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N. B.—Every ltem of information should be carefully supplied. AGE should be siated 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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1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
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(b) City or town St Louis (a) State Missouri () County.
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17. (s}
{Buria!, cremation, or removal) (Yeur)

{¢) Place: burlal or crematio
18. (a) Signature of funeral director.
(5) Addrem
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8. (b)) Name of hu.sbund or %@ B. (€} Age of husband or wife if || 82:d that death oceurred on the date and hour stated above. Duration
wrz) 2o petad /‘/‘ alive__.._ V. sears|| Immediate cause of death
7. Blrth date of deceased LA & 2872 | -Lerebral Accident, Rt Hemiplesia _ 16 .mos ..
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22, If death was'due to external canses, fill In the following:

(a) Accldent, sulelde, or homi
(b} Date of occurrence
{¢) Whera did injury occur?.
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(M.D.orother).____
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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, or by

, Registered Apprentice No.... . -
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%;sed Embalmer Noaxé
P. 0. Address.,Q..,‘?..'.,{.f__. ............................. 2=

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

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

working under my personal supervision.




