TRLU VO 10 1JoU IRE BIVINON Ur FEALTR Ur MIUUN

No.300 ) A .
, STANDARD CERTIFICATE OF DEATH siae rite n B0 07
10.48 Pttt iistee B roortem
BIRTH NO. _ REG. DIST. uo,,,___,'__':,___ PRIMARY REG. DisT, wo, BWININS oo o No 8433
0 1. PLACE OF DEATH i 2. USUAL RESIDENCE (Where dacesssd lived. If lnstitation: residense before
a. COUNTY 8. STATE | . b. COUNTY aduabeton).
. ‘ - : Migsouri
b. CITY (If satatde ate limita," . LENGTH OF cITY '
o corpurate -Amhl writs RURAL mdhdn o gTAY P | C. oR (If outelds corporata Limits, write RURAL and clve townaship)
5 TowN  St. Louis _ Jown  St. Louis 2 / Vi 7
d. FULL NAME OF i houpital of instivatien, STREET .
o HOSPITAL OR o 1= hostial of 25 fire sirest addrems or locution) 7 JADDRES 08 russl, ghvs focasion)
Q0 INsTITUTION.-  Homer G Phillips Hospital 1016 N. Cardinal Ave.
Iy NAME OF— . (Fin) b. (Miadle) e (Las) - 14, DATE  (Mait) ) (e
E { Twps or Prind) Elmira ' Boyd DEATH  Qct., 3, 1950
5. SEX :)) 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH "1 9. AGE U years] 7 tnoen R ey R p—————y
g F 1 N WIDOWED, DIVORCED (Bpedify)~ ' ‘ last birthdaz) Hom.h’ Hours | Min.
5 |-Female egra Widowed 25~ Moy 29,1893 | . 57 2 |
102. USUAL OCCUPATION (Give kind of work- | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or &
a doba during most of working life, sven if n:f:) - DUSTRY to or forslea T‘“m, - / lz‘cglm%?*— WHAT
& [— — Housework Greenville, Migss. U. S. A,
< ilaa.‘ FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" Willis Key . Ella Welch ] ‘
& || 15. WAS DECEASED EVER !N U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" 5 SIGNATURE OR NAME ADDRESS
(Yoe. 0o, or unkoown) l {If yea, xive war or dates of service) NO. .
§ ' - Carrie Bryant 3014a Easton Ave.
| If 18. CAUSE OF DEATH MEDICAL CERTIFICATION TNTERUAL SETWEE
It || Enter onlyonecausper | |. DISEASE OR CONDITION . i
2 | ime for (ai . ana (6 | DIRECTLY LEADING TO DEATH? q) Anemia « Hvpochramio lndet .
g This does not mean | ANTECEDENT CAUSES ]
the mode of dying, such | Morbid conditions, if any, giting DUE TO (b) lIndetermined
3 o heart fallure, asthenia, | rize to the above cause (e) siating
B N ac. 1 meons the au. | the underlying cause laxt.
o case, infury, or complica- DUE TO (¢)
iz || tion which cauaed death, | 11. OTHER SIGNIFICANT connrrlons
= Conditions contributing to the death but a
= related to the disease or condition causing ded!l
= || 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - 20. AUTOPSY?
= TION e
= - YIS D NO G
o 21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (sg..inerabous | 21, (CITY, TOWN, OR TOWNSHIP) (COUNTY)" - (STATE)
SUICIDE boma, farm, fagtory, strest, cffios bldg..et0)
& HOMICIDE -
g 21d. TIME (Ma) Day) (Yea) (Houn' | 2le. INJURY OCCURRED. .| 21f. HOW DID INJURY OCCUR?.
+ + L WHILEAT NOT WHILE, ..\. -
| TNJURY = | work L)~ ATwoRK -
b — 0 .
g 22. I hereby certify that I alte the deceased from _10=1- "~ “1p_5Q 1o _10_3__, 19._5.0 thit -1 last sato tha decmed
5 [_pativeon ~10=3 1950, and that death occurred-at'_h_% m., from 1he. causes andon the date stated above, -
g SIGNATURE 7 (Degreoortitle) | 23b. ADDRESS 77" o - Cv- x| e DATESIGNED -
B M. DY _ 2601 N Wnittier * St <l 10-3-50
E ub. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION. (Olty, town; or county) (Etate)
TION REMOVAL it 75 . e
& Burial 10~ 7- 1930| Washington Park " St _Louis  Gaa Ma.
DATE REC'D BY I.DCAL REGISTRAR'S SIGNAPURE _— 25 FUNERAL DIRECTOR'S §IGNATURE - ADDRESS
ocT 6, WRRS| 2 g | J. H. Randle & Son 3133 Belledve.

(13 d Embalmer’s § I on Reverse Side)




ot

i

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_—....

working urnder my personal supervision.

5'9“3:’ ----- ””'S;:‘;;;‘;"E;‘L;i;‘;;. ----- IREEEE \ - Llcen-cd Embalmer No. ?é i/-
' P. O. Address Q ‘747

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

If this body is not embalmed, fact should be so stated above.




