. PLACE OF DEATH:

(g} County

@) City or town___ 010t Louis

(If ontside city or town limits, writs “RURAL" ond name of township)

(¢) Name of hospital or institution:

Homer Phillips Hospital &

(d) Length of stay: In hospital or institution 20 davs

In this
* years,

{If not in hoaplital or justitution, writs strest zumber or location)

{Specily whetber
community.......,

2, USUAL RESIDENCE OF DECEASED:

Missouri A

{a) State {#) County
T .
{¢} City or town Sr'liﬂt LOULS 4 l /7
(1t outaide e:ly or towan Eimits, 'nl-u “RURAL"}
(@ Street No 1818 Division
{If rural, give location) i ),
(¢) Citizen of foreign country? (Yes or No)ﬁ

1f yes, name country.

months or days)

MEDICAL CERTIFICATION

19. (a)

(Date recerved A fegistrar s sizpatore)

3. {a) PRINT GEORGE NZ4L
FULL NAME vl bl .
Ty 20. DATE OF DEATH: Month___ YOV oy 8
. .\ . i urit: . T
3. (8) If veteran, & a ¥ year 1945 hour FA minute..59._P M.
name war. No
21. I hereby certify that I attended the deceased from
4 s- Color ot 6. (o) Single, widovﬁd. mme«a ; 10-19 t0.65 to.. 11 =8 1945
4. Sex.....M,a.t;le.,‘r: race......_...g?g..... divoreed arrie that I last saw h im alive on 11-8 — 19‘_45__:
6. (b) Name of husband or Wif€.....o .. 6. (€) Age of husband or wife if || and that death occurred on the date and hour stated above. Daration
Barbara lleal VEoauinsserecrrrsnemsesnce e YR Immediate canse of death i :
f
7. Birth date of deceased Dec . 25 1893 i .
¥tontty Fri (Var> Far Advanced Pulmonary Tubercul ogig Unk
' S
/a. AGE: Years Months | Days If less than one day Due to /’} .
51 e, 3% oo BT e min, I ,‘;“la’
[ Due to ‘b $
9. Birthplace ﬁ - 5 &l.
4o W /‘“‘“"“"’“‘“ Orpanic in Di
Other conditlons K ain Disease Unk....
10. Usual occupatio W g (L e‘r ! - ¥ within 8 months of death) —_—
11. Industry or busu.Q p)! _ PHYSICIAN
’ 2 , / V.4 // Majgfr ﬁndu:gx: -
. rations .
E 12. Name: : e e p Dhope Underline
5 the cause to
= | 13, Birthplace . ppre—— I & 4 N which death
I o, or oouy 7 S Of autopsy ne hould be
§§ 14, Maiden nam 4 A il B charged ata-
& : ! tistically.
g 15, Birthplace e 'mm ——— .. i myi 22. If death was due to external causes, fill in the following:
16. (@) 1 é 5 / ’ M (s) Accident, suicide, or homicide (specify)
&) d - / <2 ‘ ~ 2 ﬁ. : (3) Date of occtrrence
Where did i ?
17. (a) . / - (?) Ljate thereof.. 5‘ n imjury oocur (City or town) {Count
Buris m""‘h“v"' 7 ) Aooth ; Did injury occur in or about home, on farm, in industrial plaoe in pubhc place'-’
*(c)'Place:bnnalor =2 L5
. % ify type of place)
18. (o) Siggature uneral di ‘ " ‘ i m A Bpecily ")n M:a;: of injury..... {(l.._____._.
() Address.> /. ﬁ '( ;
[t2] .3 ._ _ - -

{Licensed Embalmer’s Stotement on Reverse Side) /——-\




STATEMENT BY LICENSED EMBALMER

B I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,‘G’r-by:-

— . : , Registered Apprentice No

working under my personal supervision,

Licens—'ec‘l ;Em;'ilmeriNn 6’4{ /F f
P.O. Address......éé ,,,,,,, /f_zézf;ﬂ -

‘Note: The above I“UST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revoeation of license.) .

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

- ev——_—




