DEPARTMENT OF %OMMEGCZ"% E STATE BOARD OF HEALTH OF MISSOQUR] 29064
£
cILED R ANDARD CERTIFICATE OF DEATH State Fite No
Registration District No.___ Primary Registration District No. ._j Hietd . Registrar's No.. _.__ W“)E} i
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: i
{a) County (o) State___. Migsouri o) County_. V% lﬂ
(& City or town............ St.Louis
(If cutsids city or town limits, writa “"RURAL”" pnd name of townshi; _J (¢} City or wwn__________st.LouiB /7
{¢) Name of hospital or institution: Cit.y Sanit.arium d (If outside city of towa limita, writa "HURAL"} 4 .
@ Street No 5400 Argenal St, (4
{If not in hospitsl or institution, write strest number or localion) (Ef rural, give location) /I
(d) Length of stay: In hospital or institutiunllxrﬂnllnﬁtaQq_ﬂ__o....._....
(Specily whother |{ () Citizen of foreign country? No.. (Yea or No)
In this community._...........,M.._yr.s .
years, mooths or days) If yes, hame country.
MEDICAL CERTIFICATION
3. {a) PRINT
iy RN HESTER SHELBY ) 2
3. ®) Ifvet 3. () Social Securn 20. DATE OF DEATH: Month__ . Augusty,, 0
. veteran, () a urity
name war .None Mo None year 194 hﬂur.,,.....lo.Q.29___-.___..minutc......P...............M. |
21, I hereby certify that I attended the d d from
e 0 5. Color or te 6. (8) Single, wﬁiv \g 19___1_‘1_.6.t,o Aug. m , 19“6,
4. Sex | race divorced. ..o Y that I last saw h :meve on August 20 19!&__6_;
6. (b) Name of husband or Wife...ovurcssecenscee 6 (6} Age of husband ar wife if || and that death occurred on the date and hour stated above. Duration
5 alive....—o.............vears || [mmediate cause of death
7. Birth date of deceased August 12 1903
5 " ate of deees (Month) (Day} {Year) m ema. right pleura'l' caﬂty
=
b | 8 AGE: Yeary Montha Days If less than one day Due to admc?d 5 Or 6 weeks
A . .
Z., 4| o |8 .
5?/ hr. Y | Pneumonia -RBronchial.
; 9, Birthplace -9k .Lﬂuiﬂ : Hiﬁsm U ) : -
5 {City, town, or county) F {State ar l’ore:rn&ujl:‘.f) -
Oth nditi
3 10. Usual occupation MET s Parts.Dp. Ford Autaom 8 || Other conditions. o ; :
-] 11. Industry or business W - ..| PHYSICIAN
. S ajor nclmgs : -
,!. g 12, Name...._Alexander Monree Shelby - - - y Of operations. e
o - B nderline
Z,||2 13, Birthplace .. .. Kentucky PP the cause to
Cily, lywi, of gounly) e ‘{State or forcign country) Of autopsy..........d R9_above should be
5 5 14, Maiden nnme.hta%tlie TORM aatopsy R - Ch:?r:f.‘ﬁ gta-
. / tiaticatly.
[ : +
= g 15, Birthplace o er— Kmt?siﬁ P p—" 22. If death was due to external causes, fill in the following:
] o
= 6. (a) 1 aformant” & YA ~/ : ; ' .]| (@ Accident, suicide, or homicide (specify)
% 0 St A oot SOOI
=
g ®. Addrm______._sm Arsenal St. . {#) Date of occurrence
M 17. (a) Hemov&l . () Date thcrecf__Au-%nz (e) Where did injury oceur? {City or town) {County) (State)
~ . ““-‘l-c'em“m-““‘m"-" } tiay) (Y"“) (d} Did injury occur in or about home, on farm, in industrial place, in public place?
{c) Place: burtal or cremauun_._._..il.!.,a-ﬁ.iald Kﬁntuc}q.-, N /T i
18. (a} S:gnature of funeral director. C R LU.DtOH &. SQnﬂ T \Vhlle at (b?_?_r, (‘:)“ o I;a;;)of iy
® Address_. 1233 Delmar Blya, .Mq . M D
19, (a) s’3 ! ﬂ ..b.“ '23 Slgna.ture {M. D.or ot
" e :m.Vchg—ram Bﬁe h (I\emmunnn.m) T H Address. J‘lfo 0. W . Date signed & /)—// of é
(Licensed Embuliner’s Statement on Heverse 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, o By, e, i

working under my personal supervision,

/
L O, Address................ /. VL AL O 7S, ¢

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

" ** If this body is not embalmed, fact should be so stated above.
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‘WRITE PLAINLY-:-USE UNFADING BLACK INK—MAGAE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
Buniau oF THE CENSUS

314

Registration District No....

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No....# d__d_}_j .

Stale File No...

Registrar's No. 7Q~ —

7.2

1. PLACE OF DEATH:
{a} County

(b) City or toWn oo
{If autaide city or mln lumu.
{¢) Name of hospital or Lnstitution:

te nUllAL" n.ml nnmo of township)

writs streat b

or lecntian)

(Lf not in hospitol or i
(d) Length of stay:

In hospital or institution

In this community.

{Specify whether

yoars, months or dayn)

2.

(a}
(e)

(&)

(e}

USUAL RESIDENCE OF DECEASED:

State (& County.
City or town

(If outside city or town limits, write "RURAL™}
Street No.

{If rural, give location)

Citizen of foreign conntry?. 3 .. {Yes or No)

I yes, DAME COUNEIY. .o sicte e ceee e recrsrean

3. (s) PRINT
FULL NAME..... .

3. {b) If veteran, 3. {¢) Soctal Security A o
name war. No [/ S | A2 S A S VIR % T '
5. Color o 19
4 sex. YN moe.i&‘)_._ o
6. () Name of husband or wife...ccoorrererececen Duration
7. Birth date of deceased......_.. 4/./(_ y”
Manth)
[
8. AGE: Years Months ,O
Due to
9, Birthplace . W0, . S ., O o,
, towhlor ) {Stawe or foreign country)
Other conditions.
"10. Usual occupation, sy {inchede pregnancy within 3 months of death)
11. Indastry or . - PHYSICIAN
o Ma;cc):{ ﬁndu-:gs: R
10N
g { 12. Name opera Underiine
i the cause to
in \ 13. Birthplace _ jwhich death
{City, town, or county) {State or foreign couniry} Of autepsy should be
14. Maiden name chatged sta-
tistically,
S 15. Birthplace. - 22. If death was due to external causes, fill in the following:
= (City, town, or county) {Stata or foreign country)
16. (s) Informant (o) Accident, suicide, or homicide (gpecify}
(&) Address {t) Date of occcurrence
Where did in; occur?
17. (e} (¥} Date thereof. @ Jory {City or tawn) ({County) {Siate)
(Buria), cremation, or remaval) (Mazth) (Day) (Year) (d} Did injury occur in or about home, on farm, in industrial place, in public place?
(¢} Place: burial or cremation
" 3 {Specil’y type of place)
18. (e) Signature of funeral director. While at Work?..ooooeeoeeeorveneen. (€) Meana of EnJury .o
dl'“ Pl - -
) Ad W/ %4 %z , { , /£ | 23. Signaturc (M. D.orother) .
19. (a LY .
i (Dats mHud Tocal reristoar) (Bepfitrar's signatare) Address Date signed
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