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N. B.—Every ltem 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 OCCUPATION is very important.
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STANDARD CERTIFICATE OF DEATH

Primary Registration Distrlet No

13
st raeno.@ 3. 394 ..
s e GEE7

Rezi:t'ratlon District No.}g_ as : 9 1
1003

1. PLACE OF DEATH:

(a} County.
() City or town,

oLe MHouls, Mo,
{If gutsidae oity or town Himits, write “RURAL" and name of townskip)
(¢} Name of hospital or {natitution:

City Hospital
(11 aut in hospital or institution, write strest number or kecatlon) [

(d) Length of stay: In hospital or institution 1l mow & days
{Specify wheibar

2. USUAL BESIDENCE OF DECEASED:

Missouri I (5) Gounty.

(a) State

(¢} Cityortown_____ 9%, Louls

(1f ootaide city or town Hmits, welta "RURAL™)
{d) Street No.___ 2113 No, 10th —S:LT“
#ive location,

(If rural,

39

16. mnnphco_»_.i{a.ﬁl_lingmundia

22, If death was due to external causes, fill in the following:

In this community.
yoars, months or days) {¢) If foreign born, bow longin T. 8. A.7, Yyears.
s@mt  Lettie Kaiser 2(p MEDICAL CERTIFICATION
FULL NA
TSI RER AT 20. DATE OF DEATH: Month. JULY _ day 29
. veleran, . Q¢ &
' N‘ Y Fear. 1 Q'z q hour 1 9 R 5 _ _minute. P &
name war, .
21. I hereby certify that T attended tho decessed fmm.......ﬁ,/_23./_&9_____
B. Color;;/, 6, {a} Single, widowed, marrled, 15 to. ‘7 /QQ 19 30
1. s0x_Femaloe race divorced W1A.OWEA || thut 1 tast saw b P aliveon 7 / 29 N I
6. (b) Nameof husband or wite_—... ... ___ 6. (¢) Age of husband or wite if || and that death occurred on the date and hour stated above, Dusati
uralion
Fred BlIV 8 s eree et memmren e e FRATD pdiate cause of death
7. Birth date of deceased.__ June o __”_q wm [RO——.
{(Mooth) {Day) {Year} NI ,] D
B. AGE: Yoars Montha Days If less than one day Duae to l\ l .
i
55 ‘ 0 he. mip S\ /N
. ] T Due to
9. Birthplues____Washington Indiena j‘ LY
{City, town, or connty) (Siate or forelgn country} \
Other conditions.
10. Usua! occupatlon_._.___m_ﬂﬁmﬂ f (Inctude prexnansy within 8 ma a"_
ll Industry or business, n PHYSICIAN
' [ Moajor findings: .
E 12. Name....... 38085 Stears 0! operations ‘ Undetilne
= | 18. Birthptace__Washington I’nd ian{a i ) thecause to
City, of county, State or forelsn conniey, should bhe
& [ 14. Malden ma,ﬂ@ John nson Ot autopsy charged sta-
m tistically.
8
=

(City, town, or county) (State or Lorslgn conntry)

16. (a) Informant's own dxnnture_..__Mrﬁ.._.Aliﬁ.E..RLSk_._mm

b address__ 2113 N, 10th St

17. (a) Burial (5) Date therao! =l=
) (Month} [Day) (Year)

(Burial, er¢tmatlon, ot remaval)

(c) Place: burial or crematio;

(a} Accident, suiclde, or homicide (specify).

() Date of occurrenca.

(¢) Where did Injury oceur?
{City or sown) ‘S]Cnnn:y) (State)
(d) Did injury cccur In or about heme, on farm, In industrial place, in public place?

{Specify type of place) —L—_—
(e M of injury.

.D.orother) .

‘While at work?.

238, Signatur
Address

Citv Hospital

signed.

{Licensed Embalmer’s Statoment on Reverse Side)



.

S ot '_'MA;./ F

STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name ia recorded on the reverse side of this certificate was embalmed by me, or by,...._............,..: .........

., Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No...

- ' P. O. Address

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

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




