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WRITE PLAINLY—USE UNF-A.DING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY

HIED SEP £1°1948

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

State File No

31153

o190

Registration District No...........__..____a]& Primary Rcéistration Diét_rict Nm...-....___--._..“ms_igkrmr's No.
. ™~ Y
— I

1. PLACE OF DEATH:

(o) County.........m

(b) City or town 8T..LOTIS
(If outaide city or town limits, write “RURAL" nnd name of township)

(c) Name of hospital or institution:
‘Barnes Hospital, )
{If not in heapitnl or institution, write nrmlmﬁ,ﬁd‘zﬁ MINUTES

@ h'nzth of stay: In hospital or institution 2 MINUTE
In I’.hul Comi, §L HOSPITAL RDMISSION pocily

years, months or doys)

2. USUAL RESIDENCE OF DECEASED: sz 17
. MISSOURIL /72
(a) State (&) County.

(&) City or town.. 8T LOUIS

7

4127 cﬁmﬁr towan limita, writa RURAL‘U

{d) Street Np. a "

(If rural, give location)

{¢) Citizen of forelgn country? No

1f yes, hame couniry._-

{Vea or No)

MEDICAL CERTIFICATION

16, (¢) Informant. MI'S8. Teress Bauer
&) Address____ 1407 Grant Ed.
() Date thereot..... 3= 10=48

(Burisl, cremation, or remaval) (Mouth) (Day) (Year)

(¢) Place: burial or mmuou.ﬁﬁ.ﬁm_em_m
18, (a) Signature of funeral dumKPiQ&ﬁhBM,J‘ U_Q.d_!______co L}
@ Addras_ 4228 S. Kingshighway Bl.

19. (a) ;2P ) A

(Date received local registrar) (Registsar's signature)

(a) Accident, suicide, or homicide (specify}

a) PRINF
NAME._ WILLJTAM MATHEVW EKANE
3. (5 1 veweran, - 3. (@) Social Securicy No. _ || 2 DATE OF DEATH: Month . SEPTEMBER; ... 7
name war, None - ' _4.9_3_&.9- - 12& 9 YW_JMB._IIOur.._.H...;.._.s.u..__.._._minutem__p._M-
- — 21, [ hereby certify that I attended the deceased from
[) 5. Color or 6. (g) Single, widowed, married, d MAY 19!}1, to. SEPTEMBER 7 19 _“}.1,8.
4. SexMB._l_Q____ m_\f__&l_Lt_e_ divorced.....D..j.—.X_Q.?.E_g. that T last sawh_ 1M ative on _SEPTEMBER. 7 ‘ 19.g§:
6. (b} Name of husband or wife __ 6. () Age of husband or wife if || 20d that death occurred on the date and hour stated above. Duration
—grace o7 Immediate cause of death
7. Birth date of decensed_______N lam______i__lilo ——CACHEXIA
(Month} {Day) (Year) [
8. AGE:‘ Yeara Months Da.yu If lesa thant one day I ‘ Due m___EODGKmS!_DISEASEm,AND B
IOSIS i
d 8 | 5 | 13 . i || TUBERCT 7
. Due to. I
o Birhotace.. St Louls - oo Mol /) |- - ) P
{City; town; or county) (State or foreign country) 7 g
- conditions -
10. Usual occupalium'_jlgr_mn . . || Other conditlons o TiBi B et of denil) 1 t;‘l
11. Industry or business..B1g._Bond Tumber (oo SaprE = PHYSICIAN
; . ] e or findings: _ . Y 7 R
g{ 12. Name___ Willism J. Kene S Ot operations Jl : U|'nde.rl.ine
& L 13, Binh S = wLo ejn-u: ‘(Suuwl:{ok:cgmu) a:;— M - :{:ic‘:aﬁ!;;tg
Y ¥ oce T,
g 14, Maiden namn_f&a,-ﬁemé ler 0 Ot stooey - : L : :iu 11 i
- sticaily.
5) 15. Birthplace.__OL e Louls Mo, - - .
g p prerTey s = rrTvr— 3 22, If death was due to external canses, fill in the following:

(b) Date of occurrence.

{c) Where did Injury occur?

{City or town) (County)
(d) Did Injury occur in or about home, on farm, in industrial place. in pu.bhc plaoe?

(Specily lyp-a of nlwe)
{¢) Meanso

. m@;?g =) P

Address___BAINES_

(Licensod Emabalmer’s Statement on Reverse Side)

(MDoroM
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| STATEMENT BY LICENSED EMBALMER
<5
o "
. I hegeby certily that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No |

working under my personal supervision.

. Signed..) M), NSAL A b
. Licehsed Embalmer No...<3. O 5/
F | | - /

P. O. Address

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

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

* . .




