f{ N;:s DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI .
— BUREAU OF THE CENSUS s -
7. 5. 17_39? ntm DEC 4 STANDARD CERTIFICATE OF DEATH State File N0438}’4.4-..
I X38571 ’
Registration Digtrict No..» {__ A Primary Registration District No..cqz...é Registrar's No . 2341
é ’ 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASEY: J
) = (@) County St. Louls Missouri X 1 Bz AA
(a) Stat 80! 5 County...... RGN, .. %
E || ® cityortown..Jaffarson. Barracks, Mo,... || S @ County. 7o
[ 4] {a Tf outside city ot town limits, write "RURAL," znd name of ¢ u:wmhm) () Cityor town........S.t;Lonis
=) (¢) Name of hospital ot institution: a (If outaide city or town limits, writa “RT/RAL") 7
“ || Veterans Administration Hospital ™2 |l Sueetno..3961 Cook Avenue
E {If not in hospita] or institution, write street number or location) o ""'(_ If xural, give location) ,-
l (d) Length of stay: In hospital or institution..._._.. 32. DBJLB___ S
(Specify whether || (¢) -Citizen of foreign country? No (Yes or No)
In this community 8 years
E years, montha or days) If yea, name cotntry -
3 RN EENTIEY, Walter L, MEDICAL GRETIFIGATION
- - e eemenmmsm s e mmeenma :
< TS Li o S Ses 20. DATE OF DEATH: MonthHovember day...J1Ll
. veteran, . e a urity
= name war =1 vo.. Unk. vear---lglba..wh.._.._...hour._5..33.Q_.........._.._...minute ....... Pae M.
ﬁ S IS () 24, X hereby certify that I attended the deceased from
:I .ﬂ $. Color or 6. (a) Single, widowed, married, || October 20, 1048 . November 11, 1. A8
3| & sex—Malegh |/ neNegro | avorced Married .|| v trastsawn dM aiveon  November 11, .10
& 6. (b) Nameof husband ot wife.._ ... 6. {¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
__Elzeania ’ alive___ o Immediate cause of death HGMMCRAGE_FROM
4 years
€ ||+ et s Fobruary _1_ 1893 || UNTDENTIFTED. VESSEL
on! Day ear
[}
L) 8. AGE: Years Months Days 1f tess than one day mContribu‘bDI‘y_cause H :
E 55 9 10 - || -HYXFPERIENSIVE. CARDIQVASCULAR DISEASER .
T. min
xE%. .. ARTERICSCIKROSIS GENERALIZED. . I
EZ 9. Birtholace Huntsville, - Alabama R . -
=) {City, town, or county) {3ta1s or forcign conntey) m - Hl ) tﬁ'{‘
aﬂ) 10. Usual occupatian..._..__lﬁhﬂmr . ! C:';he-r :‘n“qmqm w}thina Yis of death) :
- t1. Industry or busi izjor PHYSICIAN
]Ol' namngs: . . . —
>I" g 12. Name___WB1lter Bentley : : * Of bperations... ‘ - Underline
= 13, Birthoice. HUREEVi1le Alabama | che cause to
o} lv. town, nnty) (S1ats ar foreigy country) Of AULODSEY oorn. HBo A v g R _lshould b
E E 14. Maiden name... e ( maiden name Unk. ). . ... autopsy © u’thPSy - srformed ih::‘}goﬂ ath
el ' tistically.
15. Birthplace.. ._.._.....Ij._...my ille . - . Alsbema ./ 22, 1f death was due to external causes, fill in the following:
E (City, town, or couaty) (Siate or foreign ouuulry) N
2 |16 o foormsnc-_Registrar, VA Hospim ' |1(@ Accident, suicide, or homicide (specify)....ANORE
B ® address.....Jefferson Barracks, Mo.. . ®) Date of cccurrence
1 @ Burial () Date thereof // —_ /é_. 43 (¢} Where did injury occur? Erepegre o
T | O "“"’w {Manth) (Day) (Yenr) (d) Did injury occur in or about home, on farm, in industrial pia.ce in pubhc place?
. “ {¢) Place: burial or cremafio dﬁ(M/AL OE”ETEAQII W}:%
18. (a) Signature of funeral director. E.'L'Lia Fu.taral Home A : W'hxle at “ork
() /A dr@820_§3vifdﬁ- Bt. St.LonigdigMo, -
% natu,
19, &) e ) Py £\
(@) [{-l.a received local registrar) ¢ (Rcgistrgpdh siznsturc) Addl‘esa Aﬁhi t
(Lic\:med Embalmer's Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

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

.............. ' , Registered Ai)prentice No .

working under my personal supervision,

: | .Llr;ensed Embalmer Noé’{/,?g/ ...................
- P.O. Address M""‘M ...... /37%0,

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to c(J)rnply with
the ﬂbove constittites:grdunds. for-revocation of license,)

- ( - L[]
R _If thls body is not embalmed, fact slmuid be so stated above.

. - » *




