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—5-43
5-17-39

I X38671

DEPARTMENT OF COMMERCE

Registration District Now..._ .

THE STATE BOARD OF HEALTH OF MISSOURI

SEPETFAPR® 14 1947STANDARD CERTIFICATE OF DEATH

Primary Registration District Nowe— v .

11040

Siate File No.

m 3 Registrar's No__ﬂg_&fil%

+1. PLACE OF DEATH:

ot,

{1f outside city or town limits, write "RURAL" and name of towaship) i
(¢) Nare of hospital or institution:

Saint Louils Maternity Hospital

(Il ot in bospital or institatian, write street ber or kocation)
{d) Length of stay: In hospital or institution

(s) County
{b} Clty or town

Louls, MIssourl

2. USUAL RESIDENCE OF DECEASED: é
A

(a) StaLa.....M 13 sour 1 (&) County.
Webster Groves

imits, write “AURAL"™)

venue

(¢) City or town.

outnide cily or Enrn

217‘ﬁompar

{If rarnl, give location)

(d) Street No,

=
=
=}
o
=
-4
f
&
Z . (Specily whether || (¢} Citizen of foreign cotntry? (Yes or No)
< In this community. Z
E yoars, monihs or days) ~ If yes, name country..,
& MEDICAL CERTIFICATION
&\ fofy BMNT TNFANT . JENKERSON PR
< 5o PRZ YR 20. DATE OF DEATH: Month. SPT day.. 1
. veteran, - Le al Security t
?‘J name war No year. hour. 5 : 3 0 Animfnma o M.
2 . 21, I hereby certify that I attended the deceased from. ... __ Ll tAL 2,
b= MA LE o $. Color or 6. (o) Single, widowed, married, 1. to_ Xmirs P 0o
MI 4 Scx‘"""""_"“"““"“’_“" mﬂh‘ij‘:‘“g“ ' divoroed.__.__.____._._é__... that I last saw h_"__fﬂ__ alive on Q;KW 7 iQﬂﬁ_? ’
E 6. (b) Name of husband or wife.._.._........... 6. {¢} Age of husband or wife if || 2and that death occurred on the ﬁ?te and hour stated above. Duration
Wral
i AlVE oo years || Immediate cause of death -
Q o April 6, 1947
7. Birth date of deceased »
j {Manth) {Day} (Year)
= i P '
o 8. AGE: Years Months Pays If less than one day Due to Poeart o Ui ooz . ,
Z './ : 5 a5 G 3 bt ef,b;‘ﬁ e bl
a e min Due to Py
ue
- 9. Birthplace --- _St » Louis. Missouri = - - ’
% (City, town, ar county) (Stata or forsign cauniry) _7
i R P . . ¥ || Other conditions. 1-
g 10, Usual occupation — - . {Includs pregnancy within 3 months of death) / O 7 f———
=] 11. Industry or business ) . y PHYSICIAN
] g 12 name. Warren N, Jenkerson g || Meer fndings: Vit —
: o A Underline
g g{xsnmmmN St. Louls Missourl the catse to
] town, 3 foeeign counlry) ? i
3 |l e vt e TAFBLTY . BLECHES il e o
£ ' Cambria S tistically:
= © [ 15. Binthplace a i Il 11 no i 22, If denth was due to external causes, fill in the following:
E = (Cnl.y. town, or county, {Stale or l’urﬂgn couatry)
= 16. (a} Info t__.___sa nt Lou 1 3 Mat 0!‘!14 ty v (a) Accident, suicide, or homicide (epecily}
B & 50 S King sh. 1ghway , (5) Date of cccurrence "

() Add £

17. ) Date themof...._?{/
@ {Burizl, cremation, or removal) a th.{?'/lf)?c

(¢) Place: burial or crematio

£ N

Where did injury cccur?. 2

{City ar tawn) {County) (State)

Did injury occur in or about home; on farm, in industrial piace, in public place?
ES

p—

18. (c) Signature of funeral direc "
) Address. ?— Z_ ’

19, {a) % ,?: -----

(Specify typo c!' plaa)
\Vh:le at work?. (e} M of injury.

23. Signature J7 (P J)? V’ﬁ?d‘: < ((“f (M. D. oror.her)a/_]z D

{Date received local re:i:zm) (Registear's signutire)

Address Y18 2 (})71 m42—l(«( (MQ‘, Date signed . 0/7/’}7

{Licensed Embalmer’s Stntement on Reverse Side)

vl



N e ety

STATEMENT BY LICENSED EMBALMER

is recorded

the reverse side of this certificate was embalmed by me, or by

...... , Registered Apprengice No....

S ’

working under my personal supervision.

Signed

Licensed Embalmer No.

P. O. Address

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 l:lot embalmed, fact should be so stated above.




