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CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very im
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DEPARTMENT OF COMMERCE
Buarau or, THE CENBUS

sgegatr?tig lﬁom_;_ N

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICAIBB%DEATH

Primary Registratlon District No

Btats File No :3ﬁ?23£§(}
Reglstrar’s No-—!214i

1. PLACE OF DEATH:

{a) County.
(d) City or town

Saint Iouils, Missouri,
{If cutside city or town limita, weite “RURAL" and name of township)

2. USUAL BRESIDENCE OF DECEASED:

(o) sate._Miggouris ) county

77

22

, erfounty) (Statp oy foreign counir§)
. () Informant's own signaturd? /X’Q’L?’q 7ﬂ/‘ v ZZZ Ll
® Address__.... 16_zwaomnﬁm.s;ngu,[4_*

. {a} Burial

{Burial, ¢cremation, or removal)

(¢} Place: buriat or uemntion_N_Q_w_sto arcug
(a) Signature of funeral dIrertng(A-ﬂ&“ 2 "-vM i
Cherokee Street.

A gl =T

{Moxnth) {Day} (Year)
emetg Ye

-

18.

19.

() Data thereof. AUERSY 24,404

{¢} Name of hospital or institution:
(e) City or town......____ louis,
1642 South 39th, Strest.. (11 outaide city or town limits, writa “NURAL "}
(I not In hespital or jastitutlon, write stroet number or location) %
. | (@ Street Noo................ 1642 So =3 TN
(d) Length of stay: In hospital or institution T vy (If rural, give loceticn)
Inthis community.
years, months or daya) (2) If {oreign born, how long In U. 8. A.T_ eamm.
o MEDICAL” CERTIFICATION
8. (a) PRINT t%; N -
FULL NAME..._ Media E, Dow, TS
ORI AR TR w— 20. DATE OF DEATH: Month AUEUEY 4y 231rd,
, veteran, L (¢ al Security
None vear... A940a __hovr &S _ ot 2Ll 0 M
oame war. No. o A e reemrrnes
21 I hereby cortify that I attended the doceased fro L_Q_“:_

5. Color or 6. {a) Single, widowed, married, 104/ 0 ,to , 19. 55
¢ Sex Female | meelhite. divorced _DAVOXCed|l wpat1iastsawn. Y altveon P 10wY0
6. (4} Namo of husband or wifa 6. (¢) Age of husband or wife if || and that death cecurred onct& date and hour sfated atibve. D

Charles pow ve. 14 —_yenrs || Immediate cause of death 2N I
) i D
7. Birth date of decessed_____Eebruary  181h AN 2 —
Ot O (e &Mﬁwum
8. AGE: Years Montha Days If less than one day Due to. .
73 6 5 N e /"’ﬁ\ J Ve »
- *|| Due to. [ - A’! s A /
9. Birthnl New York N. Y. [ 5 "[] TR T TR
" {City. town. or county) (State or foreign commtry} Er y v
t O Other conditions, L)
10. Usual pation A H e (laclude pr ‘,th,sm!i. nfd‘:;t:h) A A
11. Industey or business ; ) PHYSICIAN
= Major findings: 1
12. Name Unknowm Of operatlons "
Enderline
t] to
M \12. Birthplaco .. Unknown : gnkn?w?l qu,) wg!eiccg:é?a;h
. town, or couaty, tate or [oreign conn! shou Q
£ (16, Muiden aam... HTREBTE Otwntepey g
Y
; k [¢]
[é 15. Birthplace l{gwn:'v:n Unknown Q 22. If death was due to external causes, fill in the following:

(@) Accident, sulelde, or homicide (spacify) L=

(b) Dato of occurrence.

{¢) Where did Injury oecur? bt

{City or town) {Coanty) (Stato}
(d) Did Injury occur in or about home, on farm, in indnstria.l plnce in public placa?

of plm) =

While at v(:_ork? Injury........_.ﬁ_._......__..__.
23, Signatore. > z ?M D. orother)
- 1
Address 2SES £ /k:v:L Data dgued ; )/9

(Liconsed Embalmer’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER .

I hereby certify that the boedy whose name is recorded on the reverse side of this certificate was embalmed by me, or by..ccooeecnreieeciens

, Registered Apprentice No

Signed.. W

*Licensed Embalmer No Q 3 é 0O
P.O. Address 26 ,23 B s Sl e i

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

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

working under my personal supervision,

. F
i




