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

DEPARTMENT OF COMMERCE

Reglstration District No.... 5.0 .

THE STATE BOARD bl‘-‘ ’HEALTH OF MISSOURI

|::."”:E§m§ ‘24 1988 STANDARD CERTIFICATE OF DEATH
8

Primary Registration Disttict No,

.uxﬁ-roJO

7929~

Staie_F:‘lg_No

1003

Regisirar's No.

1. PLACE OF DEATH:

{a) County
(¥ City or town

(¢) Name of hospital or institution:

St.Louls

(H outaide city or town timits, write “RURAL" and name of township)

5826 Pershing Ave, /

{d) Length of stay:

In this community.
yoors,

{If not in hospital or institution, wrlte street number or location)
In hospital or Institution

(Specily whether

months or days)

2. USUAL RESIDENCE OF DECEASED;
Mo,

City or town

State.

{a}
()

() Coumy.

St.louls

(If outside city oc town limits, write "RURAL"™)

sereet No. 0566 Pershing Ave.

{If rureal, give location)

N

(d)

\%

(¢} Citizen of foreign country? (Yes or No)

If yes, name country.

3. (a) PRINT
FU{.L NAME

MEDICAL CERTIFICATION

(L)

Lindel
» OSEE LG o Ot

Address....... 3840

(Registrar's signatare)

Margaret Ann Tucker
3 It = (o) Social Securit 20. DATE OF DEATH: Month_. 38DV 4y 12
: teran, . {e ¥
@ e N year._,,_._l_g.éﬁ__ hour. 9 minute, 4-0 A ol
name war. o
/ 21. I hereby certify that I attended the deceased frpm
5. Color or 6. (o) Single, widpyed, marrieds] 10 jd_’ to_ e et
4 s Female Whitej divorced.. Wl dow A '
e FROC e rrivervrsonerenes VOIrCed e oo that I last saw h s aliveon__ - g s 19‘?(
6. gg) Namne of hygband or wifﬁr,__ 6. (¢} Age of husband or wife if }| @nd that death occurred on the date and our stated dbove. b . .
at
ames Henry Tucker YO ey || Imminte cause of death A
7. Birth date of deceased Ja'n' 12 1865 /5_7'-17& .
{Month} (Day) (Year)
8. AGE: Years Months Days If less than one day Due to
83 8 0 hr. min
Due to
9. Birthptace.....Shadouis Mo, -
{City, town, or county) (Stats or foreign eoubhy) / f_.
. v Oth diti N »
10. Usual accupation At Hone . (lnsrndc: Dregnancy within S montta of death) ———%‘
11. Industry or busi ST PHYSICIAN
12, Name. . Thomas Sobey O Opertions ool _
/ //7 . l1Unde1'1me
;; 13. Birthplace.... i Si:..LQlli.S ) ‘LIn /)) / W :vlflgl“&?a:g
ty, town, pr connly . tats or [oreign country Of aut hould b
a 14, Maiden name. Knn b\lppa ¢ autopsy ‘ :.haurgeﬁ Eta:
: tistically.
§ 15. Birthplace Girg tawa, (Smi[::el aﬂf}ﬂg 22. If death was due to external causes, fill in the following:
6. (&) Informant_ &&‘Il 8s qfs a'bel ‘MTucker /" || () Accidest, suicide, or homicide (specify)..... 2o tma ¢
(5 Address 5826 Pershing Ave, () Date of occurrence z WM
17 @ .Buriel () Date thereot___2=17 =46 _ || () Wheredid injury oorur? R
K (Barial, crematicn, of (Month) (Day} (Year) (&) Did injury occur in or about home, on farm, in industrial pla.ce in pubhc place?
155 Place: burial or mmadoh._c_ﬁlv '...AQ. yea! teI‘.Y__ .
lace]
18. {a). Signature of funeral directo 3 Goecily 750 lifi.‘;ﬂmi’of infury...

- While &t WOrkZ.............:..| ()

Slzn;thQ - M

Address. & 2 //,.‘?7

/WD orgl?er)
'Date__gped 7/}/é(C

(Licetnsod Embalmer’s Statement on Reverse Side)

Robert J Farrell



STATEMENT BY LICENSED EMBALMER

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

.

......... . , Registered Apprentice No

anerzé..

working under my personal supervision.

........................ P ornaladl
Licensed Embalmer No. 296?
P, 0. Address. S, LE O fm@%

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.
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