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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state =]
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CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important. .—.
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h@amnruﬂnr OF COMME
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RCE MISSOURY STATE BOARD OF HEALTH

v
STANDARD CERTIFICATE OF DEATH  swerane 20773

Primary Reglstration District Na~_;4ﬂ__

B
“DEC Y. &
Rezi.!traﬁon Distriet No.g’éL

Repistrar's No.__ez._d,.a.'j__._.

1. PLACE OF DEATH: 4

(a) County. St Louls,

(8} City or town, W ofonme

A A(f\-/‘lA

{I{ outside city or town limits, writs "RURAL" and name of tnwmh.tp)
(¢} Name of hospital or institution: U y

(d) Length of stay: In hospital

Inthis community.

{If not in hoapital or institution, writs street number or location)

or institution

{Specily whatbeor

yoars, months or days)

2. USUAL RESIDENCE OF DECEASED:

@ state_ Mlssouri / () County.
Jennings, HMo.

{If outslde city or town Limits, write “RURAL"™}

8814 CollegersAvers .

{11 rura), glvs locatlon)

(e) City or town

{d) Street No

{#) If toreign born, howiong in TJ. 8. A.Y, years.

e Mamie Frohoff, (o]0

3. (b) If veteran,

hame Wwar,

8. (c)_Social Socurity

o s Female

race.

[ 10 1. - S,

MEDICAL  CERTIFICATION oA

20. DATE OF DEATH: Monts 220/~ d,.y /S =
year. _/ 13_? ._._._......hou.r..............z/ \

Vet e b1
~ — 21, 1 here certify that I attended the deceased fromf%ft__.
6. Color or. i 4 0. (a) Single, “"D‘ﬂ‘lﬁ‘f’@’qd 1931 to. Now s 19-,5-? AN

thntIlastsnwh.Mr nliveon...._..w /:“ . 19-’1.

and that death occurred on the date and hour statedrabove.
Duration
Immediate cause of death "=t st
/ 127044

(c} Place: burial or cremation

St. Beters

(b) Addrems

18. (s} Signature of funernl director.

N,

19. (a)
{Date rocelved local registrar)

{Month) {Day} (Yoar)
8, AGE: Yearn Months 1f lean than one day Due to. 24
& q 2/ ‘% .. hr. min, || T L
r
" 9. Birthpl Sto LO'llié, MO. Duet‘? .- . . /:?! '
; {City, town, or cotnty} {Btate or foreign country) ] Byt . ;
10. Usual! sccupation Hou s EWOI‘k . b Other conditions /ﬁ h /{ - .
. P = {toclude pregnancy within 3 months of dewtb g/ Al
11, Industry or business "7 l PHYSICIAN
g 12. Nams Jacob Licht, I || Maor indings: oy e o i
Germany the catse to
& \18. Birthplace o 5 which death
um forsign coantry, 4 Pt _ hould b
14. Malden name. a Milewrs Of autopay .:tau%dn;
15. Birthplace France . : 2
1 (City, town, ot county) (Stagm or foreign country) 22. Il death was'due to extemnl}nm ﬁll\in the following:
16. (a) Informant’s own {a) Aeccldent, suicide, or e (spocify,
(&) Address "gé‘I ?’ ege aAvVe., (%) Date of occurrenca, L
17. (a) l______ (5) Date thereot NOV. _18th, Y DE Hhore aid Injury oceur? T Tpy— - e
(Bariel, cramation, or remaval) (Month) (Day} (Yeaz) || () Didinjury occur in or about home, on farm, in industrial plwo in public p.'laee?

(s"‘“'('.z Mobr ot tnfury—_ 4
(M.D.or other)......._..’eo

Date signed /21637

( od Emha¥her's Statement on Reverse Side)
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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

working under my personal supervision.

Licensed Embaimer No ’7’ 3 é 7 .....

P. 0. Address £ 4 g. 3_/‘&? mc

Note: The above MUST RE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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




