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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 OCCUPATION is very important.
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STANDARD CERTIFICATE OF DEATH
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1. PLACE OF DEATH:

{a) County.
o 5t. Louis, MO.

(b) City or town
{If outaide city or town limits, write "RURAL" and name of township)
(¢) Name of hospital or institution:
City Infirmary

(If not in hospital ar institution, write streqt nu.mhegr locnl.im&
(d} Length of stay: In hospital or institution yr »Omo, 37 days

i

2. USUAL RESIDENCE OF DECEASED:
Missouri (8) County.
St. Louis

(If outalde city or town limits, write “RURAL")

5800 Arsenal

(If rural, glve locatlen}

{a) State.

/3

(e} City or town

(d) Street No.

42 Yea rs {Specily whether
Inthi: it
i ,“z::.n:;ﬁl;:xmy“m {#) If forelgn born, how long in 0. 8. A.? Unknown year,
3 g PRI Charles Delleart !-Mo 3 Mmc“l‘zmmcmm 16
3. () I vet AT — 20. DATE OF DEATL Month..........g..x................élay ©
) veteran, . {c eeurity .
name war Unknown No ?fin nown year. 194 hour. 6:0 tnfnute P u
21. I hereby ccrtify that I attended the d d from
Mal 8. Colog ﬂl t 6. (@) Single, widowed, nma: January 5, 1940, May 18, .40
4 Sex 819 / s divoreed -~ We that Itasteawh im allve on. Il"iay 16 1 19..%.0
6. (b) Nameof husbzad or wife_ 6. {¢) Age of husband or wife if || and that death oecurred on the date and hour stated above. Duration
nknown . ﬂ,,ewgmlgggg Txumediate cpuse of death . .
7. Birth dal fd d et AL & ___MMML
' te 0 {Month) {Duay) (Year) "
- L)
8. AGE: Yenrs Months Days H less than one day Due to @MW .
7 8 2 1 br. min, o t
- . . ~ ue to......» b e
‘9. Birthptace Unknown - - Belgium .-;; : : A
(Ciry, fnT’a:b I{ {State or [oraign couutry, g 3
er . - Other condition P i -/
10. Usual ocenpation éj zl:c:::-npr:gzn:cy within 3 months of death)’ i /J 1 e e—r—
11, Iadustry or business. Unknown : /| }ﬁ\ £ PHYSICIAN
% { e Unknow'n - : . .U MN(')){ ?\?-‘EE%;"M i £ i ﬂly Undetllne
=
A R Unknown Unknown DA {;/ the cause
B 14 Maiden name (Citr e¥PrElen VN (8tata or foreign couatry) Of autopey._ Abdws_ : should be
E { 16. Birth Unknown Unknown tistlcally
place (City. vowp Ar cou State g forvian conmiry) || S2- If death was due to externel causes, fill in the following:
16. (a) Informant’s own slgnature_. . 58 A o (a) Accldent, suleldo, or homicide (specify)
rsensg {3) Date of occurrenca
(8) Addrem_____ 7
17, (a} (8 Dato thereot 17024, / & - ¢ # || () Where dld injury occur? (City or vowe) Comoy) (el

- {Burial, cromation, or removal}
(e) Place: buria! or cremation w ‘t"“ ‘P"P P
18. (a) Signatdre of funera] director.
(b) Addrem
19. (a)

Mlb
( Dute received local registrar) )

(Mon&l) (Day) (Yeosr)
F ol

(d) Did Injury occut in of about home, on farm, in Industrial place, In puklic place?

8 of place,
oty et o Infury

(M. D. orotier)__
— Date sign: 4B,

(Licensed Embalmer'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, of by ocoeieemcnee

, Registered Apprentice No

Signed. S - L_@_.&rr»eﬂ:x-_gm.."

icensed Embalmer No....&_ .~ 7 i

P. 0. Address. ..k bo (Pl

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

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

working under my personal supervision.




