THE DIVISION OF HEALTH OF MISSOURI : 17251

.00 FILED MAY 20 1343  STANDARD CERTIFICATE OF DEATH St Bl oy
'YW WO REs. DIsT. . _3_18__ PRIMARY REG. DiST. leD_Q_. Registrar's No B~
{ 1. PLACE OF DEATH i |2 USUAL RESIDENCE (Whire decessed lived. If institution: residence befors
a. COUNTY - . a. STATE b. COUNTY admistion).
Miassonri Aol

N3

/ b. CITY (I outside corpurata limlts, write RURAL and give ¢. LENGTH OF ¢. CITY (I outalde’ corporate limite, write RURAL acd give township} )
-+, townabip)| STAY (in this place) /
TOWN St, Iouis ) TOWN st . Touils ¢
a d. FULL NAME OF (If not o hoapltal or imstitution, give strect addros or loeation) d. STREET (1 rural, give location) 4
o HOSPITAL OR . ADDRESS d
0 INSTITUTION Homer G Phillips Hospital Ofallon Stree’-l'?QOA
ﬁ 3. NAME OF a. (First) b. (Middle) . (Last) ‘ 4. DS}E (Month)  (Day)  (Yean)
& (Typeor Priney ~ William Fletcher DEATH _ May 6 1949
4] 5. SEX 5. C®BQYRACE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF BIRTH ¥ 19. AGE (In yesra| ¥ WotR 1 YEM | ¥ 0oER o e,
E - WIDOWED, DIVORCED (Bpecify) , : Laat birthday) M'Jnthll Days | Hours | Min,
5 |male Q- | Broved> | Single <~ | Aug .6 ,1903 45 |
" 10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or forelgn oountry) 12, CITIZEN OF WHAT
[+ dona duting most of working Life, even if retired) DUSTRY ’ ﬁ COUNTRY?
5 Freight handler|Clarkville, Miss,
< 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
a John Fletcher Marie Hicka Single
i5. WAS DECEASED EVER IN U.S. ARMED FDRCET 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRES
B S
< {Yes, no, or unknowa) | (If yes, ive war or dates of service) NO., .
= Marie Mitchell 3133 Delmar
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION lﬁgﬁm&
] | Enter onlyonecausoper | 1. DISEASE OR CONDITION .
Z || 1metor (), (b, amd (o) | DIRECTLY LEADING TO DEATH"(5) Pulmonary Embolism . }..8 days
PR *This does not mean ANTECEDENT CAUSES
Q|| the mode of aying, such | Mortad conditions, if any, giving DUE TO (5} Thyr o toxic heart dlsease
| as heart foilure, asthenda, thm:ut; ;:l’_!l ﬂ:m c:.ua: nﬁl) staling B
22 ec. It meons the dis- wing couae
o || areingsrner somptin | DUE TO @), Thyrot.oxicosis
= tion which cauzed death. | 15. OTHER SIGNIFICANT CONDITIONS
= Conditiens contributing to the death bul ol
a related 1o the disease or condition enusing death. Pl eural Effusion, right .
[ 19a. DATE QF QPERA- | 19b. MAJOR FINDINGS OF OPERATICN 20. AUTOPSY?
= TICN : ’
= x - YES D uo'E].
o || 2ta- AcCIDENT (Bpecify) 21b. PLACEOF INJURY (ag..In orsbout | 2lc. (CITY, TOWN)OR TOWNSHIP) _ (COUNTY) & (%ATE'/‘I
h SUICIDE boma, farm, factory, street, ofos bidg.,eve.) L |
& I, HOMICIDE o
g 210, TIME ™ (Moo . (Day) (Yew) (Houw | 2lo. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? - ;.
WHILEAT OT WHILE e .. R
;}. INIURY | “work "N WORK. o . 2 N f}
E 22, I hereby mlg{-éhat I auended the deceased fromli-_lL__ 19_4_9_, to _"L_._._._., 19..!*2, that I last saw the deceased
: alive on , and that death occurred at IALO_& m., from the causes and on the date stated above.
-
g SIGNATURI:‘.{ (D&gme or title) 23b. ADDRESS ) 23¢c. DATE SIGNED
: W ) ﬁ,u,aja M. D. ()| 2601 N Whittier St 5-6-49
E BURIAL, CREMA- | 24b, DATE 24¢, NAME OF CEMETERY QR CREMATORY 24d. LOCATION (Ofty, town, or counnty) (Etate)
5 TION REMOVAL (Bpecity}
; burial Mav 12,49 INationa} ,Jefferson B M .
DATE REC'D BY LOCAL | REG, 1GH E —_— |5 FUMERAL DIRECTOR'S S1GMATURE ADDRESS
WMAY 109 A~ 47 2629=-31 Cole Dement & Son

B (licensed Embaimer's Statement on Reverse Side)




— . '
ENLE L T . gg./!

3  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 o]

_ ,  Student Embalmer No.

R i W ttacte Lk

Student Enballur ) ﬁ
- - Licensed Emhaimcr No \3 5 —
P. 0. Address__ 275 ﬂﬁﬂ%«

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND TING! (Failure to comply wi
the above constitutes grounds for revocation of license,)

If this bedy is not embalmed, fact should be so stated sbove.

working under my personal supervision.




