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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE

FILED

STATE BOARD OF HEALTH OF MISSOURI

ST RER 51048 STANDARD CERTIFICATE OF DEAB-]

© 14664

Siets Fils No.

. PLACE OF DEATII

UV
(a) County_.. *
{# City or town__ St. Louis

(l outslde city or town limits, write "AURAL""
{¢) Name of hoapital or institution: - {

_Homer G Phillips Hospital

(I oot in hoepital or inatitution, write streat number or location)

apd pame of tnwoship)

Reglstration District No. _...._,__..._% Primary Registtation Diatrlet No.w oo 0,
. -

Registrar's No. .., -29&:.3-_
2, USUAL RESIDENCE OF DECEASED: }
(a) Stale.mmﬂ_sourl )] County c

St. Louis

() City or town

.r’
7 / / 7
(Il’onu.du.lumtnwn Limits, write “IURAL") 4

(d) Street No._.__ 4’151"

(1f rural, give locezion)

{d}) Length of stay: In hospital or institution 25 day S( (@ Citiz fr 0
Specify whether ¢ reigh g
11 this community. Abt. 1 Month ’ ’ e countet (Yes or Ne)
yonrs, months or days) 1f yes, name country.
3. (@) PRINT BlanChe Smlth ' MEDICAL CERTIFICATION
FULL NAME . March 28
E 20. DATE OF DEATH: Momp 28I'C day. -
3. (5) If veteran, - 3. (¢) Socia! Security . 194 3 i1y
ear, ha P
name war. il No. None ¥ ur. minute _ M.
- 21. 1 hereby certify that T attended the deceased from
5. Color or 6. (o) Single, widowed, married, || 35 w0 46, 3-28 1020
X5 to Dt
4. &L_Eema.l@... meN..@gr..Q..... ﬂiVOfccd—--Iv—I—&r-l:-i-gd that I lavt saw b alive on. 19, _;
6. (b) Nameof husbandorwife ______ . . 6 (c) Age of husband or wife If || 20d that death occurred on the date and hour stated above. v
Ellis Smith alive OO years || Immediate cause of death uration
7. Birth date of deceaued_-._......;&.ugll.s.i-..m_. .8th ___1_8_94. Engumococel Henigitis Unk
{Montk) {Dny)} {Yenr} .
! 3, AGE: Years Months Days If less than cne day Due to
V)
“ 51 7 20 hr. min
Due to..
9. Birthplace McComb Mississippi [
(City, wown, or ronnty; {Btato or foteign conntry) . ¥ -
Giher conditions._Diabetes Mellitus
t0. Usual gectpation Hous eVTi fe (ln:l:::?pru'n-nﬂ within 3 months uf death)
1. Industry or businem....”. o S ﬁm”“;w PHYSICIAN
o (12, Name Pink Martin Of operations
2 = - e ¢ . . [ | Underli
0 1. Bueonee_ McComb  Mississippi 1 . thecae 1o
{Cl " o ‘State or lareirn country) fw.alch dea
o s S Ehdepsol o T ) e ' ihouid e
£ McComb -Mississippil tistically.
% 15, Birthplace T TN —————" CSH"“PP g 0 22, If death was due to external causes, fill in the following:
16. (a) Informant Lillian Brack (8) Accident, suicide, or homicide {specify)
() Address 4158 Delmar Blvd. = (6} Date of oocurrence
. @ -_Removal . - Date thereot_O/ DL/ 46 (22 Where did tajury occur? Tty mw tawn) _ (Camaty) 5
(Durial, cremation, or remaoval) {Monts) (Day} (Year) {d) Did injury occur in or about home, on f,nr;m?:'::lndmtnn] plaee“ in putsli::.ll;l)ace?
(6) - Place: buital or cremation.__. O REralia Illinois .
18. (¢) Signature of funeral director. Char 328 ) - J. Gates Whlle at work?. _. ______-__-___,__(_Sp'f_i_f,, lw-. nrm f injury.
0 M 4107 _Finney Ave. 40} el Mool
23 S e L STV A M. D. or othet]
19. (a) p 5 '77 i “""
¢ {Dats r-nfv-d lnml ruré-mah (Registrar's rnatore) (1 2ooddres U / /. Date ﬁgm.-d?' R

{Licensed Embalmer's Stalement on Reveren Side)



B -

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 oo

Thomas J . Gates . , Registered Apprentice No.

working under my personal supervision,

Signed

{Ab
Licensed Eﬂalmer No.... 4259
P, 0. Address..... 2107 Finney Ave.. .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i.n 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,




