LS{-E;-A"; DEPARTMENT OF %ou Tb 1@;5 STATE BOARD OF HEALTH OF MISSOURI
) E
e | e LED 99 ANDARD CERTIFICATE OF DEATH St it 0. 3O LD
o 1 X36671
Registration District No.... Primary Registration District Noo..o ... 10 O 3 Reistrar's No. —-_..._.5_511_.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
{a)} County. v i ! ﬁ' mr
% %) Clty or town St Louis MiSBOUI'i () Smtc.--..Mlﬁ.? ngiL.(b) Couaty /
{If cutaids cit: town Limits, writs * RUML" ond of towpakip) 2 r. N
S || @ _ame of nospital o institutions - () Gity or toWlm i '(.me.b?;ﬁ py T o 4.7,
= St.Louis City Hospital-Max C{ }St.ark_loff @ Stregt N 4~06 a Castleman / { -
E {11 ot in hoapital o 1nstitution, wiils sireet namber or location) Me morigj_ Tt caral, g lomiiors /
{d) Length of stay; In hospital or institution /}
. (Specify whether (e) Citizen of foreign country? NO {Yes or No)
In this community
years, months or days) If yes, name country.
[~
E 3FU' fl" §§;INI;I. WILL WRIGHT MEDICAL CERTIFICATION
< 20. DATE OF DEATH: Month_. O€bObEr 4., .18t
3. () If veterun, 3. {c) Social Security 1946 4230 A
name wWar. NO-..%..O.@.‘:..Q.&.’:Q.S_&._B_. Ymr hour * m,n‘It’ - M.
21. I hereby certify that I attended the deceased from
S. Color or 6. () Single, widowed, married, October 1st 46
| Male () Vhit Widowed of|= ; A 1o~
. M 4. Sex e | race. 1 e dlvoroed..............g}m......‘:._- that Ilast saw h lm aliveon ctlotﬁr lst 19 H
S:f E . H 6 (b) Nameof husbandorwife .. . 6. (c) Age of husband or wifeif || @nd that death occurred on the date and hour atated above. .
q,““ a © L alive oo yeats Iw‘lﬂ canse gf deaih Duration
£ 7. Bth date of deccased. NOVOmbex __25th 1868 EZTV AN
it g {(Month) (Day) Yes || tsath_ .
- 1) 8. AGE:.: Years Months Days If less than one day Due to
& y : 77 10 | 6 Br. min
a - / Due to
& H oo Birthplace.. . Rockport . __Indiapa.. /.
{City. town, or couaty) (3tate or foreign conntry) ( - M
. Oth diti f
% 10. Usual occupation Clerk -~ : - u.,f:f,;f.f‘ ;ce.gz‘l:;:y within 3 months of death) 6‘;
:IJ 11. Industry or busi Retired PHYSICIAN
b . Major findings: —_
~ g 12. Name.._. James Viright @ || -6 operations....... : S i
o - Unknovym / l,he::ate:le:l,g
Z ||& {13, Birthplace . which death
3 E 1, Malden mame e DEKTIOND  (Buase or fossien coumey) Of autopsy should be
. cl sta-
Y .. - — - tistically.
o own .
E g{ 15. Birthplace proTe. m'EEkn 5 porsr— “Ztﬂ 22. If death was due to external causes, fill in the following:
-1 16. (@) Informant Hrs BO.LlﬂTld ) : L {a) Accident, suicide, or homicide (specify)
B (%) Address_: 42062 Castlenan (3) Date of occurrence
. @ - Removal .. (0} Date thereol.. %ﬂ.ﬂ_lg.&ﬁ () Where did injury occur? Pt =
(Barial, crematios, or remaval) ) (M“’ ) (Day} (Year) (&) Did injury occur in or about home, on‘}'a?mwi: )mdmtx('la! ;Igge. in pub(i::l)aoe?
(<) Place: burial or cremation.. _RQ,kaDJ:h.. Indisna
18. (o) Slznatun: of funeral director..... Pestz. Funeral Home .. . . "'While & ] 1(13” ﬁm’of in;ury..._l..,_.' ...... :I ... z .... D
o) . W .
]
5 o 23. Signa t a___w-lﬂ,lfﬂ.p’ then) .
. Address . Date signed
g (Licensed Embalmer’s Statement on Reverse Side)AI1118 Hyman -
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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.

i

, Registered. Apprentice No

. Licensed Embalmer No

working under my personal supervision.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWH]T]NC. (Failure to comply with
+ + the above constitutes grounds for revocation of license.)
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If this body is not embalmed, fact should be so stated above.
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