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 0OF COMMERCE
BUREAU or THE CENSUS

JAN 12 1046 ol

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

12092

Blais Fils No..

Registration Distriet No. Primary Registration District No Regtatrac's No....... 31245
1. PLACE OF DEATH: AL W) a2 2. USUAL RESIDENCE O¥ DECEASED:
(a} County. o . .
(%) City or town_ S L. Lonis | (@ state AI2SBOUT] (%) County.
(If outaide city or town limita, write “*RURAL™ and name of township)
(e) Name of hoapital or institution: (&) City or to 1 ]
301 lami (Lt otalde city or town limits, write “RURAL")

(I not in hoapital or inatitntion, write street number or location}
(d) Length of atay: In hospital or institution

135 vesrs

{Specily whethar
Inthis community.

2016 tMiagmi St.

(d) Street No.
(1 rural, give Yocatian}

MOTHER FATHER

Unknown

15. Birthpiace
(City, w0

{

H or county) Stagd or ign coantry}
16. (a) Informant's own dzmtwew.g%.ﬂz_‘

3016 Miami

(b) Address
1. Burizal » Dats thereot_ 1 /2 /80 ____
(a)(B 1, eremation, or remova {8) Date there {Manth} (D?v) {(Yaar)

(¢) Place: burial or cremation
18. (a) Bigpature of funera! director.

(b) Address___ 2.
19. (a) ()]
A NECI O8RS

yonrs, monthe or deys) - {e) 1I foreign born, howlong in U. 8. A7 yearn
. - MEDICAL . CERTIFICATION
s MFENT. Winnie Schroader /(3L Dec. 29tk
8. () M veteran, 8. () Sodial Security 20. DATE OF DEATIL Menth..
) ) - - ) ——— - year.. ..__..12!5_9 -—hour, minute .14
name war No, .
21. T heoreby certlfy that I sttended the decedsed from....
&. Color or 6. (a) Single, widowed, married, Qct. 17th 1899 o Dec. 29th 19199
«saFemale | neWhite avoresd Widowed thatTlestmaw 2T allveon__LEC . 281th 1949
8. (&) Name of hushand or wile ocescew. B, (¢) Age of husband or wife if || 2nd that death oecurred on the date and hour stated above. Dusation
Anton ALV ernecm oo enrn | | Immedinte cauze of denth R
7. Birth date of decessed_. N OV o " 26 . 1866 Acute liyocarditis 1 wk
{Month) “(Day} {(Yoar)
8., AGE: Years Months | Days H lem than one day , hronic Diabetes 2 Yr.
73 1 3 and,
] br. min [ _ N ;-
- 8, Birthplace.... PLlOL - Enob  Mi o 6 Mo
(Clty, town, or connty) (State or foreign country)
10. Usunl cccupation Hofﬂ.e 'z
L_‘
11. Industry or business o 3 ‘ PHYSICIAN
{ 12. Neme. WM. Biel ! Enderl!nl
18, Blrthphce_._._ﬂnkrlm__) 2 (s ) T :-513‘3:';3
Whn, O count. tats or foreign cosntry, - 1db
14. Malden name [jmkn n l 01 autopsy Q _ gﬂ’ged be

22, If death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide (specify)..—— — =~

(%) Date of cccurrence.
(¢} Where did Infury occur?, i
(d) Did {njury ocenr in or wbout home, on hrm, In lndnm—lal

County) (State}
p!aee n pnblic phee?

’&l/ m
While at wo; f_ﬁ' (o) %
283, stzmturn or other,

6 0 8 Data dxnal.dL.gd

{Licensod Embalmer’s Statement on Reverso Side)




.r}ﬁﬁ:—d

-STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose-name is rec_ord.ed on the reverse side of this certli_ﬁcate was embalmed by me, or by ........

, Registered Apprentice No

working under my personal supervision,

Signed

- . ’ . . ' Licensed Embalmer No

- 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 em.balmed, above space should be left blank.

LI L

- -




