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

DEPARTMENT OF COMMERCE
BueEAU oF THE CENSUS

FILED MAY 9 1%8

THE STATE BOARD-OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._._..___lo..o 3

State Fa‘éfNa

14931

Registrar's No

4258

1. PLACE OF DEATH:
{a) County

) Clty or tewn.....S 5. Louis

(¢) Name of hospital or institution:

Homer G Phillips Hospital

{11 outside city of town limits, wrile “RURAL" and name of townhip}

(If not in hospital or institntion, write street gember or location)
{d) Length of stay: In hospital or institution days

In this community.

{Specily wharhar

2-‘7.?4,

years, months or days)

2. USUAL RESIDENCE OF DECEASED;

(@) State Missouri 6 County Ot

{&) City or town St. Louis \ /7
{If outsido city or 1own limits, write “RAURAL") d\

@) Street No 3534 Lawton Blvd

{If rarel, give kocation)

(e) Citizen of foreign country?.

7

(Ves ar No),')

If yes, name country.

MEDICAL CERTIFICATION

3. PRINT 3
FU{.RI). NAME Cllnton Chambers April 21
20. DATE OF DEATH: Month._ AP day
3. (®) If veteran, 3. (c) Social Security year 194 o 11 . 30 A y
name war. NJ ‘{71 011"‘1? . '
21. I hereby certify that I attended the d d from
5, Color or 6. (o) Single, widowed, married, ily 4 ~11 190,870 1o 4=21 10l
4. S:x.AiZ[_Q ......... M.M.QFIQ. diVOX’COd-M.ak.Z.Ld../ that I last saw b im alive oo Aprll 21 ;.
6. (&) 'Name of husband or wife ... 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated abm‘rre. " Duration
. Chambers. nnmj/(- yeges || Immediate cause of death......... ¥..#
7. Birth date of deceased 14 Y4 yf Stomach - Carcinoma N4 Undet.,
(Month) (n-,) £ (Year) .
8. AGE: Years Months Days If less than one day Due to -
g - - 1 A
/ ) r -‘ 7 [ .| (PR ..} ¢, D ; ﬂf R
E,— ue to
9. Birthplace f-S['/a.S!,p}T Aa / - y
{Chty, town/or county) {State or foreign country) ]. C T
o ’ o ungs - Congestion
10, Usual occupation Lé’b o »r X O(ther condit! s N A
11, Industry or business SRRl PHYSICIAN
‘! or findings: . ., -
E 12. Name. 21& "J Céamée rs. . : * ! Of operations..: o Underline
= | 1. Birthplace2 7 J° seph hd. [ the cause to
yaown, a’oounw) (Siate ar foreign country) Of autopsy Yes should be
g 14. Ma,;den rmmp ’ Oﬂ g charged sta-
3 tistically,
;{ 15. Birgg_place. f cﬁi‘%—""" Sy = f_tz v .u(.j,) 22. If death was dus to external causes, fill in the following:
16. (&) Info t\ ;, P mas A z e 8 o id (a) Accident, sulcide, or homicide (3pecify)
.
) Mdm_‘z‘y 3 _3 [pfd dﬂl a || @ Date of occurrence
1. \(a) Buel 2" (&) Daté thereof._ ¥ /2 (e} Where did injury occur? eyt gy Tomm—
( “'“'-m"”"'“""“""‘n C Dy AVons) (&) Did injury oeenr in or about home, on farm, in industrial place, in pubhc plao:?

@ Place? bunal or uemﬁonMﬁ ﬂyc L AL

* (Specify type of place) . o

LA () Means of i :mury..._............. fa___

18. (a) Signature of f;}nl‘dfz M e
® Addms_é ............. ) g e
. © R25 104) 2 77 . A W e Aot et Do omerr =
) (D-w ivod local roxistrar) Address__ 2001 H "ihltt-ler S Date signed. v 22/4

(h}éu-ed Embalmer’s Statement on Beverse Side)




-t

.- %

=

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 oo

............. .., Registered Appi’gllticé N-o‘
working under my personal supervision. %/ !

' P. O. Addres “Z ......................... o
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his.OWN HAND ITING. (Failure to comply with

the above constitutes grounds for revocation of‘li‘cense.)

) If this body is not embalmed, fact should be so stated above. -




