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DEPARTMENT OF C
19 ROCY 26

MISSOURI] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District Na._,LDg._____

e
s raeme 3 3 0 04
Regterars No. LD

Registration District No_g_f_‘L

7
1. PLACE OF DEATH:

{a) County.
(b) City or town

St. ILonis -—2"
Manlewood

(If cutside city or townlimita, writs "AURAL" and name of township)
{¢) Name of hou.'ypltal or institution:

Comfort, Ave.

{If not in hospital or institution, writs strest number or loestion)
{d) Length of stay: In hospital or institution

Inthiseommunity._Lifatime

\ years, months or days)

2. USUAL RESIDENCE OF DECEASED:

MOe

/

St. Louis.,

{a) State {d) County.

llaplewood

(Il ontslde clty or town Hmits, write “RUNAL")

7517 Comfort, Ave.

(If rural, give location)}

(¢) If forelgn born, how long in U. 8. A.?wmwyem

(c) City or town

{d) Street No.

(Spocily whether
3 (a) PRINT
FULL N.

ke JOEW C. SERERGER [ 2.

8. (b) If veteran, 8. (¢} Socin! Seecurity

WARLLIL L LALLA™VWL VI AN OSLALNL LINR=-—VIARJLE A FERINMANENL RIECOUOKD
EATH in plain terms, so that it may be properly classified. Exact statement of QCCUPATION is very importa{ts

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

CAUSE OF D

=B x19811

name war. none No._. HORe
&, Color or 6. (a) Single, widowed, married,
4, Sex._Malﬂ_._...__._. raee_..m_t_@__. dlvorcadlia'..m Bd.
6. () Name of husband or wife.._.. e 8. (€) Age of husband or wife It
_Agusta J. Seeburger alive...o. LB ......yors
7. Birth date of decease une gth 1870 —
(Month) (Day) (Yoer)
8. AGE: Years Months Days If less than ono day
69 3 I 1 | F— . eree R,
9. Birthplace Ste Louis -Mo. (T

(Civy, town, or connty) {State or forlli_q_ oquntry)

10, Usual ocenpation....... Supt. Warehocuse . ]

MEDICAL. CERTIFICATION
20. DATE OF DEATH: Month....‘._._._../ d____day__ﬂ@;éz
/535 &
year. -7 hotr,
21. I horeby certity that I attended the deceazed Jro

1&} e L0

\
that I last saw h fz—2-taliva on
and that death occurred on the date and hour

Due to

Other conditiona

(Include pregnancy within 3 montha of death) / ) /

11. Industry or business, 0 PHYSICIAN
E 12. Naino Phillip Seeburger - G || oy indings: Usdortine
3 | 1a. Birthplace germany /- which death

(City. tmrn county) {Stata or foreign coxntry) hoald b
E 14, Malden name_ LINKDONI . - Of autopay. — — T !:id::i%‘iyn:
S { 15 Birthplace Ge 2 22. If death was due to external fill in the following: !

(City, tawn, or county) (State or fareign conntry) . eath was due to ext causes, o the ng:
18. (a) Informant’s own mmtmemm__zgﬂ_ (@) Accldent, suleide, of homicide (specity)

® A&drmmml«cmmwlﬂ?&o%ﬂ_ () Dateo e
7 a1 oceur? s

17. {a} (b) Date thereof 9 13 39 () Where did injury (City or wown) (Cousty) (State)

(Borial. cremation, or removal) {Month) (Day) (Year)
() Place: burial or & St. Matthews Cem.

18. (a) Signatare of funeral direct Ja.Y Be Smith

tion

(%) Addresal

19, (a) (b),
(Date rocelvad )

{d) Did Injury oceutr in or abotutt home, oa farm, 1o {ndustrial place, in public placa?

K. D. or other)__2
-
Date A /

od

(‘j‘nmed Em.&l{ua’l Statement on Reverse Side) v

.7




\ \ ) . o . e .
\. \\"A‘.. . 7 .

— - -

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.

o . + Registered Apprentice No ey

working under my personal supervision.

*.% " Licedsed EmbalnfedNo O 2. T |

%'Z |
. P. 0. Address ordrruvord

. U
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 blank.’




