DEPARTMENT OF COMMERCE

MISSOUR| STATE BOARD OF HEALTH

20642

W T e @] STANDARD CERTIFICATE OF DEATH  suerun _.
Registration District No. m 91 Primary Registration District No. Reistrar's No 5486

1. PLACE OF DEATH:

{a} County.

) City ortown_._Sa1int Loutip

(1t cuteide ¢ity or town limits, write “RURAL" and name of townahip)}
(¢} Name of hotpita.l or institution:

Homer Ph:l.llips Hospital {
{If ot in bowpital or Institatlon, write street g
(d) Length of stay: In hospitalor inxtltutiun_m_aj.gﬂ(;m“g__ tg o
Inthis community. 6/17/39 ¥ mhat

yuars, moaths or daye) 2

.2, USUAL RESIDENCE OF DECEASED:

(o) State. MiB8OUNL . 5 County.

{¢) City or town Saint LOlu.B ’ L’D—-/
(If outside city or town limits, write “RUHAL")
{d) Street No. 353;&1&!1911

(1f rural, give location)

(#) If foreign botn, howlong in U, 8. ALY years.

5 + cl
8 (o) vafl ‘X
FuLL NamE..__John Isadballe

8. (¢) Social Security

8. (b) If vaterzn,
724 Lot

v L A1N3ET

N. B.—Every item of Information should be carefilly 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 is very important.

MEDICAL CERTIFICATION-
20. DATE OF DEATH: Month JURG _

".:.,“ 12
year_1939 hour, 7. miute_90. P M.
21. I hereby certily that T nttended the decensed from!;_ﬂlﬂLgiplggﬁ

name war. No.
¥ 6. Coler or 6. (a) Single, widowed, marrled, 18 ‘o June 17. ’ 1939' 9
-Hidowed >
4. Bex race G divorced.... thatTlastsaw hAML  aliveo ey 19
8. (b) m , (¢} Age of husband or wifa if || and that death occurred on the date and hour stated above. b
. I"dioﬂ
nlive.._.._.___,___,,_,,ym Immediate cause of desth. s -
7. Blrth date of deceuei_mﬂmhﬂz__,,w Qro-ph. incma with :
(Moxth) {Dmy) Yoar) t t t ) g.
8. AGE: Years Months Days I leas than cne day Dus to___Cachexis . (p }f - months
.8 | tion
59 6 1 B . Emagciat 3 :
. Due to. -
9. BMhphchm...M. - ) \ N /
{City. tawn, or county) ’ (Btate or lorelgn ooantry)
10. Usual t2 N2 .|| Other conditions X\/ .

3 occupstie - {Inctade pregnenay within 3 months of death) \ Lt - fee—
11. Industry or busine= O L ) PHYSICIAN
g Major findingy: —
{7 e v [ —
& \18. Birthplace £ the cause to

[T n, o7 (State or foreign comntry Of auto no should be
14. Malden nam h pey charged nta-
= 16. Birth {C.h,-' tawn, 22. If d eath was due to external causes, fill In the following:
g Wg{,,;, / ‘ (o) Aceident, sulclde or homiclde (specity) "

/)7//?7/;0%

(%) Date thereo!.

18. (s} Informant's 21:.-
(b) Address ?

17. (@) w
(Buorial, cramation, or removal)

(¢} Place: burial or cremation
18, (o) Signature of luneral director.

(Dl:' (Your)

é11/37

e v (o e
itas:‘.%ﬂ_l 3 Date eigned ™ 1

() Date of cecurrence,
Where did infury occur?.
@ City or town} 5
{d) Did injury cccur in or about homu. on farm, in Ind plue. in publlc pZm:e?

(Bpecify type of piacs)

‘While at work? (e} Means of injury.

(Licensed Embalmer's Statement oo Roverse Side)




STATEMENT BY LICENSED EMBALMER - ' '

I hereby certif%jijhose n recorded on the reverse side of this certificate was embalmed.by me, or by
L - ' % Reglstered Apprentlce No..... 2 e ?

working under my personal supervision.
Licensed Embalmer No 2’\ 3 SA -,9

., P..0. Address

Note: The above MUST BE SIGNED BY THE LICENSED E\IBALMERm his OWN HANDWRITING. (l-?ailure to comply wit
the above constitutes grounds for revocation of license.) A

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




