. 300
10-47
17-39

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

h{

FEDERAL SECURITY AGENCY MISSOURI DIVISION dF' HEALTH }?822
- STANDARD CERTIFICATE OF DEATH st rae vo 2
2T
!;ggstmtmn sttnctq\lu @.&.ﬂ.ﬂm Primary Registration District No...Q!5 Registrar's No. 7‘ “‘36
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
() County (a) State...“._____M_Q_____________________ (&) County . &M
(5) City of tOW_.ecreeeeee S+ Louls :
(If outaida city or town Limits; write “RURAL" and name of township} (¢} City ot town St Louis / 7
(¢} Name of hospital or institution: {If outside city or town limits, writs “RUBAL™) ’
Homer G Phillips Hospital (@) Strest Noo...2416 N Whittier J
{If not in hospitel or institution, write stre‘et pumber or location) M (If rural, give location) 7
(4 Length of stay: In hospital or inatitution..._l.._’J.!.-.Q.i._._.ag_._dayﬁ___._ J a
5 8 (Specify whether |} (¢) Citizen of forelgn country? (Yes or No)
In this community. yr
years, months or days) If yes, name countty.
MEDICAL CERTIFICATION
3 (a) PRINT
FU. NAME HE.I:I_' Hﬂgﬂ n
- - - 20. DATE OF DEATH: Month _ AUgUSY day 6 :
3. (b) If veteran, 3. (¢) Social Security No. 10 2
' #"1 | year. hour minute. 5 A M
name war.
21, I hereby certify that I attended the deceased from
Male 9\ . Coléfcor J 6. () Single, Mﬁog rmfzg ........... June 9, 1948t . August 6, 1B
4 ser DBIET nel0lored dvaedcX&IYied that Ttast saw LM aliveor Aungust ,6,,,,_,______ 1048 ;
6. (b) Name of husband or wife ... 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
) Ollie Mae Ho gan alive. & vears || Immediate cause of death
7. Birth date of deceased_.. 28Dt o 20. 1897 _{|.Carcinoma of the Lung with Metase _ | ok _.
(Month) {Day) {Year) tase 8 o
8. AGE: Yeats Months Days If less than one day Duye to 1‘ ya
’f éo 16 f; !
hr. ‘min ""
Due to ] i’]’
9. Birthplace E St' Louis, Illl.nQiﬂW/...m - TP R
{City, town, or county) (Stats or foreign country) h’ ’
1 - Oth ditions
10. Usual sccupation Gl erk S (lotude progaaney wikin 3 moniba of deity ™ 1
11. Industry ot busi SEsjor Eadl PHYSICIAN
at ) or findings: —
E 12. Name Sam . Ho gan q Of operat ‘ Underlina
21 13. Bithplace_.__URKNOWN the cause to
BEEYL ""‘”‘I() ;  {Suate ar foreign country) Of antopay......: :[should be
5{ 14, Maiden pame. e allev / . c._bat.;gegsta.-
Clarksvllle T enn: e
15, Birthplace I o
[g : irthp PP ——— Giats or I poAY 22. If death was due te external cauges, fill In the following:
16. (&) Tuformasit Bettie Dixon (Mother) {¢) Accident, sticide, or homicide (specify)
®) Address. 2030 Page Blvd (b} Date of occurrence
. - " . 2
17. (@) ._B_LLI‘ 1al (#) Date thereof 8-11-48 (@ Where did injury occur (City o taws) (County) Gtate)
- {Burial, cremation, or remaoval} (Month) (Day) (Year) (d)* Did injury oceur in or about home, on farm, in industrial place, in public place?
{c) Plam burial or mmaf:nnWashinmon Park ceme »
18. (a) Signature of funeral duector___P_e.Q_plﬂLund’—-co - Whﬂe at WW ‘_,,, ‘(’:)" ‘it'.[:le..; of inJ u.ry__.___._.'.._:..__..
b} Address, . AANS LU L OIMAL LI SR EITLLIE L e
H ' :) ﬁi"; | Iiig% 23. Signature (()M D.orotherd=—___
- @ (Date received local regi: (Registrar’s signatore) Address ?6.01 _N. _Whittier____________ Date sumuﬂ-ﬁnl.g
{Licensed Embalmer’s Statement on Reverse Side)



%) L €38

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.

%@%

5 . B &
Licensed Embalm

~ working under my personal supervision.

Sign

. . P. O. Address. . £

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

_If this body is not emhalmed, fact should be so stated above,




