Rov. 5-17.30

WRITE PLAINLY—USE UNFADING BLACK INK~MAKE A PERMANENT 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 properly classified. Exact statement of QCCUPATION is very important.

o1 X198

DEPARTMENT OF COMMERCE

MISSOURI1 STATE BOARD OF HEALTH

382728
SMMNOW-

[ Do mCamiy o STANDARD CERTIFICATE OF DEATH
Re:lst;ntion D'istrlct»Nq LR AED) Primary Rﬂ"‘"ﬂm District No.
1. PLACE OF DEATH: . (O;
B oy e ST LGULE -

{b) City or town
{Ir outaids ¢ity or town limlts, write “AURAL" and name of township)
(¢) Name of hoapital or institution:

1518 5. 18th St.

{If not ia bospital or | write strest b
(&) Length of stay: In hosplinl or institution,

o k ton)

(Bpecify whother

In this commaunity.
years, mouths or days)

Registrar's No.
2. USTAL BRESIDENCE OF DECEASED: f

(@ state. _Missourd (#) County.

23

(c) City or town 1St Boudlg, st,

(It outsids city or town Limits, write “RURAL""}

1518 S, 8th St.

{If rural, give location)

(d) Street No.

yoears.

() Ii {oreign born, how long in U, 8. A.T.

8 G PRINT _Betty A. Keuss 24 B
8. (b} I veteran, 8. (¢) Social Security
name war. no No. no
5. Color or 6. (a) Single, widowed, married,
4. Sex. F ema 16 race i t’e dlvorcey_....__c.)..v__.._..ied -
6. (b) Name of hushand or wile.ceeee oo ... 6. (¢} Age of husband or wife If
Bernard A. Kouss MV years
7. Birth date of decease 26,1855 : —
{Moath) (Dayx) {Year)
8. AGE: Years Months Days If lexs than one day
84 0 25 hr. min.
9. Birthplace. Ti Pton MiS SOur'i
(City, tows, or coanty) (8tate or forslgn country)
10. Usual occupation Housewife i
11. Industry or husiness £
E { 12, Name JOhn Chapman “I;\
= | 15, Birehpiace_ M1 3( 3 Ou:i . -
t tats or forelgn coan
E 14. Malden pame ot Ritbw
16. Birthplace Misgourili
= (City, uwu. or unn:r) (Btats or foreign conntry)
16. (o) Informsent's own signature 42E< Kol > "z"’-‘;‘j -

) Address.. 1018 S. 8th St.

. (a) Bul"ial (®) Date thereof NOV » 25/39 N
{Burial, cremation, or remnval) (Month) (Day) (Year)
{c) Place: burial or er tl S.S. Peter & raul C.
(@) Signatare of funersl director_ WELCK_Bros. Und. Co
2201

S. Grang Bl.

18,

{Date received locs! registrar)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month NOVa  any 21
year. 19 3 9 hour, l 1 minute 45 Hl
2 1. I hereby certify that T attended the d d from e 2
s . mﬁ;
thot I last saw h.w alive o b 19_5_?I
Y Durglion
I usa of denLh_L 3
WB«TM[ NG
—7 -

._&M

Other eonditlona V8
(Include pregonncy within 3 manths of death) Y —
PHYSICIAN
Major findings: ~— J—

Of opersiions \‘ Underline
the cause to
wﬁﬂchld;agh
shou [

Of atapey. charged sta-

cally.

22 If d esth was due to external causes, fill in the following:
{a} Accident, sulcide or bomicide (specify).

{3) Date of ocenrrence,
(¢} Where did Infury oceur?.

(City or tawn)
(d) Did injury occur {n or about home, on farm, in 1o

;m)e. in pub!ic

]

% Phace?

prpe of place)

) Mezns of Injury e e
(M.D.oru:hu)zl_
Date signod?”/ 22 4 -




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,

, Registered Apprentice No

Sig.ned //V( IR ‘/m

Licensed Embalmer No..... 3722

working under my personal supervision,

. P. 0. Address 412 Duchouquette St.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI'\IG (Failure to comply with
the above constitutes grounds for revocation of license.)

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




