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AGE should be stated EXACTLY, PHYSICIANS should siate
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8o that It may be properly classified. Exact statement of OCCUPATION is very important.

N. B.—Every item of information should be carefully supplied.

CAUSE OF DEATH in plain terms,
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STANDARD CERTIFICATE OF DEATH

Registration Dl.ltritt No ' Primary Registration District No. Registrar's Nou.___gg_ég_
1. PLACE OF Dm'mi@@% / 2. USUAL BESIDENCE OF DECEASED: /

(a) County. : : g .

(b) City or town i’ Louls (@) State_M1SSOUTLL {¥) County.

(If outaide city or town limita, write "RURAL" and name of township}
{c} Name of hospital or institution:

istia n Hospital
{If not in hospital or inst{tutlon, writs strest number of localion)
(d) Length of stay: In hospital or institution

{Specify whether
Inthis coramunity.

St. Louils

(I outside city or town limits, write “RURAL")

1121 Hebert ot .

(If rural, give Iocatlon)

2.6

{e) City or town

(d) Street No.

years, montha or deys) {&) II foreign born, how long in U. 5. A.? Years.
MEDICAL’ CERTIFICATION
8. PRINT  John Albert Jordan 4, 3.8 November  20th.
20. PATE OF DEATH: Mont! ——day,
8. () If veteran, 8. (c} Social Security 1939 \ mld AM M
ear. m nu "
name war_.Z. 2 No..&ﬂa-u&z/" ‘

21, I bereby ecpflfy that I atten

fro .
6. Colorar 6. {a) Single, w[iﬁwad, miea 'ye :37
rrie TZ/ %;AL—237§?*—-”
4. Sex Male race ite divere ’d“‘"‘-“‘“‘*— 1 that T last saw alive M/ q
6. (b)) Name of husband or wife........... 8. (c) Age of husband or wife if || 2nd that death occurred ST The date and hour stated above.
Anna Daly Jordan = .28 1 e cause of deat] S R
7. Birth date of d d OCtObeI‘ 6th :1-861y Al L4 1{1 LY I
{Month) {Day} {Year) M
8. AGE: Years Montha Days If less than one day Due to J
14 1
78 1 hr, —..min, / ‘
N Duae to. Vi 1
o. Binbplaco__Ba1dwin, Mo, WA ! \
iz.omén,eof county) {Blats or foreizn country) , /\ ‘
Oth it A:{,
10. Usaal occupstion o (lﬁ::nn:iiyywﬂhh l_;nnth.l of fleath} ] T —
11. Industry or business S X T h] | . PHYSICIAN
[ ] JULITTTII i sy > —_—
g { 12, Name Alfre i / Ml&r 9':‘225"';“ /// ! Underline
23\ 18. Birthplace Bi;ith . M(:sa in:‘.? K ; // / cgj—’[//(./ 2;1:{ :;t‘l!ﬂ.: i:'l:g
town, tate 14
5 [ 10 Madon mame_SHTE T-ore WU TEETE || otestop. hoaldbe
- tistically
g{mnmk. Ireland e -
- {City, town, or conrty) (Btate or forsign covatry)}

18. (a) Informant’s own tate
(3) Address df-l Hepert bt.

11, (a) Burisl (b) Dats thereofll —xg=190Y
{Brrlal, cromation, or removal} [ . (Mogit) (Day} (Yoar}

L ) [

() Place: burial or cremation DA AW AIL, .1

18. (a) Signature of funeral director,

N, Lalk A% .
. oo NOV-211939, ’ '
*(Date recelved local reghetrar) 7 1

22. If death was,due to external sauses, fill in th owlng:
(a) Accident, suleide, or ho de [lped!

(3} Date of occurrence.

{c) Where did injury 5 o
nt ta
(d) Did Injury oe ‘bw {arm, In 1ndnstrin.l pla,u in public plece?
.

(Epecity tm of place)
(¢} Meansof!}
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STATEMENT ﬁY 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

, Registered Apprentice No

s Licensed Embalmer No 3 07 ¢ ,7

P. Q. Address_ﬂc_. 2 4, jﬂﬁw&

working under my personal supervision.

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

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




