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WRITE PLAINLY—USING UNFADING BLACK INK-—MAKE A PERMANENT RECOR

FLED MAR 5 1549

THE DIVISION OF HEALTH OF MISSOURI .
STANDARD CERTIFICATE OF DEATH

State File No.

DATE REC'D BY LOCM. | REG! 'S SIG TU; E E

. , _ L3O
BIRTH NO. _ Rec. o1sT. wo. __2 4 Q, PRIMARY REG. nw Registrar's No
I. PLACE OF DEATH 2. USUAL. RESIDENCE (Where decassed livad. If instl ") betore
. COUNTY . STATE b. COUNTY adin
3 : Migsouri St. Louis
b. CITY (f cowids corporate limits, writs RURAL and cive - *| ¢.. LENGTH OF c. CITY (If outekde corporate limits, write RURAL aznd give township) fé
townehip)| STAY (in thle place) . .
TOWN St. Louls e TOWN Wallstom -~
d, FULL NAME OF (It not in hospltal or Instdsution. cive streot u{dn— ortpexilin) d. STREET (I rural, ghvs location) o
RerTonon DePaul Hospital ) ADDRESS 16
uTIoN D ) . 52 Lulu Ave., p
1 NAME oF a (m:n b. (Middle) c. (Last) 4. DATE (Month) (Day} (Year)
. Twpe or Print) GEORGE ALFRED HERBICK DEATH  Feb, 20,1949,.
5 SEX | /' 6, COLOR QR RACE | 7. #IAD%%E% bélli‘}rggc%énml-:n, 8. DATE OF BIRTH 9.:_(‘51-: (o ren| ¢ noo -D-'m T i u o
. . {Bpacit; o ays | Hours | Min
ua162!  Wnite 7" | _Feb. 19,1875.] T4~ | |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | t1. BIRTHPLACE (3tste or forslen eountry) 12, CITIZEN OF WHAT
dooe during most of working lifs, sven if retired) DUSTRY COUNTRY?
Retired Shoe cutter St. Louis, Mo, (J U.S,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
James S. Herrick Egster Ma
15+ WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUR{‘TY 17. INFORMANT'S SIGNATURE OR NAME . ADDRESS
(Yes, 80, or unknowa} | (I yes. give war or dates of service} X
Vo ] 486_09-622%3 Catherine Herrick,3428 Williams Pl.
18. CAUSE OF DEATH : MEDICAL CERTIFICATION INTERVAL BETWEEN
- —_— - GNSET AND DEATH
| Enter onlyonsconsper | 1. DISEASE OR CONDITION L 7 N
N for (25, b, and oy | DIRECTLY LEADING TO DEATH® (5 ey - belotton /Jdad M
*This does not mean | ANTECEDENT CAUSES ! A
the mode of dying, such | Morbid amdit!m, if any, gieing DUE TO (b) S
aa heast faflure, asthenia, | rite to the above cauae (a) stating f
cte. It means the diy. | the underlying cause lagt, .
case, injury, or complics- DUE TO {¢) \
tion which-couted death, | 1. OTHER SIGNIFICANT CONDITIONS . ‘ >
Cvnditions contributing ta the death but not = ;ﬁﬂ:’
related Lo the disease or condition eausing death. y .
1%a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ) ) v If,f & 20. AUTOPSY?
TION - .
)% ves O o (R
21a. ACCIDENT (Bpecity) 216, PLACE OF INJURY (a.g., Inorabost | 21c. {CITY¥, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, {actory., strest. offics bldx., 10}
HCMICIDE ‘
219. TIME (Month) (Day) (Year) (Hoar). | 2le. INJURY OCCURRED | 2if. HOW DID INJURY occur?”
o O : . WHILEAT[™] NOT WHILE .
INJURY . = | work ATWORK |-
22, I hereby cert yt ot I"attended the deceased from _M_ 194 1o 4:/' lo , 19849, that T last saiv the deceased
alive on. 19_‘£j and that death occurred 8 :_._..,'nM -j’rom the causes and on the date stated above.
Z3a) SIGNATUR 3 : {Degren or.titte) | Z3b.- ADDRESS ) - o 23c. DATE SIGNED
CE.W‘M%M U529 % Freng - 2-L4 ¥
% NBf'il ERMI éJ.ALCREMA- 24b. DATE . 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, of county) (5tate)
M) - ) A
“Burial Feb., 23/49. 1 Calvary Gem,, St. Louls, - Mo,
75. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

Jos. W. Clark, 1122 Hodlamont Ave.,

— . (Licensed Embalmer's Statement on Reverse &de)
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- STATEMENT BY LICENSED EMBALMER
%,
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by]hK:ﬁ]Ui’;L_..M&. .....

Student Embeslmer No.

Signed MWW

' Licensed Embalmer No 4283
‘ P. O. Address_ ot Lbuls 1 Mo, =

L

Student Embalaar

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 not embalmed, fact should be so stated above. .




