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

FEDERAL SECURITY AGENCY
National Office of Vital Statistics

FILEDDEC 2 1948

MISSOURI DIVISION OF HEALTH :;?78?‘?}7

STANDARD CERTIFICATE OF DEATH State File No

9936

ysars, wonths or daya)

Registration District NOw.ooeeeraeeeeereea.. a& Primary Registration District No.....veoeee.. — Ruegistrar's No.
1. PLACE OF DEATH: 3 .2._ USUAL mﬁﬁ@%cmm; i ' )
{a) County - = || (g) State iss ouri (6) County / 7
(® City or town Sta. Louis i - .
(If outsida city or town limits; write “RURAL" and name of township) () City or town S t. Louis ("4

() Na,me of hospital or institution: . I qutside city or town Limits, write *RURAL") 4

Homer G Phillips Hospital D Street N 2321(, yton 0

(If not jn hospital or institution, writs streat nrrr a Jecation) (d} Street No (“ rural, give lcation)
{4} Length of stay: In hospital or institution /V
{Specity whether {£) Citizen of foreign country? o {Yes or No)

In this community............._..__.__Z_.z\_..-u -0, W W . O S —

If yes, name country,

3: (@ FRINT Flossie Black
FULL NAME

MEDICAL CERTIFICATION

.

16. (g} Inoformant . ¥ 77
(& Ad

17. (o} -
N (Bunn[ mmmn. aor rammml?

o () Date thereat_ {1 = 78~

(¢) Place: burial or cremation ¥ &2

18. (a) Signature of funeral climc:tor..éi

L .-,..o-mg,, Y
A8 2daY &7

{Mcoth) (Day) (Yoar)

R Te

{Dats received local repistrar)

3. (b7 1f vet 3. (©) Social Secarity No. || 2% DATE OF DEATH: Month Nav. day, 14
3. veteran, . ¢ i 3
l ear. L48 _  howr .k o minute..... b6 eI
name watr.
21, I heteby certify that I attended the d d from
2,. 5. Color of 6. (@) Single, (Fidowedy)married, || NOV. 4 1. 48, Nov. 14 1048,
4. Sum race.. ! e . a/d:vorced_m that I last saw BT alive on Nov. 14 e 19,
6. {b) Name of husband gt wife. .. g.vewreee. 6. (¢} Age of husband or wife if and that death occurred on the date and hour atated above, Duration
_ [ L e Immediate canse of death . 5
erioscleroti e isease
7. Birth date of deceased “7 , }/3 Art. riosclerotic i art Diseas
{Month) (Day) (Year) with Decompensation A Undet..
8. AGE: Years Months Days If tess than one day Due to H /
/ 3 K l'/' g by /2 FA v
T, min F
<3 7 Due to LYl
17
9, Biﬁhphm--u-wm’& M . 'l [
(City, town, or county) {State or foreign cou’ntry) ’ -
i . Other conditions None
10. Usual occupation...... ALY N {Inclod ¥ within § b of death}
11. Industry or busiggss ) 7. . PHYSICIAN
g Mmgfr ﬁndlr:gs: S
a }l E . operations. ; .
g{ 12, Name...... fNelble’ NUCE £ < ] A, 3o - it it hUnderline
N the cause to
& { 13, Birthplace._ NP SR— None  vhich degth
Of attopay hould be
tistically. g

22, If death was due to external causes, fill in the following:
(8) Accident, suicide, or homicide (spedl(y}

(6) Date of ooturrence

(¢) Where did injury occur?.
(City or town) (County}
(4} Did injury occur in or about home, on farm, in industrial place, in pubhc plane?

(M. . or Ctiskshemmmer

Date swnedll/lj_/ke

(I;ccmod Embalmer's Statement on Reverss Side)




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. ey

Licensed Embalmepgio Z/ / ?

-

P. O. Address... .4 w /3 )%0_

working under my personal supervision.

Note: The above MUST BRE 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 empbalmed, fact should be so stated above,




