DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH

,B“?P‘."(t"f"‘.:tj% STANDARD CERTIFICATE OF DEATH
. Primary Registration District No-———%

)

» . TP
Registration District No.

1. PLACE OF DEATH:
(a) County.

(b) City or town St «Louls

(If cutaida city or town limits, writs “RURAL" and name of townahip)

(¢) Name of hospital or institution:

t.John's Hospital

= a

[C] Stata...l"._ﬁ..:.sﬁ..gmmm (5} County.
’r .
() Cltg or town.... .S beLOULS

17136

4614

2. USUAL RESIDENCE OF DECEASED:

/7

(I outaids city or town limits, write “"RURAL") /

v LN —l¥YiAant, A FERVIAINENL nLELLUuUnly

N. B,—Every ltem of information should be carefully supplied. AGE shouid 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.

(If oot in hospital or institution, write strest loe-éiml)
\ ation & t N
(d) Longth of stay: In hospital or lnstitat] Ly e {d) Stree oJAEiLafayefﬁ;%ﬁ.em o
In this community.
yonrs, monihs or dayw) (e} If forelgn born, how long {n T, 8. A.? yeonrs,
3 MEDICAL CERTIFICATION /
8. (a) PRINT “}‘ 0
FULL NAME__ Frank J.W,.Masek o
50> vt T 20. DATE OF DEATH: Month o8 May
N veteran, . {¢) Bocial Se .
Nona None Y year . o X\ 1940__._...._.huur.....lg..n.i5...m :o.._,._B....._...._.M.
name Wwar, Ne. /
21. T hereby certify that 1 attended the dece 0
L1048

4. Sex Mﬂl e race. it P divorced 77", e
6. (b) Nameof hushandorwile. 6. (¢} Age of hushand or wife if
Thresa Masek alive 00 _ yoars

5. Color or 6. (a) Siogle, widowed, n.nu'ried.
Wh d

7. Birth date of d d May 17 1876

thatIlastsaw b S nliveon.....
and that death oceurred on the date ard hour sfated above.

Imm use of d

{Mouth) (Day)
8. AGE: Years Months Days If leea than one day
64 33 6 kr.
9. Birthplace Missouri
(Clvy, tawn, or (State or foreign country)

10, Ususl occupation REAL Est a Operator

11. Industry or business Masek Real EState Co

/

Due to,

i . p N/ I
e o[ IRATOUN N7 AL 2
‘ A L
v

Other conditions.

AN

(Includs pregoancy within 3 months of fu

PHYSICIAN

Major indings:

operationsa.
P

N

{ . Ngme inlliam J . ME.S ek

-‘-&:&“h—..‘“‘y

Underiine

Of autopey.

lshould be

chargod sta-
tistically.

:
(j
& \18. Birthplaco TTagne ) I ﬁ!-l:n )
tats or coantry,
14. Maiden pame Wmm .
Prague i
15, Birthpl

e e a: Vemomnde
<

16. (a) In!ormant'lownusf‘u
) Address Laf ayette Ave

. @ . burial () Date thereof. May <7 1940

(Burial, cremation, or rymaval) (Mozth) (Day) (Yaar)
{c) Ptace: burial or cremation Smset Burial Park

Peatz Brothers

18. (o) Slgnature of funeral director.

(8) Addrewm 3029 Lafayette Ave

19. {¢} [¢)]

{Duta received local :  signatare]

22. It d eath was due to external causes, fill in the [ollowing:
(a) Accident, suiclde or bomicide (specify)

(1) Date of occurrence.

{¢) Where did injury cocus?. ;
() Did Injury oceur in or about home, on farm, {n

County) {State

place, In poblic

(Licensed Embalmer’s Statement on Reverse Side)




Zt_é»/)»(*‘/

.

On Dok 13 hoerane
HO / 7W/51¢f72,
L2070, S22

STATEMENT BY LICENSED EMBALMER

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

2o ,_Registered Apprentice Now. ..o meresiconermmnecemss s,

working under my personal supervision.

Signed / AMQ D),.v &"1/’14— B

. —
. ‘ ‘ Licensed Embalmer_No. L 8’/ {
' P. O. Address, gﬁ P{zf“ﬁ Zrep
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 embalmed, above space should be left blank.



