NOV 15-, MISSOUR! STATE BOARD OF HEALTH
- 937 BUREAU OF VITAL STATISTICS ‘.; b‘ 3 t' 3
- CERTIFICATE OF D A )
1. PLACE OF DEATH ?@)E Do not use this space.
(a) County.... Registration DHstrict No......cm . g iagesisisisronsiemadie
(B) Township...,......c.oioviiniiirinsisnsisssssssoesssbstrascsnans Primary Registration DlsﬂcE@ . Registered No. 9940 ..............
{c) Clty........ SthoulB ................................... {d) Streot No 908 M&I‘ion gt‘ ﬁ ................................ St.

{e) Length of residencein city or town where death occurred rra. mos. ds. (r} How longin U. 8., Il of foreign birth? §T8. mod. ds.

Nora Hittler

2. PRINT FULL NAME.. ... .20 70 0050 e e LI LA 1 keSS bR s As SR LRSS R S e asmer s sn eSS eSS b e

(8 Resdence, No. 208 Marion St, .m.Ezg

{Usua! place of abode, if no street nddre.ﬂ write county or c{ty)

{If nonresident, give city or town and State)

PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3 S5EX 4. COLOR OR RACE | 5. SINGLE. MARRIED, WIDOWED, OR
i 1 g £ DIVORGED (writs the word) 21. DATE OF DEATH (monh. pav.anoverr) QCLe28the 15 37
emale 6 Marrled 22 | HEREBY CERTJFY, That I attended deceassd from
5A. IF MARRIED, WIDOWED, OR mvuncm &
BANDOF . ¢ o ... || Al 0= ... 19 =1

HUSB.
(0R) WIFE oF Edward Hittler Ilastsaw hAJL. aliveon... HettA : 1937 Death is said
§. DATE OF BIRTH (MONTH, DAY, AND YEAR) ept hd 20 th' 1894' to have occurred on the date stated above, 54. 10 AO

7. AGE YEARS MONTHS DAYS If LESS than 1 || The principal canse of death and related causes of importance were as follows:
day, o hrs. —
n/ 473 t 6 [ L T —— min.

Z | 8. Trade, profession, or particular kind of
fig workdone, as nwyer?bookkeeper. HQU =] Bwi fe

9. Industry or business in which work
waa done, as gaw mill, bank, ete.

577

e properly classifled. Exactstatement of OCCUPATION is very important.

item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

3| . Date deceased last worked at 11. Total time (yeara)
§ this cccupsation {month and spentin this
2t o TSRO occupation.........eennne.
o=
ford 12. BIRTHPLACE {CITY OR TOWN)
8 | {STATE OR COUNTRY) St o Loui B Mo, o
- $
g ; 13. NAME George Deffaa
s E | 14. BIRTHPLACE (cir wn) '
:_ i E { STATEOR co&%rggﬂ To t Lw1 8 y Mo 1‘::’” of r.\pemtioll:‘.i G Sahig ’ .....................
E " M S - at test confirmed dingnosis?... & -ab
b ‘i' 15. MAIDEN NAME “8I'Y chaeffer 23. If death was due to external causes (viclence), fill in also the following:
. . N—— P ——
:5 '6 16. BlngHP]BAnCr:Eo(ch; SR TOWN) :::::1:1. ;x;:ida, :;:z:ucide? ............................ Dato of injury.’ L 18
N G -StaLouis, Mo. A (Speciiy city o town, sounty, mnd Stat)
E 17, INFORMANT.. Edward Hi ++1 er Spaecify whether injury accurzed in Indusiry, in home, or u: public phfe
: - (ADDRESS) 908 Mari on bt . - 7‘ M.nn“o!injury ....... SO N D Y T O PP P DIV PO DR P SUBI PP
BA 18, BURIAL, CREMATION, OR REMOVAL, c e Nature of injur ' : '
Sk rLace NOW. §:I:...Marcua ........... mre(ct.,. 28th, .3V
= o W k H 24, Was disease or injury in any way-re
(a2 19. FuneraL pirecTor WaCKer~Holderle o1t 80, specily......
= Cooress) 2351 S, Broaduay A sigean
S § Q/}W e 359,
<ot A Addreas) .,
. FI&CT gglm Local Registrar, ¢ o)

(Licensed Embalmer's Sitatement on Reverse Slde)
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T Y/LICENS EMBAL.MEB .

_':I P?M j A - Licensed Embater No / / %f

hereby certlfy that the baly recorded’on the reve@}f this certificate was embalmed by 2 -

L.E.. i
jg A or by istered Apprentlce No .
workmg under my personal supervision. : W W
, .. Signed .
* Llcensed mBal br No. /.. -Zé'fd

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
the above constitutes grounds for revocation of license.}

TING. ‘(Fail_ure to comply wi

‘



