PHYSICIANS ghould state

(! MISSOURI STATE BOARD OF HEALTH
BEBB FEB 10 1939 BUREAU OF VITAL STATISTICS 514
’ CERTIFICATE OF DEATH ?@1 B

1. PLACE OF DEATH ! Do not use this space.
(a) County.....owreracres Registration District No...........
(b} 'Fownship.... Primary Registration District No.
@ d.......2b.. . Louls ! (4) Street Ne, C:Lt.y_ ........ HOBPLRAL.....ooo e se,
th occurred in Hoepital or Institution, write its name instead of street and nurnber)

(e) Length of residence In efiy or town where death occnxred yrs. mos. ds. (f) Howlongin U. 8.,if of foreign birth? ¥rs. moa. ds.

Exact statement of QCCUPATION is very important.

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY.

CAUSE OF DEATH in plain terms, so that it may be properly classified.

(®) Residence, No.. 3210.,...1\] .. Wa.rf ..... S ...... st @ ........
(Umill place of ‘abode, il no ntreet ndd.rm, write eounty or city) (I nouremdent give eity or town and State)
—
PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH
3. SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR ﬂ(Z a g
DiVORCED (trite the ward) 21. DATE OF DEATH (MONTH. DAY, AND YEAR) A A AN / . 193 y
Fe.ale white Infant’ 22, 1 HEREBY CERTI hat 1 attended deceased from
5A. IF MARRIED, WIDOWED, OR DIVORCED
HUS%?}E OF L 19 A ettt s st et ,19.....
OR. OF
(08 o Ilastaaw h............ 8liVE OB..coccnniniimnern s .. Deathissaid
6. DATE OF BIRTH (MONTH, DAY, AND YEAR) oct’ 10—’ I'h 193 8 to have occurred on the date stated above, att
7, AGE, YEARS MONTHS DAYS If LESS than 1 (| The principal cause of death and related ca of 1mportnnce were 2a follows:
3 - . 6 - - Dde of onsel
Z | 8. Trade, profesaion, or particular kind of
Q work done, aasawyer, bookKeeper, ete ... s | | e R e v |
'; 9, Indm:jtry or buﬂneu;?uwlgz;zhkwork
o was done, as saw » nk, ete.
5 ! / \/[/ [ gy
0 | 10. Date deceased last worked at 11, Total time (years)
8 this oecupat:lnn (month and spentin this V I
year)... - pation ¥
12, BIRTHPLACE (cmr OR 'rovm)
KSTATE OR COUNTRY) s t mui B )
. - .r‘f % al
Q 13. NAME Adam Brentlinger
| o] .
14, BIRTHPLACE (CITY OR TOWN)
£ { STATE OR COUNTRY) Ohio Name of operation
- ‘What test confirmed diagnosia?
14 - ) .
g 15. MAIDEN NAME Geneve Giﬁ 8 I oW l 23. If death was due to external causes {vlolence), fill in also the {ollowing:
b Accident, sulcide, or homieide?.......ooececrvonnis Date of Injury.....cco e 190
0O | 16. BIRTHPLACE {CITY OR TOWN) Where did inj N
ara n gecur?
2 (STATE OR COUNTRY) I nd.i ana r i (Specify city or town, county, and State)
U e Specity whether injury occurred in Industry, in home, or in public place.

7. nFormant. Adam . Brentliger A
(ADDRESS) 3910 Ne Hart Manner of injury
8. BURIAL. CREMATION, OR REMOVAL

mca%___gglvm_ce!..__ DA

—_

-

Nature of injury..

pa- J
19. FUNERAL DIRECTOR {NAME)
(ADDRESS) 3 5\
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STATEMENT BY LICENSED EMBALMER-

_— "' -

A, te. - . N R -
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, OF by,
. " Reglstered Apprentlce 3 S
2 o ; .
working under my personal supervision. e s
e Signed G
L [

Licensed Embalmer No.
s s ... 5 P.O,Address. . "‘,',j.' : -

Notm The above MUST BE SIGNED BY THE LICENSED EMBADNIER ln his OWN HANDWRITING (Failure to Icom]
with the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank.




