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N. B.—Every item of information should be carefully 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 QCCUPATION is very important.
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DEPARTMENT OF COMMERCE
BurBAvU or THE CENSUS

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Sigts File No, 2 O 8 .l :.,
5659

W ATIRER 15

{If not in hospital or imiludnn writs atrest number or location)
() Length of etay: In hospital or institution T

Primsry Registration Distddet No. Registrar's No..
1. PLACE OF DEATH: 1@53 2. USUAL RESIDENCE OF DECEASED:
(a) County. Afs .
(&) City or town q‘t A LO‘I"[ = (a) State E"{lssourl (B) County. ——y
if fde ci limits, write “AURAL" and f townahi . s ’
(¢} Name of houpita(ll of inatitutions e and mame of toppie) (:) City or town St. Louis "f’/_ :
En_route City H_QB (I outdde clty or town Lmits, write "RURAL") 3o

3657 Bates

(d) Street No
(It rural, give location)

16. {a} Informant’s own signature
() Address
11. (@) Burial
{Barial, cremation, or removal)
(¢) Place: burlal or cremation Bellefontalne Cenetery
18 (a) Signature of funeral direct ?M /M

3657 Bates
() Date thereof June 28,1934

(Month) (Day) (Year)

(b) Address 1936 St"L?BEP Avenue

19.
@ el

{Spacify whathar
Inthiscommunity. 78 YrSe. 9 mos. 30 &.é-gs
years, months or days) (¢} If{oreign born, how long In U). 8. A.Y. year.
MEDICAL CERTIFICATION
8. PRINT .
SoEnte 99 Gapa wnres p o5t
NTRT™ B 1 Sucial Seoeit 20. DATE OF DEATH: Month  oUNE day..... % &
N vateran, o . {¢) So -.—e_"! Y year.._. 1,9_39_..__._.h0ur 11 minate_ 92 Ae M
name war. No
21. I hereby certify that I attended the de d from.
5. Coloror 6. (a) Single, wid_ow&d. married, 19 to 9.0
7 >
4. Sex Female race Vhite divoz-cad_B_j:,_..gF@,(.i_._ thatTlastsawh alive on 19
6. (b) Name of husbhand or wife oo ... 8. (¢} Age of hushand or wife if || and that death oecurred on the date and hour stated above. Dusation
Ant.hony Viinter alive.. .= years || Immediate cause of death
L
T. Birth date of deceased Angust, 26 1860__|| .Cerebral Hemorrhage (Apoplexy). ...
(Month} (Day)” (Year)
8. AGE: Years Months Dsys X l¢xs than one day Due to. /'\ ! ¢! \j
i_ £ v
78 9 30 .. hr. min. [ I ,_ i Oof
: . . . Duo to :
9. Birthplace St. Louis Missouri \/ [
{City, town, or county) (Stote or foreign country} y
™ Other conditions,
10. Usua! ocenpation Household .{ (Includs within 3 hs of death) } 47
11. Todustry or business. ’: S PHYSICIAN
-1 . - o Mzjor findings: . _
E 12. Name. George Thiemeyer 2 f operations. tﬁlnderlina
t .
= \ 13. Birthplace : 5 = VARE. - wh?ccg:%'iug
City, town, or county, tate or conntry should be
& ( 14, Malden name. thristins Eilers Ot autopsy charged sta-
E German frialre
= 15, Birthplace [City, town, or county) (Btate or h"}:u country) 22, If death wes due to external eauses, fill in the following:
YVALS . a.p(‘._uu, Y‘Mﬁ' (s} Accident, suiclde or homicid (*pecity).

{&) Dsate of cccurrence
(¢) Where did infury occur?.
(City or town)
{d) Did {njury oceur in or about bome, on hrm, in ind

ty)
|I|:|11,n"\|;e, tn pnbl.lc

.Jm:
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

-y Registered Apprentice No

Signed-Jje/zié / W«/

Licensed- Embalmer No......: /7/}; ; 2
P. 0. Address... £ 2. ¢ ‘//z

Note: ‘The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) .

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

working under my personal supervision.
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