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THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No...___ _JDO 3

v 8
5728

Regisirar's No.

Registration District No....

1. PLACE OF DEATH:

(a) County
@ City or town St,Louls, Missouri,
{If cutside city or town limits, write “RURf!.."' nnd pame of township)

{c) Name of hospital or institution:

___St.Louis City Hospital-!!ax’ c. Starkloffl"

(I not {n hospital or institotion, write streat number or location)
(d) Length of stay:

In hespital or institution

2. USUAL RESIDENCE OF DECEASED:

State_‘.-_m.l.ﬁ_.& AR T T County
City or t0Wh..oeu.eeeee. S.T:.\J_-.-.-._Q.V.L.,S

(If outside city or town limits, write *“R|

Velronar: |

{If rura), give location)

(a)

to-t
7

RAL"™)

Ld

éﬂoﬁ‘ﬁf“""gi«(—%—}w--

(Yes or No)g

\.,

MOTHER

00 S Emit

(Specify whether {¢) Citizen of foreign country?
In this community
years, months or days) If yes, name country.
. - MEDICAL CERTIFICATION
FULL, NAME. LUCY BUCK
O vl AT 20. DATE OF DEATIL Month. . June.... . day... 2758 .
. veteran, . (e a urity
I\J L . snye || vear— 1.94 © __hour.... 6:30 ...mmute_..........._?... M.
name war. No, = J 1lth
21, 1 hereby certify that I attended the deceased from une
/ 5. Color or EI 6. {a) Single, widowed, married,d| .~ 1946 19 ‘o June 27th 19_46
it
i ol BBLE| e WHITE  tvoeed W@ Al Tune 27th .. 46
6. {b) Name of husband orwife. .. 6. (&) Age of busband or wife if || 2nd that death occurred on the date and hour stated above. i
3 Duration
..‘ a 62@7 [ UG’K alive...... .. ... _years
7. Birth date of deceased........ /5 €243 /o (874 .
{Moath) (Day) (Year)
8. AGE: Yeara Months Days 1i less than one day Due to ) ,1 .
/ 7$'_- 4 / 7 hr. min /7 1
- Due to. ; i
9. Birthpluce., CONMA ERCE Mo 71 Ny
{City, town, or county) {Stata or foreign country) V
. H Qther conditions. L'\
10. Usual occupation...._.._..

- {Include pregoancy within 3 months of death)

{City, or counly: (Sl.ll.e or l'o:mm coantry)
Maiden m&_._.._/qb é pe i~ -

Rithpiace. St L.l Co. AR S,

{ . \‘ - {Cit: .town.oteouuz ~ N Suuorl'omun country)
16. \(a) ‘Informant . f% &3 K34 s E . a V LQ .

14.

15,

0 Address__.o5 40, Retrpae’ BLua
17. @ L c AL ) Date thereof._é_- Bo-«l

[6)]

te)
wm&‘{%cﬂlr in or about home, on farm, in industrial place In publu: place?

11. Industry or business Wi 5 PHYSICIAN
nr ajor findings: -
a Name, W '3 TA YL O M0 || - Of operations.. : Undesti
=] (W) _ ndetline
21 13. Birthplace Se eIl ca /o <y the cause to

whichdeath
..[should be
charged ata-
tistically.

Of aumm@o.._...

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

(a) Accldent, suicide. or homicide (specify)

(¥) Date of occurrence

{¢) Where did injury occur?.

(City or town) (County)

~JON 28 Tﬁ’tﬁ '

19, (a)

{Date received local registrar)

(Licensed Embalmer’s Stalcment on Reverse Side)
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STATEMENT BY LICENSED EMBAiMER

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

A o ' . "
$geeanns - SRR, , Registered Apprentice No eny

~ ) £ P
.
working under my personal supervision.

I;icensed Err;balmer No.. 7 O ‘Q

P.O. Address......... ... ...

Note: The above MUST BE SIGNED BY ']'I'[E LICENSED FMBALNIER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocatlcm of license, )

L

If this bo-:]y,_‘}:s‘; fiot embalined, fact should’ bie so stated above.. -

i



