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I. PLACE OF DEATH ) 2. USUAL RESIDENCE (Whers decsased lived. If Institotion: residencs befors
. COUNTY . . STATE ,, ., b. COUNTY Jrakaion).
° St. Louis d . Missouri . . ..?;::L.-h;
b. C&'EY (I outcide corpornta limita, write RURAL an c. LENLETH "OF ¢ ng (IS outeide corporste limfte, writs RURAL and give township) i
mm-hl ) t )
toww Koch (rural) | 3LL 8y sla 30w St. Louls, Missouri ]
d. FULL NAME OF {If not in hoapital or institation, rive strect address or location) d. STREET (If rurat, give location) ’ i
. HOSPITAL ADDRESS
Wentonioh Robert Koch Hospital 2020 South 12th
3DNEI‘\:NE|ES%FD a. (First) b. (Middle) -3 (I:_Bﬁ 4. DS}-E (Month) (Day) (Year)
(Type or Print) James _ - Moore pEATH July 7, 19562
5. SEX & 6. COLOR OR RACE | 7. MAR%E% IgEVgECNElg}EED 8. DATE OF BIRTH g Q':ngﬁif,'?" o e Dr:mu ¥ oLR i W,
city) 1 on Hours | Mia.
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Wmmdrwﬂn{mo.mnu rutired) e— DUSTRY -"’ / NTg'fl
1 Y2 % Arkansas .S.A.
13a. FATHER'S NAME 13b. MDTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Moore | Jennie Hughes Edj K ceaged
E‘ WAS DECEASE)D E‘:"ER lNﬂiJ..S.ARMdE? r;ozrcﬂsz 16. SOCIAL szcunﬂrg 17. INFORMANT' § SIGNATURE OR NAME ADDRESS
-, Ny 1OwW D, Yoa, WAL O {_J [...) 0
neire ; , 2% Hospital Records, Robt.Koch Hosp.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
1. DISEASE OR CONDITION
- Eater only onecsumper | T RECTLY LEADING TO DEATH® ) Pulmonary Tuberculos 1 8 1 yr(?

line for {a), (b}, and (¢}
ANTECEDENT CAUSES

*This does not meen
the mode of dying, such | Mortid conditions, if ang, giring DUE TO (b)
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2, I hersby ceruf;?thpj I a!tended e deceased from ,11-8-51 19 , lo 7= 19 52 that I last saw the deceased
eliveon (7 , and thai death occur'red af M wn., from the causes and on the date siaied ghowe.

23a. SIGNATURE {Degree ruue) Zib; ADDRESS .| 23c. DATE SIGNED
h 9049‘4‘ Robert Xoch Hospital 7-8-52

24; BUERII.SVLALCREMA 24b. DATE l QQRA“EK*CEMETERY OR CREMATOHY 244, LOCATION (Oity, town, or ooum.y) (Smm)
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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, OF byamceiacimicn

- . ' N . Student Embalmer Wo.

wotking under my personal supervision.

Student ..... A Signed
Student Embaimer .

Licensed Embalmer No.

P. 0. Address

Note: The zsbove 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.
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