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22734

State File No

Primary Registration Disttict No ............................. Registror's No.
1, PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED:
(2} Count¥omann (a) SMILM]'SSOWI .................. (B) COUBLY oo teemrmee it rerameesstaresaeeasms crenanes seat aeae

(b} City or town

(1t "outside city or town Limits, write “RURAL™" and

name of township)

St. Louis =

(1f outside city.or town lbmits, write “RURAL™)

(¢) City or town

{c) Nare of hogpital or,ipstitution:
....... SmeE. 8 PRitlipa Hospitald 4] Steeet No 316N Ewing G
ur not 1o hosn!ut or mstituﬂnn wilte -trei nﬂnher or loeatton) {If roral, give loeation) /
(d) Length of stay: In hospital or institution.................._.a.y..s.. ................................ /)
) (Bpecity whether §F (¢) Citizen of fOFCIZR COUNIIY Troviirnirrernievrrrrarsresnins sssssasseasasmsssssssens snse (Yes or No}
Tn this COMMUIILY cevitmin tieresrimteiiin sttt s s rsat s aarases i era s sae s smpan
years, months or days} - If FE8, MIOTIE COUMETY teiieiiirerrisinreimeetensveeedbrote e cdatas sh b seae e e e RE R P A e T anbB o eRapsar patanssssssrnsnr
3. (a) PRINT MEDICAL CERTIFICATION

FULL, NAME Annie Wallace

-3, {b)-1f veteran,

name war....

- | 3. (¢} Soctal Security No. -

) %’5. Color or
. Female. ) race. 2Q%.........

6. (a) Single, widowed, married,

wid,

4, divoreed. tX o n e
6. (b) Name of husband or wife......ccceeves 6. (€) Agu of hasband gr wife if
.............. Not.  KnowWt s AlIVC e seriesreceaersere e YEATS
7. Birth date of deceased.......cuune.e Aungust.. 11
Month)
8. AGE: Years Months Days If less than one day
9. Birthplace..aeuenn L
(City, town, or county)
10. Usuil occupatmmﬂousemfe‘A
1E, Industry o DUISIHESS.. i i emreis e sees e sttt et s s s st s sienn
é 12, Namemgware G
g il
: 13, Birthplact.. e li e e
{City, town, or cbei
E i 14. .Maiden name.. 1.
5
-

<17 {a),
- Burhl cremation, or remnva!l - Month

Washlngton

(c) !’hcc hurial or crfmafmn

{b) Date 1hereof .......

(Du‘) (Year)
a.r

18. {a) Slznatureof
(&) Address

19. (o) %gli’%

(Date

rpistrar’s signattre)

. DATE OF DEATH: Month... J
year...l.gly.” whOUr. 1’
_21,_1_hereby_certify that T attended.the.deceased -from

- June 17. e 10401, to.

that I last saw h. d.l' alive on. A o
and th:n death occurred on the date and hour stated above.

4739

minute

Immedtatc cause of death..
C arc1 noma of

“"Noiie "
Otlher conditions,
(Include pregnancy within 3 montha or d

PHYSICIAN

Underline
the cause of
which death
should be
charged sta-
tistically,

’\Ia;orﬁndmgs .........................................................................................
Of operaticns...........

D BIEODEY 1ot et emes otemrass ecaesmece sems sems sece 48 e e a2 e 2

(&) Date of occurrence

(¢) Where did injury occur? " e e enm e e hrmnenenen
{City or town} {County) {State)
(d) Did injury occur in or about home, on farm, in industrial place, in public
p]lcc".......... Bt beete e nemearn ettt bbbt
{Speclfy
While at w A

23, Sigpatore..,

L\ Address........z..g)..l. N ﬂhl [ G- T o

Jefferson Clty Printing Co.

(Licensed Embalmer’s Statement on Reverse Side)




il s

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, 0f By oerereeneere

........... . Registered Apprentice’ No.

working under my personal supervision.

P. O. Address. Z ................... Aot AL,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp[y with
the above constitutes grounds for revocation of license.) |

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




