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Registration District No, 7 % Primary Registration Distrlet No.
1. PLACE OF DEATH: - 2. USUAL BEESIDENCE OF DECEABED;
{a) County. .
) City or town... B b e LOULS || o e Missouri 4 couny
{If outside cﬂ.r or t.nwn limits, write “HURAL” and name of townehip)
() Nnﬁ of hotpital or inﬁi % H #l P (&~City or town St. Louis JR
nroute Y O8D. - 0 (If outaits city or towa limits, weite "RUNAL™Y
(If not in hospital or institation, write atreet number or location) l
(d) Length of stay: In hospital or inatitution (d) Street No. 912 Chouteau 4ve
1 2 yrs (8pesify whether (I rural, give locution)
In this community.
yoars, montha or days) {&) If forelgn born, howlong In U. 8. A.? years.
8. (a) PRINT Em& BOQSG]. MEDICAL CERTIFICATION
FULL NAME. March 12
8. (&) M vet 3. () Soclal Secarity 20. mﬁ%anomm: Month 5 day. A% A
s veteran, L (e] ec:
b £ ¢ M
name war. No No None ¥ our. Pt
21. I hereby certlty that I attended the d d from
F 5. Color or 6. {a) Single, widowec%vmnrﬂed, 19 to 19
4. Sex race. divorced T that I lastsaw b elive on TR | e |
6. (b) Name of hushand or wile ..o, 6. {¢) Age of husband or wife if || &nd that d oecurred on the date ghd hour stated above, Dur
Adﬂm alive......____years|| Immedigte of death . . ation
7. Birth date of d d Oct. 24 1862 / A il oa
{(Month) {Day) (¥ear) Y1 oy el b2l
i Y A ' v T ry
8. AGE: Years Months Days If lexs than one day Due to / //V ,_,ﬂ'/ -

I 7 2
. 4 18 N I ?liyf /_IDr// A
Crossville, Illinois 4 * ; ; : T

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECOR( J}

N. B.—Every item of information should be carefully suppliecd. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

9. Birthplace
Cif_I gﬁnsoremiu o (Stats or tnnlx;i country} - [
. Other conditions, :
10. Usual oceupation (Inctads wittin 3 montta of desth) 7 ; ; (-
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g | 15 Birtbplace oy m—— oo foneiir——s" [1 22. 1t death was due to external causes, fli in the following:
Fi 1. (o) Int ¢2 own slgnatero it (e) Aceident, sulelde, or homiclde (specify)
() Address. 1009 Morrison Ave (3) Date of oecurrence.
. (o) oo B I‘iwl»«,.w (8} Date cbmofmﬁp__ (e} Where did {nfury occur T — rom—— [y
- (Barial, cramation, or removal) Matth (Mlm'-h)c(Dlﬂ (Ysar) | (4) Did injury occur in or sbout home, on tnrm. in lndmrix.l place, In public place?
8 2 (¢} Place: burlal or crematio a e 8y, -
e % 18. {a) Sigsature of -
- 4
3 o S ggﬁf"mfay otte Ave ./ e
g@ Mﬁdk Q ; W (M.D.orother) ..
2 18. (g ® Date siged S L2, Y &

Date receivad loeal u‘iﬂnr) R Regfatrar's signators)
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STATEMENT BY LICENSED EMBALMER-
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I hereby certify that the body whose name is recorded on the reverse side of this certiﬁce_ipe was embalmed by me, or by .....

Registered Apprentlce No

working under my personal supervision, . 0\£ 7
o e e Signed M

- Licensed Embalmer No........... Jgj
. P. 0. Address.. :52.5"/,7@49

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure t6 co
the above constitutes grounds for revocation of license.)
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If this bddy is not embalmed, above space should be left blank. . -
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