il 1 Xies11

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

CAUSE OF DEATH In plzain terms, so that it may be properly classificd. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
Bureau oy THE CEXSUS

LD AUL 1

Registration District No_..w 1

MISSOURL STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No

23865
6138

State Fila No

Registrar's No.

1, PLACE OF DEATH:

(a) County.
(b) City or town.

1603

S5t, bLouis

(It cutside city or tows limits. write “RURAL" and nama of towmbip)

(¢) Name of hospital or institution:
1029 Central »
{Bpecify whethar

(I not in hospital or institution, write strest number or location)
{d) Length of atay: In hospital or institution

Inthis community.
years, months or dayw)

2. USUAL RESIDENCE OF DECEABED:

@ sme_lii_sammi_[ (8) County,

St . Louisg

{1f outslde city or town limits, write “RURAL")

1029 Central

(It rural, give locetion)

(¢) City or town

(d) Street No

YOArS,

(e) It {oreign born, howlong In T. 8. A.T7,

8. (a) PRINT
FULL NAME.... _

Millian Gtesh G s 2340

8. (b} It veteran, 8. () Social Security

MEDICAL CEH

20. DATE OF DEATH: Month

&

15, Birthplace

22, It d eath was due to external causes, £ill in the following:

/ yeor. hour. minute.
name war. No. —
21. I hereby certify that I attended the decensed fropn ... _&/L‘l .
6. Coloror &. (a) Single, widowed, married, 9 to 19 :
esa_Male | rnelhitel averceadlarried that I last saw b 8= aliva on 7 i / 0 e 19
6, {b) Name of husband or wifee e 8. () Age %ﬁe if || and that death occutred on the date and hour stated above. D
uration
.___E.ﬁihﬁ_r__..&i.ﬁﬂ.ﬁ___— alive X570 —jears || TmmediatgBhuse of d I ___7 R'
7. Birth date of decemdm“Amﬁt__—..._&_—__lﬁ_ﬂ_
(Month) (Day) (Yorr)} i A
~ X
8. AGE: Yeara Months Days If {ess than one day Due to. { ![ ;/1 kj N
Ze)
67 11 ! 7 br. min, 7~ 7
Due to. 1741
9. Birthplace. ~ ] u
{City, town, or county) {State or forelgn vonntry)
Other conditiona. A bt o B i
10. Usual ocwmtloLMMﬁlﬁL_._____é (1nclade pregaancy withia 3 mentbs of death) U [
11 Industry or businees PHYSICIAN
Major findings: a———
& [ 12. name_Horrin At GaAST / perations Underline
> w the cause to
= L 19, Birthplace ( __G_&s‘m J‘.‘1!3.8.3:13!_.."4““ll — - " 'ﬁlmﬂﬂ
5 " of coban shou o
4. Maldon name Hartha Wo1pe Of autopey. should be
tistically.
=

{ 1
{City, l(wn. or county) (Btaty or loreign country)

16. (a) Informant's own sigaature,

@) Address_ Q23 C eﬁt ral
17 (ﬂ) _:..Bgz.i_ﬁl_______.__ (b} Date thereo(__u%l.am
Borial, crematics, or remaval) 4 } {Day) “(Yoar)
o Mt. Olive Hebrew

(c) Place: burial or crematio;

18. (o} Signaturs of funeral w.aamm.hﬁzgan....______

(b) Addrem,

O itirtdni839®
{ vod

F

icide (specify),

(a) Accident, suicide or b

{&) Date of cecurrence.

(¢) Where did injury oceur?
{Btate

{d) Did injury ocenr in or about homo. ;n ?:r‘;:‘.“g.\ I.ndnstzL.l p!m in pubtie Jm‘!

type of place) f

(¢} Means of injury.
(M.D.orother)_
*_» Date nigned

(Lleenlod Embaslmer’s Statement on Reverse Side)




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._.....__._.

Ho Ta Berger , Registered Apprentice No...
working under my personal supervision. /: z é 2
' . Signed...... .
Licensed Embalmer No 159 7

P. 0. Address4715 licPherson

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

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



