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

DEPARTMENT OF COMMERCE
BUREAU OF THE Cm.'sus

EALER NV

Primary Registration District

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

35741
10135

Now— Registrar's No

0=

y - -

1. PLACE OF DEATH:

ANt A —
2, USUAL RESIDENCE OF DECEASED:

1

i [l!unnl cremutm.orremanl)

(¢) Place: burial or cremation.......
18. (2) Signature of funeral director
(b} Address ﬂ\g- T

d local recistrar) ﬂ ?

{Rezistrar's menatare

{¢)

Date of occurrence

(2} County Missouri Mg

(z) State {# County

(b} City or town.,...! St « Louis :
(If cutaide ciLy or town limits, wrile “RURAL" and name uf township) (¢} City or town Louis I’ 7
(¢} Natne of hospital or institution: & isfuutuda <ity of town limits, write “RURAL") ’V
Homer Phillips Hospital @ sieee N, 2643 rine 5L
{If oot in hewpital or institulion, writs sirect nomber x(u-il:wuu:m) {Ifraral, give location)
(d) Length of stay: In hospital or institution ays & C £ 2 v No) &2
{(Specily whether € itizen of foreign country es or No,
In this community...... 2: M
years, months or days) Z If yes, name country.
PRINT CARRIE pFICE MEDICAL CERTIFICATION
FULL NAME - Nov, 18
o 1t 7. (2) Sodal ™ 20. DATE OF DEATH: Month day.
3. 2 ' . (e al Securil
& veieran m . % ?? i?_w year. 1945 hour, 9 minute. 5 P M
name War, [sFhey o DOV S L B -
— o 21. I hereby certify that I attended the deceased from
J J 5. Color or 6. (a) Single, widowed, married, o lg__é_ﬁ' to. 1].-18 19___§§
1y TO AR LY avorced WA B WA o )8
6. {5} Name of hysband or wife,y--bocrrereee 6. (c) Age of husband or wife if and that death cccurred on the date and hour stated above.
W a_uve___; 2_ _years Immediate cause of death
F
7. Birth date of deccased 3 NS L2e. ||-Mxed Tumor{malignant.). of Lervix. )
(Daun) (Year) with Metastasis. £
¥ B i
8. AGE: Years If less than one day Due to.. 2. At
[ . -
/3 g & i
min Fod
Due to \!‘
9. Birzhm..g_a b /n [S5S ] 3.4 :
i iate or focepgn connry)! {| !/ Lk
) Other conditions:.:_____]
10. Usual occupation...... (faclude progoancy w:m;ysgm!zgh. of doath} { i
11. Indusiry or business PHYSICIAN
é . M.z!la:fr findings: . . 1 —

s o tions ) ' - . oo .
= 12, Name < L pera hUnderline &
3| 13. Bisthplace.——_,, et

Of autopsy. lio should be
E 14. Maiden name,..., & et . tﬁmﬁ o
Y A ) -0 A P - ' stically.
% . Birthplace. - Py e o g —— 22. If death was due to external causes, fill in the following:
Wl___ M‘:@‘@ 2 ]| (8) Accident, suicide, or homicide {specify)

Where did injury occur?

{City or \ewn) {County)

(4) Didinjury occur in or about home, on farm, in industrial place, in puhhc pla,ce?

of injury.. ,....T ;_..;_._.____ -

P R (Swd)‘tymol‘phm)
" (¢) Means

D orother) emeann

o _711—&{— Date signed.

23, S@gnat re.
Address.. 7

("
19. (@ ﬁ;ﬂg _23_1945)

g v

(Licensed Embalmecr's Statcment on Reverso Side)




SRR E T T N
b1

STATEMFNT BY LICF.I\SF}) FMBALMFR )

| ) i 2
,-—-.—-‘---—.-— ]

R hereby certlfy that the body' whose name is recorded on thc reverse side of t!ins cert:ﬁcate was embalmed by me,’ ohhy- r—"——*——-"‘ 'l

..... .Al.;' - A R y Reglstercd Apprentice ‘Nn —t
working under my personal supervision. . - RIS T

3

Note: - The above MUST BE SIGNED BY THE LICENSED EMBALMFR hls OWN ]L\NDWRITING. (Failure to onmply w lth
the above constitutes grounds for revocation of license.) : \,'. - . ~

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

-_f'! TN



