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N. B.—Every item of information should be earefully supplied. AGE should be stated EXACTLY, PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION s very important.

|

DEPARTMENT OF COMMERCE

TSN R <) 791 STANDARD CERTIFI
Registration Distriet No..___. Primary Registration Distriet No,

MISSQURI| STATE BCARD OF HEALTH

2[)0‘]8
5442

Rmfdmr'l No.

CATE OF DEATH

EmIth of stay: In hospita! or fnstitution

1. PLACE OF DEATH:
{a} County.

(b) City or town
Il outaide city or town limits, writs "RURAL’ and nams of townahip)
(&) Bamo of hoapita! or inst{tution:

Sity Hospital NO.I
(Specify whetber

Z e

(M oot in bospital or tnstitctlon, write street number or bocation)

2. USUAL BESIDENCE OF DECEASED:

(o) State__ M4 g gound—— () County

(¢) City or town ST LOUIS L. 2.3
{If cutelde city or town limits, write “RURAL™)
@ Street No.mm.ZI.a»_Q ] _

(I raral, giva lacation)

18. {a) Infcymant’s own l{gmtur

(5) Address S ,"m' '

17. (2 Burial
(Burlal, cremation, or removal)

(¢) Ptace: burial or acmﬁa%
18. (a) Bignaturs of funeral director, A‘ .

19. (a) ;
(Date received local registrar)

on {Day) sar) ﬁ

Inthis community.
ysars, mooths or days) {£) If forelgn born, how long In . 8. A.? years.
8. (a) eany @O O MEDICAL: CERTIFICATION
annd
NAME.__ tored, 20. DATE OF DEATH: Month_.. 9 UI1© ary_. 18
8. (b) If veteran, 8. (¢) Scocial Security year 1939 hous 6 - ta 25 P "
name war. " No. -~ June
21. I hereby certify that I attended the d d from
5. Color or 8. {a) Single, widowed, married, 19.9%,, June I8 19 39'
wsex_Male. nceihite dlvnreed_g.l_.n_s.:.!'_e_!l. that I last saw B3 im alive on une I8 19 39.
6. (}) Name of hushand or wite m——— 8. (¢} Ageof hulbund or wife if || and that death oceurred on the date and hour stated above. [
alive.__.
1. Birth date of d d about 18%_2 - SN
{Month) {Duy) (Yoar) .
8. AGE: Years Months | Days If leas than one day -
pbout 77 —_ — o ié .
Austrin Due.to - {
9. Birthp! . L # B
{%n. town, 1_:: m_snl.r) (Stats or foreign comtry)} / "
QOtheyr ditions, .
10. Usual occupation ay lLaborer 17 [| s withis 3 monthe of dggib) —
11, Industry or business f PHYSICIAN
M; findinge: 3 R
E {12' e Morri 7 o n;-:ﬂﬂm h Underllne
2 \ 13, Birthpiace ( Au';tria & o rcedmatace, Vs Reutn :,‘;;.g:%:ég
) itats of fnr?'n coan! atopey. shou L J
é{u. Maiden name. ctgm Of» z cchese q_‘e“ B |MM
15. Birthplace (Um———m : 22, If death was'dne to axternal causen, fill in the following: '
o (City. to or forelgn conntry)

(a) Accident, suicide, or homicide (specify)
(b} Date of sceurrence.
Whers did injury oceur?.
) ere (City or "“fn (Coanty) {S1ate)
d {nfury occur in or about home, on farm, in industrial placs, in public place?

(Bpecify lSpt of plece

w?de at work?, — T
2, SWM.‘M« D. ot oth
Date dmedg_.._IB—

[

(Licensed Embal *s Stat

L Neep R T
t on Reverse Side) -




ORI

L e Y S-S S + LT ae

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body wzw\e is recgrded an tl;e_reverse side of this certificate was embalmed by me, or by.

2 . A@D ....... A , 'Registered Apprentice No

-t

N * e -
workmg under my personal superws:—:‘ i

4

-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITL\G
the above conshtutes grounds for revocat.lon ‘of license.}

+ If this body is 1_mt embalmed, above: space should be left blank.
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(Failure to comply wi



