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MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._m____

Stals File Na—igﬁgﬂ—/

(9%

Registrar’s No

1. PLACE OF DEATH:
{(a) County. 8t. Iouis Co unty

® City or town.......uefferson B et
(IF outside city or sown limits, write "RUHA.L and nams of hw‘?}

{¢) Name of hospital or {nstitution:

Veterans Administration Fac ility

{If not in hospital or instizution, writs atreat number or locatio
{d} Length of stay: In hospital or Institutio -—
Specify whather

2. USUAL RESIDENCE OF DECEASED: N

{a) State Misgouri
@ Clty or town

{d) Street No.

(b} County.

8t. iouis

(If ontaide clty or town Henlts, write "RURAL™)

3840 Labadie Street,

(Ir rural, give location)

In this community. unknown.
yoars, months or days) (e) If foreign born, bow long in T. B. A.7, Vears.
MEDICAL CERTIFICATION
3. PRINT
I.S[OJ)LL NAME. Albert Loehr 6 m 31

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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8. (b) If vetleran, 8. {¢) Social Securlty

20. DATE OF DEATH: Month . MAY day.

year_ 1940 nour 1 .‘_.l_é._..._....__m!nuta___._____P_nM.

name war. Spa’ni sh =American No.._S...-..S_o:.NQi___
hemenberads || 21. T hereby certify that I attended the d d from. .
1 &, Color or 6. (@) Slngle, widowed, marred, May 30, 19 to May 31 » 19 40,
Male White -
4. Sex race divorcea Married that I last saw b 400 aliveon . . May 31, __, 1940
6. () Name of husbznd or wife__ ANI1E 8. (c) Age of busband or wife if || and that death oceurred on the date and hour stated above. Durali
uralion
alive..e - years || Immediate cause of death
7. Birth date of deceased January 17 1877 _Mesenteric Thrombosiga. . . | . __
{Month) (Day) T (Year)
8. AGE: Years Months Days If less than ona day Dus to - q //l' zl pav/
63 4 14 hr. min. - [ 4
- ) - -, D Due to - -
9. Birthplace . _.__ St. Iouis, . o
(City, town, or county) {State or forelgn country)
: Other condltions. .~
10. Usual occupation S &18SMan ‘F/ ([:d“ o ooty wilhin 3 manthe oF dsth)
11. Industry or business - PHYSICIAN
-] s - . Major findings: i ——
= { 12. Name_____ Froderick Loehr ! Of operationa none., Uaderline
B : ‘ ] t
2 | 13. Birthptace ____(ElﬁjA_Lo_u_lsT_- _(éMis;rmPu__)__ e which death
ty. tuwn, or county tatn or forelin country, - should be
5 14. Malden name I Of autopey. charged sta-
= tistically,
E 15. Blrthplace .di_t_;_gﬁ_e.m (Guote o forsdo comnted) 22, If death was due to external causes, fill in the following:

18. (a) Informent's own signature
® Addrem_Clinigal
17. (a} i

(Burial, cremation, or nmn_\'nl)

~ (e) Place: bu.rlnl or cremstio : -
18. (0} Signature of funeral di:eetor A -

19. (a} J

{Dats received (l’l fiatrar's aignature)

no

(a) Accident, suicide, or bomicide {specify)
{d) Date of occurrence.

{c) Where did injury occur?,
(City or town) {Connty) (State)
{d) Did injury cceur in or about home, on farm, [n lndustnai pia.ce, in puhl.m place?

7l hd t ﬁ Z (SZ typs of place}
Whil at wor () e 0f IDfUry e ermreee————
28. Slgnature. HARRY INE! M,D. 2 (M. D.or other)!...,.._..

Acting Ch.Med.0fficer Date aigned.. .

Addresa

(Lican-ed Embslmer‘:ghaloment on Reve'r:; Side,
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= 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 oo

, Registered Apprentice No

-

working under my personal supervision.

. Licensed Embalmer No & J e 7
P. 0. Address L A4 q‘:‘_»#;;-u_w 2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (F&llure to comply wi
the above constitutes grounds for revoecation of license.)

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