5. No. 2
M—2.43
. 5-17.39

1 xas897

Ms}b
WRITE PLAINLY-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMER

STATE BOARD OF HEALTH OF MISSOURI

30 1946'STANDARD CERTIFICATE OF DEATH

113&53

F‘ | State Pile N

Registration District No.._.-...__._a.lﬁ Primary Registration District No. “""—"“'!'ﬁ 03 Registrar's No. 2.

1. PLACE OF DEATH: 2. USUAL mfxﬁ&‘d’p DECEASED: M/V

(a) County Hissouwr l 7 '7
(a) State () County. o)

St iouis

{If catside city or town limits, write “RURAL" and name of township}
(c} Name of hospital or institution:

Homer G Phillips Hospital ()
(If oot in hospital or icstitution, write s zmar ar Inahnn)
(d) Length of stay: In hospital or ln-fi"'"'nﬂ
{Specily whether

(b} City or town

In this community.
yours, months or days)

N P2
Louis A%
(If outside clty er town limits, write “RURAL")

2006 Cole St
a {Yes 01: No)

(<) Cityor town_.s.t .

(d) Street No.

{1f rural, give location)

(e} Citizen of foreign country?

If yes, name country. :

MEDICAL CERTIFICATION

—=

3. (a) PRINT A i
Fuid FRINT _Ceorge Mc3ride Mar 6
20. DATE OF DEA Month b day.
3. (&) If veteran, 3. (£) Social Security 5 [ 20 A
year, hoir. mintte. M
name war, No
- 21. I hereby certify that I attended the deceased from L
o
m 5. Color or 6. (a) Single, widgw_ed. l:iarried. Fah, 22 19__Aﬁ to Mar. & 10hb
X . ingle . : !
4. Sex Male race. Col divorced... D 10ELE that I last saw b1 aliveon. MaT . 6 191‘_6_:
6. (b) Name of husband orwife. ... 6. () Age of husband or wife if || #2d that death occurred on the date and hour stated above. Dural
- - ion
auve______________l_g ﬁﬁ” Immediate canse of death i
7. Bleth date of d ) July 5 Lobar Pneugonia; Paralytic lleus Unk
(Month) {Day) {Year) -
8. AGE: Yeara Months Days If less than one day Due to Y
: . 7 7
17 8 s 1 ! hr. . ~.min }h v;
- U Due to .5 4
9. Blrtbplaee__.MlSSQ |F o R, ] £l .!
. {City, town, or caupty) (Stato or forsigo coontry) . . . e T ! Ef e
§ Other conditions
10. Usual occupation Bt — (inclade progoancy within 3 months of denth)
11. Industry or bustness < . o PHYSICIAN
5 { 12. Name____G€OTEE McBride, Sr s .,,;L,L".ﬁ;. —
E e ’ . KT - . ooy Underline
21 13. Birthplace Louisiana Yo 3 : ey e i
- . i { (Stata or foreizn colintry)  ||-  Of gutopay_ TS5 AL . . “h ° ldﬂb
% (14, Maiden name_ HOUOPE PTerson o R TS S . . |:|,§’r§ed sth
E 15. Birthpl Tennessee I : ot tistically,
o . Birthplace - P N
2 %“ po— % et m_ par mnw) 22, If defth war due to external causey, fill in the following:
16, (o) Tnformant Shora taves ,, Hoth (a) Accident, sulcide, ar homicide (specify)
s 2006 Cole St (3 Date of occurrence.

() Address____a —
17, ta),:._ﬂaua_g. (&) Date memf_g,#_?’_é
" {Berial, eremation, an (Day} {Year}
(&) Place: burialoruemaﬂon_&?

18. (a) S[znnnure of funeral director.%,

o o AL 55

{Date received locs! rosistrar)

Lt

Ye. o CA o
(Regiatrar's alpnatnre)
Nt

() Where did injury occur?.

. [ town)
(@) Did lajury occur in o7 about home, on Tars: 1o Industiisy st in pu e oace?

'y type of place)
} Means of iniu.ry..-.:,..............................
. T -

e (M, D, or other)..

Date dzned.....[ /‘46

(Licwosed Embalmer's Statement on Reverse Side)



.,

STATEMENT BY LICENSED EMBALMER

me, or by

working under my personal superwsnon.

(Al
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in lus OWN HA,NDWRITINC {Failure
the above constitutes grounds for revocation of license.) -

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



