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FIED DEC 51%

DERARTMEN oM R}ﬁﬁﬁ THE STATE BOARD OF HEALTH OF MISSOURI
D e, STANDARD CERTIFICATE OF DEATH e e o, AL 633

Primary Registration District No._._.._......_],Q,..(._) 3 Registrar’s No. o1 (;g_ O_@

[

1. PLACE OF DEATH:

2, USUAL RESIDENCE OF DECEASED:

6. (b} Name of husband or wife ...

7. Birth date of d _mM

6. (c) Age of husband or wife if

a.l.we..

f«?

) . . —teid
(@) County SRS (@) State.. lsSsouri ) County
{b} City or town s 14 by : F
(1f antside city or town limita, write "RURAL” and name of township) (c) City or town St. Louis 1 7
{¢) Name of hospital or institution: . (l!buuidu city or town limits, writc "RURAL") —V [
Homer G Phiilips Hospital (7 @ Screet No 2629 Pine St I’/
(If not in hospital or instiretion, writa streot number or location) (1f rural, give location) N
(&) Length of stay: In hospital or ins?.imtiun........j_..d.ayﬂ ......................... L
. {Specify whether {¢) Citizen of foreign conntry? {Yes or No)
In this community < oYz
years, months or days) yi If yes, name country
i MEDICAL CERTIFICATION
3. (o) PRINT all
FULL NAME Lucy V ey Nov 15
3. (8 Ii vt 3. (&) Social Securit 20. DATE OF DEATH: Month - day
. veteran, . (€] cizl Security .
- year. 19‘46 hour. 8 minute 55 a M.
name war. No
21. I hereby certify that I atterded the deceased from
;) 5. Color or 6. () Single, widowed, married, 11-12 . 1946 10 . 11=15 10_46
4. Sex... M% FRCE.. T e divorced.. Fomm TR "i’ that Tlastsaw h er alive on Nov L} 15 . 19__,4_5,

and that death occurred on the date and hour stated above,
Duration
Immediate cause of death

___ﬁenilib;{___w_j..t.n,.ngxsi;:a_t.ig_n_.gmi___I.dgl_.:_.. Undet.

o

“
i

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

10. Usual occupation. [ £t

S “’"’ "‘“” nutrition 5
8. AGE: Years Mont{{s Days If less than one day Due to ?I
o ol
/ 7 3 . (p / 4 hr, min. a,rk
Due to . "?
9,7 Birthplace. %) e AR | 3 [ i T
{Siate or foreign connl.r_,") ’l

r

11. Industry or business

Otlier conditions None [ L ;Q
({Ioclude pregoancy within 8 months of death) { u/l

PHYSICIAN

13, Birthplace W)dw—'-v\-f

M}d«..,.

{ (2. Name. 5 pmirdm I e

{State or foreign onunuy)

=)
<M
g 4. M:dden mmmw-“f
S{Is Binhplam,&h-j yra—

M;A.-/

*- Ade 2~w _f St £

7. @

(City, wu.wwzy
16.” {g) Informant. s L . el Cvin

(% Date thereot.. ZQJ'UJU' ~f i%

{Stats or foreigo comm-x)

Ma;&; findinga: . PR
operations.......... -
Underline

i deaih
- . fwhichdeat
No x ashould be
A oot . © *[charged sta-

tistically.

Of autopsy

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

(a) Accident, suicide, or homicide (apecify)

(b) Date of occurrence.

{¢) WWhere did injury occur?
{City or town) (County) (State)
(d) Did injury oocur in or about home, on farm, in industrial place, in public place?

of plaée)’ -
Méans of injury_ ... 41

(sm:y&v-

g
V(M. Dearottity)____..
ti Date signed, L1/15/46

(Liccaosed Embalmer’s Statemacnt on Reverse Sido)




STATEMENT BY LICENSED EMBALMER

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

4

-, Registered Apprentice Noy. '

working under my personal supervision.

ensed Embalmer No ......................... g

P.O. Address WZ ’
Note: The above MUST BE SIGNED BY THE LICENSED EMBAL]\IER in hls OWI\ HAl\D IT (Failure to comply wit

the nbove constitutes grounds for revocation of license.)

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

-



