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1. PLACE OF DEATH:

USUAL RESIDENCE OF DECEASED:
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UNFADING BLACK INK-—MAKE A PERMANENT RECORD -

5

' WRITE PLAINLY—USE

RS TREN

%97 Birthplace > _ POLTY :
b (City, town, or county) {State or forcign conntry)

Physician & Surgeon,

10, Usual occtipation

(@) County Missouri
A {a) State -
{8Y*"City or town St. LOUiB 9 -
(If outaide city or town limits, write “RURAL" and pame of townahip) . Cit: m
() Name of hospital or institution: (-) (c-)' 1ty or town (If outsida city or town limits, write “RURAL')
——Deaconesg._Hospital. @) Street No.__. 6903 Pershing Ave., M
{If not in hoapital or institution, write street number or lacation) ({If rural, give location) ’
{d) Length of stay: In hospital or institution
{Specify whatber |} {e) Citizen of fareign country? no {Yes or No)
In this community
“yeats, montha or days) -If yes, name country.
MEDICAL CERTIFICATION
3ofg FRINT  WILLIAM DAVIS HAWKER, N
FULL NAM April 2
- 20. DATE OF DEATH: Month, day.

3. (&) If veteran, 3. {¢) Social Security 2. 00 P

no no year. hour....2.2 x mHRULe .. corunrerres B ML

name war, No /-
21. I hereby certify that I attended the d from -
( 5. Color or 6. (a) Single, widowed, married, - —— 19_(62. to - 2 19??
. s Male (/] ...Wnite avorcea Maxrded Al o A P E
6. (b) Name of hushandorwife.._.._._____. 6. {¢} Age of husband or wife if || 2nd that death cccurred on the date and hour stated above. Duration
Jeasle T. HaWker‘. ahve_.....lz.ﬁ ___________ years || Imm cause of death
7. Birth date of deceased....... D@CE@Mbar 30 1873
K {Month) {Duy) {Year)
8. AGE: Years Months Days If less than one day
[ 73 3 2
hr. min
noozm _I1linods’_ [/

19. (@) (M__ ® 7Q.,_.M

} - (Registrar's o )

1L, Industry or buslness._._... v t' o PEYSICIAN
5 2. Nase... DAVIZ ‘:Pr'll ien Hawker P8 operations N
= v nderline
BV s s 0BT~ .. WY, 7 [ EEr
1 ooumg (State or foreizn country) § . should b
E 14, Maiden name. Csa%h d'ﬂell Of autopsy R ! ﬁh,%:'ﬂms -
cally.
g 15. Birthplace . ---—-(—&-ts-,cw%mq;?-m“ y PrIv “ﬂ"}u‘,mug 22. If death was due to external causes, 1 in the following:
16, (@) Info . J a _T. Hawke . (¢) Accident, suiclde, or homicide (specify)
rmant__._. gate T, SO - -
) Address....._. .690.3 P ‘erghing -Ave, @) Date of occurrence
11 (a) Burial {t) Date thereof. ADril 4/ 47 () Where did injury ? (City or town) {County} (State)
(Buria), cremation, or removal) (Maath) (Day} (Year) (&) Did injury occur in or about home, on farm, in industrial place, in public place?
(‘) ' Place: burial or eremation Valhalla ‘Cemetery, ‘ }
t T T, i -
3.4 (o iamathre of fundesl director..C o - LUpton & Sons, , " \While st woRkZe /Y e (5, Means of Infucy.——.—. —fo—— —-
@ address. 7233 Delmar Blvd,, .
23, Signature (M. D. greshay)

v

Date signed. 177«7

(Licensed Embalmer’s Statement on Reverse Side)
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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

Registered Apprentice No

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMI}J_\i.MER in his OWN HANDWRITENG. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not emhalmed fact should be 80 stated above.




