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BRI LA Y]
DEPARTMENT OF COMME
BUREAU OF THE CENSUS

Registratiop District Noigj_

CE

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH '
Primary Registration District No_‘!_Qﬂ.‘g_

Btate Wis No 9 1 8 7
* Replstrar's Nu._._.aﬁ.%:

1. PLACE OF DEATH:

(s} County.
{4 City or town

St Louis.
(1t outside city or tawn limits, writs “RURAL"™ and name of township}
{¢) Name of hoapital or [pstitution: /}
4

R4l12 Cahanne
v

(I pot En hoapital or jnstitation, writs satreet number or location)
{Specily whetber

(d)} Length of etay: In hospital or Inatitution.

In this community.
years, monihs or daya}

2 _vears
o -

2. USUAL RESIDENCE OF DECEABED:

(o) state_ M1SSOUTI (3 County
St., Louis

(If outalde city or town limits, wrlte “RURAL™)

(d)( et No....0412 Cabanne

{If rurnl, give location)

(#)_IIf foretgn born, how long 1n 0. 8. Ay e Jor e oo YORIS,

W

e} City or town

8. (a) PRINT
FULL NAME.

_ ADDIE HELEN MYLER oo

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month_MJ____dnY 2L

Whilhk PLAINLY=—UsE UNFADING DLACK INK—NMARE A PLRMANENT RECOKD

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

o1 X198t

ARU ¥ LU™a @SR

3. (b) If veteran, 8. {¢) Soclal Security
Fd ? ff hour. m_[.f_z M.
name war. No year it o
21, I hereby cortify that I attended the d d from
6. Color or 6. (a) Single, widowed, married, b:. ‘7 19£0., to F——aq , A/ 19557
4 BoXomremen ]  race Thite divorced _Single——{| thatIlasteawh £ allveon..... 2L, *wo 10.9°%;
6. (b) Name of husband or wife..... . 6. (¢) Age of busband or wife it {| and that death oecurred on the date and hour stated above. Duration
ive. o years Mte cause of death N— =
7. Birth date of d 1 Jan, ; 1867 4 M .
(Bfonth) {Duy) (Yoar} g —
8. AGE: Years Months Daya I less than one day Dug to. VW : Fd
e
732 °Z . hr, min a3
/ Dua te. Foa ¥ 'h &‘
9. Birthplac Ind - /
(Cley, town, or couaty) {Btats or foﬂl‘l:emm) v
: Other conditions.
10. Usual occupation_Multigrapher (inclnde within § mootta of deth) ———
11, Industry or budneumm,...f,ﬂult,igraﬁh ing PHYSICIAN
. il b l Major Andings: —_—
E 12 Nma———m“-M MV-I oT: Of operations Underline
& \18. Birthplaee Smﬁhem -Ind?-———— tho cause to
7. lown, of coant (Stats or loreign comntry) Of autopey. shouid be
E 14. Malden ham fa' « W S charged sta-
l tistically
§ 15. Blirthplace G 22. If death was due to external ezuses, fill in the followlng:

18, (a) Informant’s gwr
(b) Address

17. (a) ~__._Cneme.t§.on
{Barial, cremation, or remcval

{c) Place: burin) or crematio
18. (a} Signaturs of [funeral director:

() Addrems 8175 Delma_

[ (b) Date of occurr

(a) Acceldent, sulelde, or homicide (specily)

(¢) Where did {nfury occur?. T o
3
d) Did' Enjnry occur in or about hamo. on hm, ln industrint pnl:ea. in public pl.nea'l

Specily
Whna a: WOTET oo rrmerrrrrrrrrreremee ¢ (?)st:m of Injury.

za.smuma'gee«mm (? M /(Mnm)_._.
Address & & {7 D-tod:ned...........!a/

(Liconsed Embalmer’s Sutcment on Reverse Sids)
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name iB. recorded on the reverse side of this certificate was embalmed by me, or by.

, Registered Apprentice No T |

working under my personal supervision. . B |

Licensed Embalmer No

P. 0. Address |

Note: The above MUST BE 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.




