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 properly classified. Exact statement of QCCUPATION is very important.

DEPARTMENT OF COMMERCE

Bureau or THE CENSUS

Registration District No.

MISSQURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Reglatration District No.....

24619
Siate Fils No.
Repistrar's No._——gisz—

1. PLACE OF DEATH: m
35t, Louls

(a} County.
() City or town

(If outside city or town limits, write “RURAL" and naie of towaahip)
(¢) Name of hospital or institution:

1114 Mag.is.nn..ﬁhneﬁ.t_m...._%.

{if oot In hospital or institution, write strest number or Jocatlon)
{d) Length of stay: In hospitalor institution

EBB Ny < 5 r

-

{Spocify whether

In this community.
yoars, months or days}

I

2. USUAL RESIDENCE OF DECEASED:
(a) State. Missouri / (%) County.
St. Louis b

(1 outeids city or town limits, write “RURAL")

(d) Street No. "..l..lul.gmm._

1f raral, give location)

NO PHYSICIAN IN ATTENDANCE
refgmrborm rowtomg £

e aA,

(¢} City or town,

{e) It o

YEATS.

S Name_..William Bernard, w&oglslm
3. () Social Security
No¥E -0 - 3251

8. (d) If veteran,

neme war.
5. Color or 8. (a) Single, widowed, married,
4. Sex. Male B, W.hite divorced__w_i'.g_o____wed
6. (b} Name of bisXakd or wife w6 {¢) Age of hushand or wifeil
___SllSi.ﬂ....B.Oﬁklage alive . . .._years
7. Birth date of d LApril 1, 1874
{Mooth} {Day) {Yoar}
8. AGE: Years Months Daya If le=s than one day
65 6 25
hr. min.
9, Birehplace__ O Lo Liouis, Missouri d
(Clity, town, or county) {B1ate or foreign coantry)
10. Usual occupetion TObaGCD Worker 2

11 Industry or business L--'q Te.‘f' + Me Ye.'s Teb Ce,_

{12 vame.Frank Rocklage lo
13. Birthplace
{ HERPIEEY

Germany
éS or foralgn eoantry)
Germany

(Swts or foreign coontry)}

14. Maiden nam

MOTHER FATHER

15. Birthplace

(City, saw. county)

16. (a) Informant's own aignu.ture
@) Address_ 0419 Devonsh ra
17. (g} Buril al {b) Date thereo !

(Moath) (Day} (Year)

St Peters Cem

0. Kingsh ighwg ,
cll:nntm'e)

(Burlal, cremation. or removal}
(¢) Place: buriat or aamnﬂo
{a} Signature of funenl d.lrectar
(5) Address

*fm"ﬂ:%'“

18.

i 19.

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month__OCTOD eI any 25%h
yeu...___l.g_;’lg.___hour_____ll_:_lo_..._m!nute_.._A.._..._..__.M’.

21. I heteby certily that I attended the d d from.

19 to 19
thatIlasteaw h alive on 19 ;
and that death occurred on the date and hour stated abova.

Duralion
Immediate cause of death.
— Chronic My ;
Lhronie Interstitial Nephritis;
Due to. i
Dus to. In
7‘
Other conditions 4 ‘ =
(Inctods progoancy witlffo 3 mouths of fisath) —
PHYSICIAN
Major findings: [ —_—
Of operaifons Underlive
u the cause to
nglch Iddcal:h
shou (]
Of autopay e et
tistically.

22, It death was due to external causes, fill in the following:
(a) Accldent, suicide, or homicide (specity)

{4 Date of occurrence

{¢) Where did injury oecur?.
{City or town} (County)
td) Did injury cecur in or about home, on farm, 1o Industrial place, in pnbuc

;Imr

While atfw

({Licensed Embalmer’s Smtementvmvme Sidep-




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whaose name is recorded on the reverse side of this certificate was embalmed by_ me, or by i

, Registered Apprenttce No

working under my personal supervision, % M ﬂ—%‘
SlZ‘“‘d //

" _ Licensed Embalmer Nn / f b /

. P. 0. Address.

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 .spaee should be left blank, "’

-




