. No. 2 DEPARTMEN ERCE )
NS
243 ‘ﬁ‘* = STANDARD CERTIFICATE OF DEATH sue wite o....... D3OG
- R ]
470m E;&:&mn District No... oo oo - Primary Registration District No....__._.._..]_Q.O 3 Registrar’s No... 104_5 .
PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
() County. ‘ s a3l (a} state._ Missouri (#) County. o——ot
) City or town St_louis ,
(IF ontaide cil.y or town limita, write “RURAL" and name of township) () City or town St Lol.lis 1 ‘ /
(¢) Name of hospital oT Institution: (If outaide city or town Limits, write “HURAL) | \
..Homer G Phillips Hospital (@ Street No.__ 2425 N Taylor

THE STATE BOARD OF HEALTH OF MISSOURI

{1f not in hospital or institution, write street number or location)
(d} Length of stay: In hospital or institution days
(Spocily wheiher
4 years

In this community.
years, months or days)

{1f rural, give location)

{¢) Citizen of foreign country?

If ves, name country.

MEDICAL CERTIFICATION

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

I3 ¢

(c) Placc bunal or mMUDn.St -~ PB t.e.]: 5. G Qme.t.e.r ' S
';8 .(a) Slgnatu:re of funeral dm:ctch.&.s > ._J. G‘.at 88.. . .

® Addrﬁﬁ_y‘[ 194:[ 4107 Fh

3. {9 PIINT  Mary Armstrong
FULL NAME
— AR pS— 20. DATE OF DEATH: Month, JBNUAYY ... 29
. . . {€ al urity
(%) If veteran . 1L Sec vear—_1947 hottr 12 mingte..... 98
name war. No.
21. I hereby certify that I attended the decensed from
q;?- Color or 6. (a) Single, Wid°ﬁ’d m-“i“‘ January lds . . 190 47 January 293 1047,
. arr e '
4. M-F—em—a—le race.“..,.g """""" divoreed 220 2 that Ilast saw b X, alive on....... ____,_,,,Ja[“,],-ary29’_, 1947 H
6. () Name of husband or wife.—.— ... ... 6. {&) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Sidney Armstrong aﬁve"_“_zgw____ym Immediate cause of death
7. Bicth date of deceased__MATCH 18% 1884 _Degenerative Heart Disease with De-| ynx
iMoath) ) (Year) compensation i 3
¥
8, AGE: Years Months Days If less than one day Due to {)} o
| / 62 10 28 hr. wln /-\J V
Due to..
0. Bintptace._-QgXland. s - _Misse ~_,,L - - { /1 {}"‘ -
{City, town, or county) (State or fur:n;n cou.nl.zy) ) i o (f
10. Ustal occupation H ouns eWi fe O&m’ﬂr’;‘;&::, RS raamta o deatiy l .......
11. Industry o business - S ......| PHYSICIAN
-3 ar inga: coad e . s
g; 2. Name__S1dR6F-- Cromwell. ._------_------—----—--—--—/f-—-- Of operations. ’ i - Undertine
13 mirmpmeldnavallable . MIsge T¢I frEamensiionian e e Y WL AT
{City, lown, or county) - (Stale or forcign country) Of autopsy should be
§ 14. Maiden @ 130180 ("T'nmn : /l Cleay T chged sta-
tistically.
15. Bmhplaounaya.ilﬂ.ble_._ mmmrnseneras ‘_Miss - 22. If death was due to external causes, fill in the following:
(Cny, town, or mnn:.y) 4 {Stats or foreign coun!.:,,)
16. (@) Toformandlr ... Addie-Carp Lai||(@) Accident. suidde, or homicide (specily)
- = " ' b} Date of
GCR Addrew”'4546—--3$—.z—-Lou | DN
17, (a) By,z:é_. ..................... (8) Date thercof. e- 1=-47 @ ere njury oceur?.... (Cily or wwn) {Couaty) (State)
mation, ox recmayul) (Month) (Day} (Year) (&) Did injury occur in or about home, on farm, in industrial place, in public place?

Co- - : " {Specily type of place)
While nt work? (,) Means of i m;ury ﬂ
. T
23. Signature 2 5 ; ; Le‘w (M.D. ]

Address, 2600 o . XD

19. (a) ® 7 ‘

(Date received local registrar)

(Licensed Embalmer’s Statement on Reverso Side)

N

(Ve or No) d

. Date signed. LY L 7L /

_



. i o

e - - . 1

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose nane is recorded on the reverse side of this certlﬁcate wag embaliged by me, or by

Lhas. J.. Gates ... " 9.9,71 - ) . Y ofy / prentlc;’N ,
rorki d 1 ision,
working under my personal supervision —
Signed
. / ]{'
\ e ot Ln:en% Embalrfer No m 1825
. P.O. Address.. 4107 Finney Aves .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply with
the above eonstltntes grounds for revocation of license.) 3

If this b{)dy ;a;not embalmed, fact should be so stated above.
oA

ESTE



