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WRITE ‘PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECO

(

A\‘%

FILED MAY 2 1929

THE DIVISION OF HEALTH OF MISSOURI

JCOSnd

| STANDARD CERTIFICATE OF DEATH Stae B R e

BIRTH RO. REG. DIST. NO. e PRIMARY REG. DIST. !ﬂ ‘3 Registrar's No.
1. PLACE OF DEATH 7 USUAL RESIDENGE (Whate decessed llved, I lastication; residonee before
&. COUNTY a. STATE b. COUNTY adcimion).
Migsouri L

B, CITY (I cainlds mrpurute limite, write RURAL and sive
townahip)

¢. LENGTH OF
STAY (in thie place)

¢. CITY (it ouwdde corporats limits, write RURAL and give township)

’/

OR .
TOWN  Saint Louis TOWR Saint Louis
d. FHIdSLPTTA:iEooF {If not in bospital or i 'l'_ va stroot addram or location) d.AS["rgREgS {1t rural, give loeation) 4 /)
INSTITUTION. 4129 W. Lexington Avenue 4129 W. Lexington Avenue £
3. NAME OF 8. (Fimt) b. (Middle) <. (Laaty 4. DATE (m,nm (Dey)  (Yen)
DECEASED OF
( Twpe or Print) James H. Hatton pery May 1lth, 1949
5, SEX 6. COLOR OR RACE | 7- MFD%%EIB N.IE\YEQCESRR]EE!;) 8. DATE OF BIRTH /’9-&?5 {In y-;m ; UMDER | YEAR | F UWDER M n3S.
A {Bpa Hours } Min,
| Male O White Tled / Sept. 19, 1877 ) i | | BB l
10a. USUAL OCCUPATION (Givekind ot work § 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Buwie or forsign country) 12, CITIZEN OF WHAT
doneguring oot of working lifo, even if retired) DUSTRY - €O Y?
Guard Chevrolet Mtr. Co. England Lf“ o3.A.
130, FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14/nm: OF HUSBAND OR WIFE
i Unknown Upnknown - Hatton

(Ywe. no. or unknown)

5. WAS DECEASED EVER IN U.S.ARMED FORCES?
(I yes, leord.ll-olmviu)

16. SOCIAL SECURITY
NO

17. INFORMANT" S 'SIGNATURE OR NAME ADDRESS

Katherine Hatton, 4129 W, Lexington Ave.

| BAY 13

18. CAUSE OF DEATH MEDICAL CERTIFICATIO '!,’SE}’&"..S“‘"‘TE.“
Enteroni I. DISEASE OR CONDITION
e o vy | DIRECTLY LEADING TO DEATH? ) Cg RonNAR V HFaMR 0 SrS 2 ﬁ S
ANTECEDENT CAUSES /
*This doecr not meun —
the mode of dying, such | Mordid conditions, qm,mDUETO(b) #/Pf[ﬁfﬂjc. Eﬁ'ﬂe’{‘s
.|| as heartfoiture, asthenia, | ~Tire to the abooe cause {a) dating
cte. It means the dig. | DM uRderiying couse lout.
case, infury, or complica- DUE TO‘ {c)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
Comditions contributing to the death
related to the disease or condition m:bw dedb.
19a. DATE OF OPERA- | 150. MAJOR FINDINGS OF OPERATION 2. AUTOPSYT
TION
21a. ACCIDENT (Bpwcily) 21b. PLACE OF INJURY (eq..inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) A
SUICIDE home, farm, fastory, sirest, cffes bldy..eta.) : 467"{ ;
HOMICIDE -
219. TIME (Mosth) (Das} (Year) (Houn | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR? 5
TNJURY w | "wome L1 a7 wonk. . # g7 (’(’/
2. I hereby certify that I auended he deceased from M IBﬂ lo i{f that I las'; saw the d@aed
alipa on and that death occurved at _ 38 15Am  from the'causes and on the date stated above.
= 7 Vs Zrekiyly Yl ST
VSoc L crlp by Jikad STrz/ 4P
%a. RIA\}.. CREMA- | 24b. DATE 24c. OF CEMETERY OR CREMATORY 24d. LOCATION (Olty, town, or county)” - (Btate)
5/13/4¢% Friedens Cemetery St. Louis Co., Mispouri
DATE REC'D BY LOCAL | REG ---_'__L 2. FUNERAL DIRECTOR'S SIGMATURE - ADORESS .

4828 Yatural Bridge Bl.

Calvin F. Feutes

Side)
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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 me, or by

- e eeteeereemmeeteeseEereesmetemseanrrATaSt St ot e ten rae e e eene —emmre oo e .. e ettt ettt e e e ee st eeeeeee et e eeeee , Student Embsimer No.

working under my personal supervision.

. ‘: ) ‘
Student ..... Siessesrsamssinsanasanae Signed.., _dfﬁﬂ/ <Ll <

Student Embalmer Licensed Embalmer No %/f”é
LY

P. O. Addres . AN L L e

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, falt should be so stated above. e T R

MR .
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