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

FEDERAL SECURITY AGENCY
ational Office of Vital Statistics:

FLEBFER 20 1948

Registration District No..wvieugis -

o

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..-oo...

6009
State File Nn._._.._l._.:,;z_t._._

Registrar's No,

1008

1. PLACE OF DEATH:

(#) County.
(#) City or town..

(¢) Name of hospital or institution:

St.Louis City Hospi‘tal-max

St lonis, Migsouri.

(ito outsido cily or tows limits, write “RURAL"

{If not in hespital or institution, write sireot number ar location)

u:zmnf township)
< Starkloff \gssees lg%:_ﬂonth.

2. USUAL RESIDENCE OF DECEASED;
{a) State

(¢) Cityor wwnst-.l.ouia

/7
7

Missouri

{# County.

(If outside city or Llown limits, write *RURAL")

Euclid: Aves i

{H raral, give locution)

(d) Length of stay: In hospital of institution m@ ﬁ)
(Specily whether || (£} Citlzen of fo country?. {Yes or No}
In this community.
yoars, motths or duye) If yes, name country. -
MEDICAL CERTIFICATION
3. (a) PRINT =T
FULL NAME._Ben Jarrrl n N _BACON Feb 5th
n - 20. DATE OF DEATH: Month ha day
3. (&) If veteran, 3. (¢} Social Security No, 1 8 1 0 P
name war YHear. 94 hour. minute. 4 M
e NOTHE - 7
21. I hereby certify that I attended the deceased from 1/ 7/ 48
5. Color or 6. {o) Single, widowed, married, Feb, sth 48
0 / 19, to 19 7F°
4. sexMpler | rce.White. divommﬂ'm},-m« that I last saw b+ aliveon Feb., 5th 19, 48‘
6. (5) Name of husband or wife_._____ 6. (¢) Age of husband or wife if || #0d that death occurred o:;%date and Hpur stated above. wrati
- on
_______ Nora:Bagon .. ... ative ... T years || Immedisig cause of death./ e
7. B_uf'tth date of deceased.._..._ A" | B
W - {Mbnthj " j Day} {
8. ACE: ' Years Months Days If lesn than one day Due to
d X hr. min
72 l! II Due to
‘9.~ Birthplice:... --‘1-0“18" Mo = VWt | BT -
st‘((:ity. town, of county) (Stata or foreign couniry}
. v o, . 1§ Other conditiona
10. Usual occupahon_._fhiimﬂ LI 222 |} - {Inclode pregnancy within 3 months of donth) ‘ {
11. Industry or business Major fndi PHYSICIAN
e - or findinga: . s e v
& { 12. Name. Patrdeic  He Bason - Caton i | O operations it Ly SRR slof U
= i Underline
= L1, Bl e
" {City, wwn, or munty) {Siale or forelgn country) Of autopsy. - should be
E 14. Maiden name_.. 2 W 4 ’ charged sta-
" ¢, tistically.
g 15. Blrthplaoc.........._(... Peuls m-::mt;) d prrrpar m‘.uﬂ 22, If death waa due to cxternal causes, fill in the following:
. (8 Tnfo - I&om._" _Pason . (¢} Accident, sulcide, or homicide (specify)
@ Address____ 34T North Euclid:. Ara.__.__. .|| ® Date of cocurrence
17. @ - Burdad .. ) Date thmf-%g(@__—_ (€) Where did [njary occur? iy o Goms St
" (Busial, eremation, or removal) ay) (Your) (d) Did Injury occur In or about home, on farm, in industrial place, in pubhcplarx?
(¢} Place: burial or mmauonﬂcalm Gﬂmm—-————-——
18. (a) Slgnatue of funéral director. SUL1dvean . Iunepal Dip; - ey \
5 Ad _ 1idi e L
© % 58 , _..2‘[ %ur other) ..
i9. (a) [() ,.'_...? AR - .
Date signed

(Data received local registfar) (Rer_i-al.ru_' [ c_i-:mtm)

{Licensed Embolmer’s Statement on Reverse Sida)

JOSEPH H OGURA
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- STATEMENT BY LICENSED EMBALMER I
P L ks

I hereby certify that the body whose name is recorded on %Bé reverse side of this c:_:rtiﬁcate,was embalmed by o me,-or by

. ‘Registered Apprentlce No

working under my personal supervision.

- . ‘I V — -— -
. : Llcensed Embalmer No 6 =4 6 8
Ao S S Loben

.;P Q. Address g

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|§ OWN IiAN'f)meINc (Fallure to comply with

the above constltutes grounds for revocnt:on of license.) T

If thw body is not embalmed; fact shou[d be so stated above.
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