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

¥

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOUR! i 94 5

LiEAED Rt 25 \946STANDARD CERTIFICATE OF DEATH Sate e No
ﬁQEMnQSMﬁN ....... 3 18 ....... . Primary Registration District No

1003 nmwenn 408

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

E{ 14. Maziden name E]_.Lz.. Euffy

15. Birthplace...._.. Lapd- (74

{City, mwn. {State or fmeign cotulry)

16. (@) Tnformant_ Gity Infirmary HRecords A
) Address 5800 Ars-nal St
11 @ - Burial - - ey Date thereof 1/1‘3/46

{Burial, cremation, or removal) (Montk) (Day) (Year)
{c) Place: burial or cremation . ._M.._.._C

Missouri o
(a) County T : (a) State @} County j
{#) City or town o) s -
{If quiside cit¥ or tewn limits, write "RURAL" and name of townahip) (&) City or town St - LOUJ_S / 7
(¢) Name of hospital or institution: 0 (If gukside city or Lowa litmits, write “RURAIL")
City Infirmary @ Street No....... 0800 Arsenal St. ) 2
{If not in hospital or institution, write strest number or location) {1 reral, give location) - N ’.7‘-"
(€) Length of stay: In hospital or institutions.. Y11 1 .months ) no
1ife {Specify whether {e) Citizen of foreign country? {Y'ea or No)
In this community 5
yeors, months or days) If yes, name country.
MEDICAL CERTIFICATION
3. {0) PRINT 3 H
duiy FR Mellie Smith Jan 12th
PR ) S Secari 20. DATE OF DEATII: Month . day. =5 ,
. veteran, . (e cia urity N
X year. hout. minute. 7 . 5 5 a '{P,.
me War. [+]
na 21. I hereby certify that I attended the deceased from JUly 2 Y 192*}5
Fema 1e/{/ Color Shite | & (@ Snsle vidowed, mais, Jan, 12, 1946, . o .
fhite ‘ ety sl | I o et et X It g 3NV 7. H S L S H
4. Sex race ¢V°f*dm§;'fﬂgly« that I last saw h@L__ alive on Jan, 11, 1946 Y |
6. () Name of husband or wife.._...._.______. 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
aliVeneeeoe.......ycarp || Immediate cause of death
7. Birth date of deceased Kemx Jan, 25 x 1188\1 = -
{Month) (Bay) (Yeur Coronary Occlusien 10 min,
8. AGE: Years Monthg Days If less than one day Due to -
Chronie myvocarditis i el
/ 64 65¢ |11 17 hr. somin i W
U Due to "—
5. Birthplace . St _Lovis Mo, . - ey £ € .
{Clty, town, of Dounty) (S1ate or foreign couatry) / l '
. . ) R Other conditions
10. Usual occupatlon..._...s.eamqf 235 ¥ "(Includs pregnancy wilhia 8 months of death) Uy y
1t. Industry or business C j t‘f Inf iI‘H!B.I‘V - 5 PHYSICIAN
. . R Major findings: )
E 12. Name ' 'Thomas :Smith . C s - Of operations..._.... st i Godert
B nderline
13. Birthplace I rg land T f:ﬁfﬁ‘.’;’;:ﬁ
{City, town, or county) - (State or fareign country) Of autopsy........ shou ldsge
i ) tistically.

22. If death was due to exiernal causes, fill in the following:

(g} Accident, sulclde, or homicide (specify)

{#) Date of cccurrence.

{c) Where did injury occur?

{City or town) {SLa!
(d) Did injury occur in or about home, on t'a.rm. in mdtut.rial place in public plac:?

(Specify type of place)

18 @ Saznatn.re of funern] dl r L4 -‘-V.hﬂe a-t' rk?_____ e g A S (, ‘ Means of i un}‘ e S
(5) Address...... ... 17 E Fobe @ : @ - v/
19. {a) ,JA l 4 194 @) . . . 23. Slgnature . (M D.or oth —
. (Date reccived tooal registrar) o 4 i Address. ... \T\J th.'g \Y wu:_m ,,,,,,,,,,,,,, "Date Elsﬂcd/’%/é({,
T — 7

/ {Licensed Emhalmer’s Statement on Reverse SidcT/




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

.y Registered Apprentice NOw.. e ,

working under my personal supervision.

P.O. Address... R ff . ,7- ;

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN 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.




