RECORD

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 propggly clagsified. Exact statement of OCCUPATION is very important.

DEPARTMEQT;I‘ OF COMMERCE
REs BRTS 1T GRS

Registration District Noo. . ...

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.........

23897
Q1'70

Stata Fils No.

Registrar’s No

1. PLACE OF DEATH:
(a) County.
{#)} City or town

9
St. Louls [

(If outside clty or town limlta, write “AURAL" snd neme of towsaship)
(c) Name of heapital or institution:

4031 a N, Floriasant

(If not In bospital or lostitotion, writs strest number or Joention}
(d) Length of stay: In hospitalor [nstitution

2. USUAL BESIDENCE OF DECEASED:

(@ sme*_..MiSSBuri————/ (%) County

(e} Clty or town St. louls /ﬂ

{If outalde city of towo limlia, write “RURAL") -, -

403ka N, Florissant

(If rural, give location)

(d} Street No.

(Specify whether
In this community.
years, months or days) (&) II forelgn born, howlong In U. 8. A2, Yoara.
MEDICAL CERTIFICATION
N 'y
b renT Henry Liekwes Sr. A AL Ve =
0 - 20. DATE OF DEATH: Month...
3. (¥) If veteran, 8. (¢) Social Security / ? 3 b ™
name war No. None year. £ F. ...9..__....._ our... — ol . 1)
21. I hereby certify that I attended the d
5. Color or 6. (a) Single, widowed, married, 193
)
ssex Male | race. 1L aivorecs. Married that I last saw hoa-eee. alive on

6. (b} Name of husband or wife

Henrietta Liekweg

6. (¢} Age of husband or wife if
al{ve.....___s...l..

- yoars
7. Birth date of d « Dec, 1, 18724
(Month) {Day) {Year)
8. AGE: Years Months Dayas If leas than one day
64 7 10 hr. min
9. Bhthplace___s_t:_.._ln.ollis_._.______ Mo.,- 6
. {City, town, or county) (S‘l.au or forelgn mntrr)/
10. Usual occupation._ LA ROTET -

11 Industry or b@nmmmmmmg____é

E { 12. Nnme_ne_i_l!i.meg

= L1s. Birtbpiace . L1ODSE - Germany

E 14, Maiden nm&_Mic‘nn‘, I W}k (Stato or forsirn conniry) .
5{15. Birthplace._ B18BCK J&Ck Mo,

= {City, town 1 p . {State or country)
16. {a) Informant's own signatur, __i’%zg._w

)

(4} Address..

17. (a)
{Burlal, cremation, or remnval)

(%) Dato thereot__7/14 /39

(Month} (Day) (Year)

{¢) Place: borial of cremation

and that death occurred on tw
te cause Qf death..__. .

<12
s

P

Dua%:\ //_';(- :'%‘a/"/

Other conditions. 2 &
(Include pregusncy witkin 3 months of death) J :
PHYSICIAN
Major findings:

Ot operations ‘& v Underlina
U the cause to
which death
Ot austopsy hargod sta

tistically.

22, II death was due to external causes, fill in the following:
(@) Accident, suicide_ or homicide (specify)
() Date of cocurrence

‘Where did i ocenr?
@ njury {City or town) Sl County} p’)
(d) Did injury acetir in 6r about home, on larm. in ind place, In public ace?

(Specify type of place)
i ‘While at work? s (£} Means of inj

-
28. Signai s (M.D.orother}
‘?r 29/l n

mm Dats sign =/

(Licensed Embalmer’s Statement on Reverse Side)

v . /




I

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 [0}

, Registered Apprentlce No

) 'workiug under my personal supervision. ' %
’ . Slg“Pd\ d m

Licensed Embalmer No J (7 9‘/
P. O. Address. ;//7 Y

Note: The abhove MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN HANDWRITING {Failure to comply wi
the above constitutes grounds for revocntmn of license.)

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




