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? 'BIRTH RO.__ T 7 LD A = &L 7 REG. 0IST, %0, 82 1 PRIMARY REG. DIST. MOT Sl 2F 8T | Registrar’s No. e msissmmiiine
M_ 1. PLACE OF DEATHN 2. USUAL RESIDENCE {Where decoased livei. 1f inatitution: residence before
- 0 a. COUNTY a. STATE . b. COUNTY admission).,
-n—-hl"‘ M3 saouri 2 /0
b. CITY (¥ catside m:i-u liraits, m-n. lwlul. snd give c. LENGTH OF ¢ CITY (M ouwide corporame limits, wrisp RURAL anJd glve townahip) 4
OR %“- township) | STAY (in this place) OR O
a TOWN S 2 l A TOWN .
=4 d. FULL NAME OF {If uot ia bospital or instltution. give streot addrem or location) d. STREET {U ram!, give location)
o HOSPITAL OR ﬁDR& 2 2 . .
Q INSTHTUTION  Homay G, Phillip HMospital / 927 Lambdin Ave
3. NAME OF a. (First] b. (Middle; ¢! {Last,
. a DECEASED (First) { ) (Last) 4. DATE (Month}  (Dsy) (Year)
H { Type or Print ) Saundra Hall DEATH An 11 1920
g 5, SEX 4 6. COLOR OR RACE | 7. mn}%ﬂl&% IE‘)IE‘}”CE)SC%BRRIED' 8. DATE CF BIRTH 9, lf.GEk:h;n;n ;; UNDER 1 YEAR | F UNDER u MRS,
= . (3pecify} t hday’ onthe | Days | Hours | Min,
Z
< Femnla-| Ool Hever ’ May 31,1949 l ]
= 10s. USUAL OCCUPATION (Givekindotwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelan coutry? 12 CITIZEN OF WHAT
= done during maost of working Life, svea if retired) DUSTRY COUNTRY?
S Nill . . St, Louls o 49
o 13a. FATHER'S MAME 136, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
” Nock Hall 1 Jegale M ne Allen . | e 2 e 2627 Lam
= 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" S SIGNATURE OR NAME ADDRESS
< {Yea, oo, or ynknown) I (If yua, give war or dn-ollarviu NO.
= No Dock Hall 2927 Lambdin Ave
| 18, CAUSE OF DEATH MEDICAL CE| ICATION INTERVAL BETWEEN
2 || Enteronly onecausper | |, DISEASE OR CONDITION _ M M’ﬂ' 0— ogszr AND DEATH
Z 1l lime for (&), (b), and {¢) | PIRECTLY LEADING TO DEATH" () 4 > acleceea .
FPagh citcet (A calcctay
= . ANTECEDENT CAUSES
o mc?f::; doca':wtmcu: OUE Lot e A . Lepro v At l.’f)
-« e of dying, suc Morbid conditions, if any, giving m to
2 __|| ar heartatture, asthenia, | rise to the gboue cause () stating M codece aec all. ,q.&_a‘,
w2 N e VIt meand the dis “the, undrrimngcuuactw o N . s
o | cateringuror comptics DUE To. ﬂw W—a— aZ ,?a.z'-y P
S || tion whien causea death. | 11. OTHER SIGNIFICANT.CONDITIONS do a‘# AL ’7' Tl i g, L
Conditions oontnbntmc Lo the death but not
related to the disease or condition cousing dea LSO, oo Toe
19a. DATE OF OPERA- | 194, MAJOR FINDINGS OF OPERATION:, - / o ... . Ao . 20, AUTOPSYT
S TION |~ T -
. ] YES NO D
2a. g&n@: . iwn 4 216, PLACE OF JNJURY (o...inorabout | 2lc. (CITY. TOWN, OR TOWNSHIPY »~ € /4 (COUNTY) © (STATE)
home, [arm, L atreot. offics bldg..eta) PR .
H = g;:é’/ﬁ C7<, Aotz m ,
x 21d. T(I#E (Month} (Dmy) (Yeas) (Haw) 2le. INJURY OCCURRED { 21t. HOW DID INJURY OCCUR? é
T T - WHILE 4 v
*F insury ﬂ'a—c.u S ieSe ‘fD AT WORK. WA

WR'!TE PLAINLY—USING UNFADI

z: I—hcréy/cerufy lhu! I aueﬂded tfu deceased from , 19 , lo . l !ha! I last ta ccased
" ‘alive on , and that death occurred al M m., from the causes and on the date stated abe
- IGNATU @Zu ortitl) | 23, ADDRESS «o” - 1 nah-.’s:eusn
e 7 .
I ?a&,c.gz é /(a;q—fa/t/ S Boo (Elat L ., k5D
24s. BURIAL, CREMA- . DATE  {f Z4c. NAME OF CEMETERY OR CREMATORY | 24d. Loumou (ony. l.own.ar county) (State)
. TION, REMOVAL (Zpsaity) /16 | A '
Sy 1/161250 Pather Dickson X1 wood Mo
DATE RECD BY LOCAL REG%SIGN 25, FURERAL DIRECTOR'S 51 GMATURE T ADDRESS
T JAN 14 G sl Ze Hermnn J, Smith  4247/¢ Lobadie sue
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STATEMENT BY LICENSED EMBALMER

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

~ , Student Embsimer No.
working under my personal sdpenrision.
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