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

FEDERAL SECURITY AGENCY

FLEE RBR§0 sm’ﬁ'

Registration District Now .o

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

suote 5 o BADBY.

-

’ -y =
Primary Registration District No.._......!.._..,_ﬂﬂﬂs * 7 Registrar's No. ... 38.‘}1_..._

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

(@ County ; Missouri o0
(a) State. (b} County.
{b) City or town........— St. Lounis St Loui 7
(lfouuida city ar town limits, writa “RURAL’" and pame of township) () City or town hd g /
{¢} Name of hospital or institution: Cf) I'aumda city or town limits, write “RURAL™) r
Homer G Phillips Hospital @ Strest Ng_..... k247 W Evans 7
{1f ot io hoapital or institution, writs stroat L-g.mba or location) 7 (IF rural, give location) 7
Length of stay: In hospital titutl e .
@ ngth of stay: In hospital or institu o T (Bpocify whether |} (¢) Citizeh of forelgn country? No (Ves or No)
In this community 4 years
years, montha or days) i If yes. name country.
MEDICAL CERTIFICATION
$uil Nime__ Richard Felix .
20. DATE OF DEATH: Month  APril . auy 20
3. &) If veeran, {¢) Social Security No. 1 .
name war. - 456 12-849 5 year_._%g hour. ) mlnute__.j_O_E_«.M.
21, I hereby certify that I attended the deceased from
Jan, 27 19__,4_8_, w_ April 20 19..._48

g},Color or
4. Sex male [ race Col

6. {a) Single, widowed, married,
divo: Z

that I last saw h_.im._. alive on__Apr_j.l__ZQ.ww..___.__,._..-.1_.... !9...4_8

6. (b) Name of husband or wife.— ... 6. () Age of husband or wife B apd that death occurred on the date and hour stated above. Duration
Faarlina alive____ _f)_Q_______m Immediate cause of death
7. Birth date of decensed... F8 Do 14 1918 __Far_Advanced Pulmonary Tuberculosils.. ..
(Monih} (Day) (Year) ‘ I .
8. AGE: Years Months Days 1f less than one day Due to *’({/M
6 p)
30 2 hr, —___ _min, . . j
/ Due to - 7
o. Birenpiace . LOWAGtana (Glenmors) . . ./ - . TN
{City, town, or cotxnliy) {State or foreign muv) N [ Gf
10, Usual occtipation Prasassr - Otberl °°| “d‘ﬁ““’,";lm;;eeg P {
1. Tndustey or businei 2O 6T Clothing CO . : PHYSICIAN
Major findings: . . Jp—
5 . Name. Ma r¥ Fa 1ix - a Of operations Underline
2]
21 13 Bithoiace.... HNAVA. il a}a)le o { : T ;}Egég
Ly, LpWwD, O COnGLY or foreign country. . o)
a . Maiden name. iﬂ. Dlet ta A Of autopay Z}Ja‘;'gcd !taf
1 1 a -bl '-{ tistically.

S Bmhplamp.U.n_y__a_____“e_“"mm 22. If death was due to external causes, £ili in the following:

(City, town, or county) (State or foreign couptry)

16. @) Informane - -PEBr1ine Fellx

") Address- . 42472 W, Bvansg
_Removal . __ (#) Date thercol. _Apr, 23=48

(a)
®

Accident, sulcide, or homicide (specify)
Date of occmrrence.
Where did injury occur?

17. (a) (City or town) {County)} (State)
{Burial, cremation, ar removal) (Mcath) (Day) (Year) (d) Didinjury oc ogeur, in ot abqut home, on farm, in industrial p!a.cc. in public place?
¢y Place: butal or cremationd @NIMOra , -Loulsiana -
18. {a) Signature of funeral director_ Chag. J. Gates “lﬂﬂle at . £ S ; :‘“Y.——._—_‘e-
. 4107 _Finne NAJIB_ S “' W—/
@ A - suature (M. D. drother)=— .
o @ . PR3y i e Z 2601 N Whitfier  Duiesimea 4/21/48

(Licensed Embalmer’s Statement on'Reveras Side)



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

e I OMEB. 5. W] o GBEES , i Apprentice No

working under my personal supervision,

Censed Embalmer No 4259

P.Q. Address. 2107 _Finney Ave.a

Note: The above MUST BE SIGNED RY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revecation of license.)

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




