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

DEPARTMENT gl-z"gglaﬁERCE

BUREAU OF THE CENSUS
Ny &

Primacy Registration Distri

318

THE STATE BOARD OF HEALTH OF MISSOURI

1046 STANDARD CERTIFICATE OF DEATH

39700
14130

State File No

1003,

ct No.......... Registrar's No.

1. PLACE OF DEATH:

(a) County.
(&) City or town

St, Louis,Missouri
(If outaide city or town limits, wrile "RURAL"™ and name of township)
(¢} Name of hospital or institution:

St, Louis City Hospital-Max ¢, Starkloff
{1f oot in hospital or institution, write street number or kocation)

(d) Length of stay: ~25 days
L (Specify whether

In hospital or institution

In this community.
yearn, months or days)

2, USUAL RESIDENCE OF DECEASED:
KHissouri

{a) State (&) County

St, Louis

(If outaide city or town limits, wnu 'RURAL'y

1219 So, 9th S
D {Yes or No)

(¢} City or town.....

HERoFTET®

(e} Citizen of foreign country?.

(Il roral, give I.wnhon)

No

If yes, name countty.

3. PRINT
(9 PRINY BEN ROARK
3. (B If vet N 3. (c} al Sec
(3 I vetera, ——— &? 8¥0her
name war.
i ¢4 1 5. Color or 6. (a) Single, widowed, matrried,
4, Sex. ale {! 1 race. mite fldwomed...........]:.g:gﬂg.;..
6. (¥ Name of husband or wife._.. e B0 (€) Age of husband or wife if
Unknowmn "
R R, . - 1 -
7. Birth date of deceased May 2nd, ?
(Month) {Day} (Year)
8. AGE: Years Months Days If less than one day
M\ 9 — | VROV, . (S min,
Kentucky /

9. Birthplace
N {State or [oreign country)

{City, town, or ty)
’ T%nsioner

x

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month Dec. 16th
year, 1945 hour. 2 :40 rmrmh- P M.
21. I hereby certify that I attended the deceased fmm. 21/45

/16 5 o
that I last saw h im alive on 12/15/45 19........ ;

and that death occurred on the date and hour stated abcnre}. ;

19, Lo

Immediate cause of death

Due to

i
Due to ikl j
Other conditions. ad f’

10. Usual occupation

{Inclad.

prognency within 3 months of death)
PHYSICIAN

11. Industry or business S [ w
James L 4 Of operations : —
g Name. . ; ope I V hUnderling
= Birthplace Kentuﬁky l the cause to
{City, town, pr county) ' foreign counkry} Of auto: Should bo
E 14. Maiden name “mry UnkdB¥T , - ngeﬂ ata.
. tistically.
g{ 15. B{rthplaoe......_.i.a‘_’_‘;a_;-;;né)entuclm‘(5““m_ o m'“u’) 22. 1f death was due to external cavses, fillin the following:
16. (a) Informant M. Renard . - || te) Accident, suicide, or homicide (apecify)
(&) Address._._ St Lou;snﬁlmy Hospltal“m_m (% Date of occurrence

17 @ . Burial : 7 ' Date therisi 12=20-45 (e} Where did injury oceur? v

(Burial, cremation, or remeval) (Month) (Day) (Year) (d) 'Did injury occur in or about home, on farm, in industrial place, in puhhc place?

(¢} Place: burial or cremationa@Qrisal Park Cem,

18. (¢} Signature of funeral director.., Albert. _H-ﬂﬂpp.e;.._._._ Whj]; at‘ - (sm?“ “T “rphﬂ)ofi ﬁ . et e rennenane
®) Address. DEC” 2&% Q%-.ﬁ_‘u’_ s}in n Blvd..... 2. St g _ 12/ ey
19 @ (Daia recervod Jocal registras) T * fegais n vesatare) |l Address _.._... Date signed_

{Licensed Embalmer’s Statcment on Reverse Side}



H L[] L] .' s -
. H _ R
.Y .
N
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’ . R . .

. . . . - . - ( R

No Embalm -
! .
STATEMENT BY LICENSED EMBAL'MER -
. P .
.. [ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by..... n

eeeoesememeeeemesoenoesesssetetesecsmememtatestemeoeemeteoesesessesaseeen - ' ; .::.,. Reglstered Apprentlce No
working under my personal supervision.
e ' Tan
Signed oo . x
. . . . DR
AR .l Licensed Embalmer No..__.. ‘
r .. 4 Ak [ .ot
© P.O. Address... o

the above constitutes grounds for, revocatmn of license.)

*

If this body is not embalmed, fact should be 36 stated above.

Note: The above MUST BE SICNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with




