WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
Burrav or TRE CENSUS

JFILED-Jui. 15gaue

STATE BOARD OF HEALTH OF MISSOURI 1

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._.__l.0.0.S

Registrar’s No........ _5 LW 5]

1. PLACE OF DEATH:
() County

2. USUAL RESIDENCE OF DECEASED:

b} Co r 4
(& Cityor town.‘.___ St. Louis T o (a) § M {4} County. /
If ootside o limits, wri AL and to
() Name of hospital or tasticatiant o R | KR Al it umﬁm RURALT oy 775 0
._Luke's Hospital @ Street No /YR
(I Dot {n hoapita) or institution, write street number or lncll.lnn) (If rural, give location) “u i i
h of In b 1 institution .
{d) Length of stay: In hospital or insttut [) (Specify whether || (¢} Cititen of forelgn cotntry? . (Yes or No)
In thls community. l
yeara, months or duys) I{ yer, name country. y,
MEDICAL CERTIFICATION )
3. PRINT
5{d EReT___Moses Newton Mallerson 2. -
) M veteran 3. 1 Social &cm{;y 20. DATE QF DEATH: Mont e day = D-
3. N N
name war_....... None No. None year _/_q_']{._g_.__honr minute == ‘u M
21. I hereby certify that I attended the doceﬂsed from J
0 5. Color or é @) Single, wi . married, L s 19}( (9:\&% ...........’19.?(
4, Sex Mal e race Wh it ; d]vorced..j“i‘iﬁ.gl?,_. that Mast saw h. 4 ma_ative on M M 19.7 rd 'f
6. (5) Name of husband of Wife.oeeveceee 6. (c) Ree of husband or wife if || nd that death occurred on the date and*four stat nbove Duration
______ Lillian Mallerson QY€ mnoyears || Hmediate cause of death
7. Birth date of deceased........s . AATY 3] 1871 ' e
(Mtoath) (Der) o ||| sz, A '
8. AGE: Yearn Months Daye If less than one day Due to
73 5 27 | br. -
U Due to
o Binmplace  Montgomery City _ Misspurj. 1.7
. .{City. towa, or county| . Stats or foreign country) - B W
Oth ditions
19, Usual oceupatton R@ BT ed (Inalode prounaney wiihin 3 moaths of death)
11. Industry or business RiTToTE -d' PHYSICIAN
it nAings: —
& (12 Name Moges Newt an Mallerson agfrnpemt&:na___.. %Mm‘fﬁm Underll
= . : n e
21 13. Birthplace DLOWD-roremrrrie \L}Jiﬁflniarl_ ! i deaih
City, town, or coanty) foreiga couatry) Of autopsy shovld be
& ( 14, Maiden name _Lax aret MceClure (Eharged s
EY 15, Birthpt Unknown Virginia : tistically.
g . place. T ——— e e wll | E22 If death was due to external causes, fill in the following:
16. (o) lnIorma.nL.___MI_E_.__.MﬂLgaI QI.....B@.Q hﬂzgﬁgtn_ () Accident, uiclde, or homicide (specify)
& Admm_,MeXLQQ,“*M.lEBQMJ ............... .|| &) Date of occurrence
17. {a) Bur lal () Date thereof. 7- 5—44 (e) Where did injury ? {City or town) {Coonty) {Htate) \
(Barisl, cremation, or remaval {Mon (D") (Yﬂ) (&) Did injury occur in or about home, on farm, {n [ndustrial place, in puble place?
(¢) Place: burial or cremation......, Mont ome ry wity, N .9 b ( |
“RIGErY 'Hy Hoppe (Bpecify type of place) |
18. (o) Signature of funeral din 0 0 Washineton Bivd While 8t WOTkP—eoor i (€} Means of injury..2>
5) Address L Y Q-
1 E ) | 23. Signature_.." . QM.....MD oroihe.r).."ﬂ..m |

i'.ﬁq:h trac's of n:;mm)

) I3 1944

Addrﬁs_..__b _'D "Q_. b__..

{Licensed Embalmer’s Statement on Reverse Side)

oL oK @ Date s.i:'ned ?::é?-m.l? Kﬂ



%
[

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate w.;a.s embalmed by me, or by

Registered Apprentice No

working under my personal supervision. i P i ”\-é/v\-) .
Signo‘d /Z W

V V Lioen;ed EQmer No 35; / '

;- ) ' h .
\ ﬁ ’ : . P 0. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply wiltl

the above constlitutes grounds for revocation of license.) -

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




