N. B.—Lkvery item of information should be carelully supplied. AGE should be stated EXACTLY. PHYSICIANDS should state

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

UREAU OF THB CENSUB

EED AUG 11 1339

L‘DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
91 -

Primary Regiastration District No,

23667
9940

Stals File No

Registrar's No.

Reglistration District No.___m
1. PLACE OF DEATH:

{a) County.

{b) City or town.—__. 3 A ol
(11 outaide city or town limila, write AL~ nd name of townahip)

{¢) Name of hospital or institution:

Cilty Hospital

(If not in boapital or fastitution, write street nomber or location)
(d) Length of stay: In hospital or Institutio

(Specify whether
Inthis community.

2. USUAL RESIDENCE OF DECEASED:

(b) County.

St, Louis Mo. Ilj |

{I7 aotaide clty ar town Hotits, writa “RIJRAL™)

4032 S, Broadway

{!f raral, glve lacetion}

(@ state Missouri

(e) City or town

{d) Street No.

16, {a} Informant's o nl!{znatu.w
(») Address
17. (a} Buria'l

{Burial, cremation, or removal)

(b) Date thereol...Z=B=39. .
(Month) (Day} (Yur)

{¢) Place: burial or crpmntinn St. Peter & Pau]_
18. (a} Signature of funeral ﬁeﬁur_L_H._Qﬁhkgn

(Raghknr'_l—ainnu;-) -

R [T I

yours, months or days) (e} If foreign born, how long in U. 8. A.? years.
MEDICAL CERTIFICATION
e b3, :
s @ eanr 0 1hert Frits
20, DATE OF DEATIH: Month 4 day. Jez 117
8. {b) If veteran, 3. (¢} Social Security 197G A - M.
- - ear. ) """——:L.—Q-O— ute_._._.,_.E,._._
aame war NO . 492-01-4799 y s
21. I hereby certify that I attended the deceased [ro
Mal 5. Comﬁit 6. (a) Single, widOE;déma&! 19, to 17/4 19.39
4. Sex L2 race. e divorced .~ . that I last saw 10T _ alive on 7 /4 1939
6. (b) Name of husband or wife.... €. {¢) Age of husband or wife If || and that death occurred on the date and hou.r stated above. Durati
2 alive.._ov__vears || Immediate causo of deatl Aldaatinad. ation
7. Birth date of d d Dee, 29,1877 — Y I, Y
{Month) {Duay) (Year) v
8. AGE: Years Months Days If less than one day Due to, /
61 6 5 br. min |} r
R C Due to
9. Birthplac.._.._,ﬁ.t:-_l-‘_gﬂis LMo, A
{City, tawn, or county) (Btate or forelgn wunu:q i r ]
Other conditiona
10. Umual occupation Janitor || (taciude p ¥ within 3 months of death) /
11, Industry or business Chariton Bg;,‘_b_gcue a . PHYSICIAN
o T I Major findings: -
E {12 Name__Jacob Fritz Of operations Underline
Lhe caise to
= \13. Birthplace___ URknown . which death
o City, town, or conoty) {State or foreign country) Of rutopsy 55 ouldd be
Maid charged ata.
g 14. Maiden nnme_Ri.cme_ﬂem tistially
é 15. Birthplace...... (City, town (State or forelsm countisd 22. If death wzs duve to external causes, fill in the following:

{a} Accident, suicide, or homicide (specify)
(b) Data of occurrence
{c) Whoere did Injury occur?

{City or town) ty} {Sta
{d) Did Injury occur in or about home, on farm, io Endustrinl plue in puhlic plane?

M. D, or other)
Date signed ... ..

(Specify vype of place)
(e) Moaps of Inj

tv_Hoanital
o e

(Licensed Embalmer’s Stotement on Roverse Side)




STATEMENT BY LICENSED EMBALMER . .. /

. o~ . L e

I hereby certify that the body whose narne is recorded on the reverse side of thns certlﬁcate was embalmed byme,orby . S

+» Registered Apprentice No

working under my personal supervision.

Signed

Licensed Embalmer No

P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN HANDWR[TING (Failure to comply
the above constitutes grounds for revocation of license.)

If this bedy is not embalmed, above space should be left blank. A ' e o
. et 1

LN




