WRITE PLAINLY—USE U'NFA:DING BLACK INK-—-MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY

MISSOURI DIVISION OF HEALTH

27933

(b) City or toWn . .veeeere _SLLOU iS

(t) Name of hospital or institution: O
e Stalonis Ci Hr ta.l _____ e
(Lf oot izt hospital or icati wnh auu jumber or location)
(d) Length of stay: In hospital or institution
({Specify whether

In this community.
years, msonths of duys)

(If outside city ar town limits, write “RURAL" and name of township)

of Vital Staus DARD T T DEATH State Fite No,
F“.EU bﬁp 13 19 STANDARD CERTIFICATE OF tate ARG
Registration Distriet No. ..__._ﬁﬂ.: Primary Registration District N_‘_a_g,...__ , Registrar's No.
1. PLACE OF DEATH: ‘* i T 15%5!111. RESIDENCE OF DECEASED:
(a) County. {a) Statg__Mlﬁ.ﬁ.QlEi__ (&) County. M‘d :

(¢) City or town St Louis 2.7
f outside city or wown limits, writa “RURAL™)
(@) Street No 233 a Howard St. g
(If ruzsl, give location) 4
(¢} Citizen of foreign country?. (Yes or No}

If yed, name cotintry.

%U'Efl). NAME .

PRINT

_Millimina Lemothe

3. (d) If vereran,

3. (£} Soci Sﬁcunty No.
No l None ™

name war.
/ [
5. Col o, 6. (a) Single, widowed, matried,
. salemale | “White avere. Married|
6. (&) N of husbans . 6. () Age of husl or wife if

ubrey d]f’.an:lot

7. Birth date of dmd__ﬁﬁg_tembe r

21

MEDICAL CERTIFICATION
20, DATE OF DEA Aug . 25

day
year. _._\én______wnute_&&&..m.

21, T hereby certify that I attended the deceased from

Month

hour..

19, to. 19, ;
that Ilast mawh alive on 19....... H
and that death occurred on the date and hour stated above.
Duration

te cause of death

a—o«.-a-/z,q,c}'

.

(Mantk) (Day) tan || (L aarcleae Alea ccop tisianteoes
5 @ L
8. AGE: Years Montha | Days 1f less than one day ﬁM—Z—W%
/ 58 29 hr. min, Duae bl
to
- - had
9. Birthplace...... AL l'X - I1linais. / “ - & SN
{City; }tf county) {Btate or foreign country) p ’ j ~
. T . Other conditiona - .
10. Usual occupation Ous ew-lfe = (L o ¥ within 3 months of death) ”] 9
11, Industry or business Py X PHYSICIAN
- } - . o - o 5 I . .y
12. Name John HObblck s} 7 eperatiats ! - : - .
G Underline
=t 13, Birthpiace : eprmany 7- 3;5 cause tﬂ
{City, town, or 1t * (State or forelgn country) hotid b
Q 14. Maiden name_ . Tiknowm - Of wtepey :ut;%;ﬁme'
caly.
§ 15, Birthplace T w—— Ur];}[nown FrTPrp— qﬂ 22. I death wan due to external causes, fill in the following:
16, (@ Informant_Albpey Lamothe : () Accident, suicide, or homicide (specify)
®) Address 34a” Howard St || ® pate of cccurrence
17, @ 8_. ______ (5 Date thereof. - {¢) Where did injury occur?. TP — o
- (Barial, cremation, ar remavel) _ Moot) (Day) (Yesr) (&) Did Injury occur in of sbout home, on farm . in industria} place, in pu.hhc plaoe?
© Flace: burialor cemation_¥ 2108118 Cemete Ty _
18, (s} Sigpature of funeral di mr__.Alb_e.r t“-H‘HQ"ﬁ t _work? " (smt!' ‘“;' ﬁm of in:u
(5) Address..__ ncton_] TL(L_
19, : b)) - /
@ {Dwts receivad fpcal rexistrar) ¢ L * ¥ (Registrar's signatare) Address. _[jﬁﬁ_ e
v {Licenscd Embatimer's Sta t on Reverse Side)
I



>, . :
.a‘%.":.._‘ e
R

STATEMENT BY LICENSED EMDBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

egistered Apprentice No

working under my personal supervision.

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

.

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




