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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

FILED JuN 13 1%y

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF D!EOB-I Y

AT
State File No 193&5

.

Reglstration District No... Primary Registration District No. R, Registrar's No. J—
1. PLACE OF DEATH: 2. USUAL llESIDENC_E OF DECEASED: BN A
-
(2) County. & Touis (a) State Missouri () County J:"f MY
(b City or town L)
(If ouvtsida city cx town limits, write “RURAL" nnd name of township) {¢) City or town St » Louis / 7

{¢r) Name of hospital or institution:

Masonic Home of Missouri 5'

(If not in kospital or institation, write street number or lucation}

{d) Length of stay: 17 years
{Specily whether

In hespital or institution

same

In this community.
yeoro, months or days)

(If ootaide city or Lown limits, writa "RURAL"}

5351 Delmar Blvd.

Street Np. ‘2’
Cit% foreign country?.

If yes, name country.

CH)

\
N

(IT rural, give location)

NO (Yesor N{))

(e

3. (a) PRINT
FULL NAME

Mary Virginia Seppington

-

3. (®) If veteran, R 3. (¢) Social Security
name war No Y .. None
. Color o 6. {a) Single, wido
/ 5
4. Sex Femal? race W}lite f divorced.. __wc%?e&d

f
6. (b} Name of husbard or \\1fe__.E__r_a_s‘@u% (¢) Age of husband or wife if

MEDICAL CERTIFICATION

ax
DATE OF DEATH: Month,_| "Y\.Q-*’K ______ ay X G

20.
yem'.l ._hour,

r j ..minute. rarananBpninns.
hereby certify that I attended the!deceased from

stated above.

and that death occurred on the date and h

Immediate cause of death

alive. . .. ...__years
7. Birth date of deceased.... arCh 9.! 1862
(Month) {Day) {Year)
8. AGE: Years Montha Days If less than one day
s 85 2 B -—lg hr. min
rg. Birthplace ... ﬁﬁegrgetqm__uiaaom s

18.% () Slzn:nure nfluncmldlmlnr Albert H. HOD‘DE
®) Address /. 4700 Washington Blvd,

08 Ll o B Finegi o~

{Cily, town, or count {State or foceign cuudl.ry) g
. et ire Other conditions
10. Usual eccupation (Include pregnuancy within 3 montha of death) i
11. Industry or bus .‘.-.pq_q P T PHYSICIAN
&2 jor findings: —_—
g 12. ch ____________ Hgnw memn— Mill I - Of Ommtions..------ Underune
[
21 13, Birehplace Augusta County, Vlrgmia / - the cause to
(> e iin g {(State or foreign country) Of autopay —|should be
S 14. Maider name. Anit B W 0 chzu'gcﬁ sta-
= tistically.
g 15. Bll’fh“‘“‘ﬂ' : T l?glo"?:“rmﬂcoynty’ (ymit'oswsrg&:i““ﬂ 22, If death was due to external causes, fill in tha following:
‘16 : (a) Informant clara Hothe e (2} Accident, suicide, or homicide (specify)
@) Adt'iress_-'_‘_ ....... 5351 _Delmar_ Blvd. () Date of e
17, (:1) I' 1&1 - (#) Date thereof 5-3 1"4 7 () Where did injury oceur? {City or tawn) {Couoly) (State) -
. (Bnrnl uemuon. or remoﬂll " . (Mnnth) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place? i
(c) Plzcc buna! or'- cr'ﬂ‘n!mﬂ - Mar 8 hal 1 l

(.Svn:ll, typa of place) .
(¢} Mezns of injury.......... - -

(M. D.

.. Dated! rn‘ e

While at

23. Signaturef. %
Add v MV 2 -y N B

{Licensed Emhbaimer’s Statement on Reverae Side




s wTTL Rz

o~
v

STATEMENT BY LICENSED EMBALMER

1 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.

P. O. Address._- o

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i'n Jhis OWN HANDWR

-

the above constitutes grounds for revocation of license.)}
If-this bedy is not embalmed, fact should be so stated above.




