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

FEDERAL SECURITY AGENCY MISSOURI DIVIS

National Office of Vital Statistica

FILED MAY 2 %i@_

STANDARD CERTIFICATE %F DEATH

anary Regigtration District Nov v ctovserem e

A I

4592

10N OF HEALTH
State File No.

Registrar's No.

23
y - 1

Registration District No.
1. PLACE OF DEATH:

(@ Cownty-——gg—1Huis

(5 _City or town -
(Ifnuunin city ar town limits, write "RURAL" sod nxme of towmmbkip)

@ Neme g AR 8N Hospital

¢If not in hoepital or institution, write street nmber o location)
(d) Length of stay: In hospital or institution

{Specify whether

Io this community..
yoars, months or days)

2. USUAL RESIDENCE OF DECEASED:
(a) State Missourl (8} County....

© 12 F _Ceder Hill,Midsbury £

(If cutaida ciLy or towirfiita, writs “RURAL™)
(e) Citizen of foreign country?.

{If rural, give locatiun)

If yes, name country.

2
(Veaor No)o
{

3.6 FRINT Tames Leroy Wille

3. (b) If vereran, 3. (¢) Social Security No.

name war. )
O 5. Color o h 6. (8) Single, wxdowcd marriu’li.

. sec Malel/ | ite sivoreee Si0E1E
6. (b) Name of husband or wife.. ... 6. {¢} Age of husband or wife if

years

ApriT 19, 1947

Birth date of deceased

MEDICAL CERTIFICATION

S

hotir.

20. DATE OF DEATH: Month

15
e 1948 5

#_M.
21. I hereby certily that I attended the dmscd fmm .. .

9., to._.._ ..&..H....m. 19___;
that ¥ last saw luﬂ:.ahve o RN | SO

aod that death oocurred on the date and hour stated above.

Immediate awm _ql

day

A,

|
Duration
|
|

(Licensed Embalmey’s Statement on Reverse Side)

{Month) {Day} {Year) .
8, AGE: Years Months Days 'If less than one day Due to. WW } Wc
d 1 | o |26 min ||~ £
ue to
9. Birthplace. ... Stc: Ipuis - -—L(gissfollri .()) . .. - /J j \,\ o i |
il wn, ar cotln! tato oreign coun:
(Gt = - e CT '.n: N Other conditiona. .~ V’ F
.10, Usual oceupation - - . - - (Incted + withia 3 mmonths of death) l *
il. Industry or business PHYSICAN
. . v Major findinga: —_
g{ 12, Name.. Lero.y__ w_ille o : . + Of operations.: " Underlize
= N .
5 15, Binthpiace,,. D1 TMET Mi ssourl J ve 2 . :v:lf’c‘i;:’?'ég
E 14. Maiden zame ey Naneh R OGS Sary || ofsuerer ,J’"‘"" v /. _""_“ "“". et et
. ) v |
{ 1. Birthplace...... 0 @MQQH —Miﬂﬂmmj—g 22. 1f death wan due to external causes, fill in the following: |
= (Cuy. {Stata or fareign coaxntry) |
- _“Leroy Wille. « . || ta) Accident, suicide, or homiride (specify) |
16, (8) Infnrmnnt |
(b} Address (b Date of occurrence |
. @ Removal ® Date tereor.08Y 17, 1948 Where didinjury occur? TR =
_{Buzial, mmtiun.wrcmﬂié . {Mootd) (Day) (Year) id) Did injury occur in or about home, on farm, in industrial place. in pubhc pl.ace?
{c) Ptace: burial or crematior Martin %ﬁgrlicg Cenms -
18. {s) Signature of Euneml‘wa;cpk BI‘O ._ UH.H - © \While at wo Specily ‘m of Inj
@ At 2201 Se Grapd Bl,, WV ﬁ%z
- 2 e ok | s LU
19 @ {m#'m @ % _F[ r'e sl y Address 3L O A "D el E Dated 47/.)7 9?
G WUEFIL
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STATEMENT BY LICENSED EMBALMER X

) I hereby certlfy that the body whose name is recorded on ‘the reverse side of this certificate was embalmed by.me, or. by
. " - e v: r -
working under my personal supervision

Y u‘“ L
Reglstered Apprentxce No

: Signed é %&
- Note:

. ~ Licensed gb&lmer Neo .
TR S 0
The above MUST BE SIGNED BY THE LICENSED EMBALN
" the above oonstltutes grounds for revocation of license,)

TR .“".T
=

- P, OAddréss., . 2.
"ﬁ“
'If this body m not embalmed, fact should be so stated abov

in
-

222/

his’ OWN I{ANDWRITING (Fallure to comply wil
IEREAYS Sl

-




FEDERAL SECURITY AGENCY
'U. S. PUBLIC HEALTH SERVICE
' IN COQPERATION WITH

_ ST. Louls HEALTH DEPARTMENT
ST. LOUIS, MO,

OFFICIAL BUSINESS

May 21, 1948,
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: ' ?L. i
Pr, Wm.-Portel, o\l %
5101 Delmar, | oA

8t.Louis, Mo,

Dear Doctor:

A death certificate sipgned by you has been
filed in the St. Louis Bureau of Vitel Statistics on
James Leroy Wille of Cedar Hill, Mo,
giving the cause of death as Pertussls
Died 5-165-48 Park Lane Hospital o

*The records in the office of the Communicable
Disease Control show -that this case has never been reported _
to 'the 8t, Louis Health Division and in order to complete our :
files, -I am enclosing a report and a termination card with
the request that you fill in the required information and
return to this office as soon as possible, '
Thanking you for your cooperation in this
matter, I am, : : '

Yours very trul »

[ ]
. . - Smit 9 MoDo
“\- - Medical Director -
Communicable Disease Control Section
JES3:FB
Ehcl,

The pertussis was in Ceder Hill, Mo., some 3 months ago,
Patient was not under my care then, hence no report, Child
ailed since snd was finally brought:to St.Louis under my csare.:
" Cause of death was given ag Pobar Pneumonis, not Pertussls
which was given as & contributary.cause only. I delivered this
baby about a year ago, in St.Louis. Hairlip was repaired st
Barnes Hospitel soon efterwerds.

) ifju_x_'s,
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