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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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STANDARD CERTIFICATE. OF DEATH
Primary Registration Distriet No..l.o_o:j__

State File Nom_zmm_
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1. PLACE OF DEATH:

{a} County
(8) City or town

ol.louls

([l outside ¢ity or town limits, writs “RURAL” and gams of township)
(¢) Name of hospital or institution:

St.lukes Hospital

{If not in hospitnl or inatitution, write striet number or location)
(d) Length of etay:

In hospital or institution

{Specily whether

in this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED: ? é

(s} sme-Missouri .. @) County. 2t .lONIS_
{c) Cityortown .. Iﬁ'li VEfB ﬁ.,ty :10 ity
h Rd, 3
{Yes or No}

(I outzids city or n Emils, writs “"RURAL

1117 North & South_

(d) Street .?o. —_Y_T_}
K (I rursl, give locnl.mn
. *
(©) Ci of fure:r;n nnuntryi‘

If yes, name country.

sz g (Gep 7 e £ Layman

3. (b) 1If veteran, N 3l (¢) Social Security No.
0

name war. —_—
0 5. Color or 6. {a) Single, widowed, ma.met‘lf.
‘4 Se_r_._}’.i.‘a-....l.e_.._. ..... race. te_ divore
6. (b)) Name of husband orwife . 6, {¢) Age of husband or wife if
_Lola ] aym&n S aﬂw_,...,_ga vears
7. Birth date of deceased....... z_._.ﬁ _2__
(Mun {Day) {Yoar)

MEDICAL CERTIFICATION

/L

i _a_minuta

Vi a— f
, . zo.gf:

DY,

20. DATE OF DEA

year.
fy}at I attended t

21, IW t
I-s" 19. 2, to._.__w¥?

that [ last saw IM_ aliveon..__
and that death occurred on the date and hour tated abave.

¥

eccased

X

If less than cne day

be. oo b min,

Years

76

Months

1

Days

12

8. AGE:

({CiLy, town, or munt,) (State or foreign coontry)

10. Usual occupation....... ...,._____.._._Q_Qm_n__EQI:e_man____
11. Industry or busmw.__.____.__._c_o t_t_Qn_BQlt_R_B_____.____
& { Name_____ADLhony Layman:® @ o

= Birthplace I

{ Maiden name. .. Ré' Qh&éT‘{Klmhel@““ - hf:fi;-
=

12,
13.

14,

Kent

9. Birthplace....... _._MllIWQ_Q_d__::.______ __enhmk;r_L .

* ‘{Inclode pregnancy within 8 months of dealh)

Dae to_%

Due to

Other conditions

PHISICIAN

1 *%zmnd L

‘Underline
the cause to
lwhich death
should be
sta-

Ma]ur ﬁndlnzl
+0fo

Wm&

Of atitopsy.

icharged
tistically.

22, 1f death was die to external canses, fitl in the following:

S 15. Birthplace ;
{City, town; or county) {State or foreign country)

16. (@ I nfo:rmnnf_ Lo ] L aman ' {a) Accident, auicide, or homicide (epecify)

® Address.._..,___lll_z_ﬂﬂr_j:h & So: th __|| @} Date of occurrence
v @ . Burial . (8) Date thereof..... _.{| () Where did fnjury occur? iy o™ e

" (Borial, cromation, or removal) _ (M“‘“'h’ (D‘“’ (Yeur) () Did Injury occur in or about home, on farm, in industrial place, in publIc Dhﬂ?
(¢) Place: burial or cremation . DQXLBI ,:M.Q.-_ oo
i f pla

18. (e) Signature of funeral :Hector Al.b.e.r L. ._H -HQP _B._,,, _:._ While at work? (Bpecily I(’m ;1:;)0{ in’wm

)] Addrm._é__f 5 0 t_ — ' ,
19. Al o A ) o C g

@ (Date received local registrar) {R » } Add A 7_’ N tL .

{Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

.‘Registered Apprentice No

iy % £ (OM

Licensed Embalmer No ~ ez 7

working under my personal supervision.

P.O. _Addrmq

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 nrot embalmed, fact should be so stated above.




