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MISSOURI STATE BOARD OF HEALTH

DEPARTMENT OF COMMERCE
BURBAU OF THR CENSUS

12375~

g TRy STANDARD CERTIFICATE OF DEATH suwwmune
w8 u,j_.[l apt & k2SS . 6.24
> % Registration District No. . 3 Primary Registration District No. Reglatrar's” No. /]
g 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
St. Louls g

N. B.—Every itcm of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS sh

e & AlLNDLE

CAUSE OF DEATH in plain terms, go that it may be properly classified. Exact statement of OCCUPATION is very imi)ortant.

(é) County.

(b} City or town
(1 outside clty or townlimits, write "AURAL" and name of townahip)
ﬁ (¢) Name of hospital or {nstitution:

4020 Weber RA4.

(1T not In hoapital or inssitution, writs atreot number or location)
(d} Longth of stay: In hospital or institution

{Specily whethor

|

@ ste_Missouri
(¢} City or town_____LLAMBY

) County. Sta Lomisg

{1f oBtalde city or town Umits, writs "HURAL")

R

(d) Street No.

1

{1 raral, give location)

In thiscommunity. 40 VI‘ =S N
years, months or days} 4 ~ (&) _If foreign born, how long In U. 8. A." ..years,
e
8. {a) PRINT

FULL NAME.____._. _Ma_hhild&_\{onder_.ﬁaar

8. (b) If veteran, 8. (¢) Social Security

20, DATE OF DEA'

18. (a) Informant’s own rgpatur

(2) Address 4020 Weber Hd.

17. () (8) Date thereot ! 4
(Burlsl, crematicn, or remaval)

onth) (Day) (Year)

| (@) Accident, sulclde, or homicide (specify)

ri

- year.... ..k
narme war No. o=
21. I hereby certify that I attended th
8. Color or 6. (a) Single, widowed, married,
esaxfomale | e white divoreed MALTLLOA|| tnot 1125t maw hﬂ_ aliveo
6. (b} Nameof hushandorwile_.___.___ . 6. {¢} Age of husband or wife if || #2d that death occurred on the date arnd hour stated abowé.
—Bernard Vonder Haar  awe....
7. Birth date of d .+ (B 77 tE 75"
y {Month) {Day} (Year)
8. AGE: Years Months Days If lezs than one day
é f ? - / g hr. min,
9. Birthp! i~
(City. town, or connty} (Btate or torelgn coutitry)
10, Usual occupatlo u 1fe
11. Industry or business_________AL homa PHYSICIAN
m —
E 12, Name.. JONN. . Grenhsl / Underline
| G (0 o cause to
= \13. Birthplace ( - 3fmany 3 'ﬁ” d’id dl l:h
Y, or lorsign mtrv shou [
15. Birthplaco ¢ ( . ; -
1 (Clty, town, ar counky) Etats or Torelgn oomotry) 22. If death was due to external causes, fill [n the following:

(b) Date of occurrenca

(c) Where did Injury occur?

(State)

(Ciry
(d) Dld injury occur lp or ahout home, on hrm, ?n lndnstrhl p!aee n public place?

(¢} Place: burial or cremation_. ME . Ol ive
18, (o) Signature of funeral director.
(b) Address

v o MABS T dotp
{Date recaived 1]
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STATEMENT BY LICENSED EMBALMER o
5‘&“".“‘1 L : o . o

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba]med by me,"or by

Registered Apprentice No

workl'ng under my personal supervision.

. 3

' LA
. .

Llcensed Embalmer No.,,.

P. 0 ,Address....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in ' his OWN- H.A.NDWRITING {Failare to comply w1t]
the above constitutes grounds for revocation of license.)}

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