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.—-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.

I X311

DEPARTMENT OF COMMEROE,

MISSCOURI STATE EOARD OF HEALTH

e 91, STANDARD CERTIFICATE QfyBEATH

30184

State Fila No

Repitrar's No... ¢ 3G 5.

Registration District Nowee o ¢ " Primary Registration District No
1. PLACE OF DEATH: ’ .."/3- , 2. USUAL RESIDENCE OF DECEASED:

(a) County. L o

@) City or town w St. Louls, o e seaeit 880UTL (8 County,

oulsida city or town loite, writs * " and namse of towoahip)
{¢) Name, utf a8 2 o
fg’g N}.Ouﬁ:l TB th, Street (@ City or town b Lm(ll}wuu. ity or town limits, write “RURAL"Y
([fnul.fn bospital or tnstitation, ‘;rlumulnmbna Tocation) 7 mer“t No 15468 sorth 15th. otroet
(d) Length of stay: In hospltalor institution (Specify whather (I rura), give location)
Inthis community.
yoars, months or days) (¢} Ifforeign born, how long in U, 8, A.T yeam.

8. () PRINT 4lbert Delgman

8. (b) If vateran, 8. (¢} Social Becurity

11. (a)

none none
name war, No
&. Color or, 8. (a} Single, ed,_married,
oo, Male fifite |* 00 Bingre™
. Sex rece dlvorced_...__..._.__
6. (3) Name of hushand or Wife...c.wmmemme 8. (¢} Age of bushind or wife if
allve..... — ears
7. Birth date of decossed JCEODOT 16 1870
{Moanth) (Day} (Yenr}
8. AGE: Years Months Days If less than one day
69 10 | 17 -
9. Birthptace__ o0 -L0U18, Mi asouri f)
City, town, or coun (Ssata or foreign country]
10. Tsaal tion otiTed Falater Zs
11. Industry or business [
E 12. Name__ du8tis Delgman &
> 3 Germany
m A\ 18. Birthplace rrTe 3
or
5 [ 10 Matden m,_CarES’HRE“ TErEb forslen soamtry
51 15. Birthplace Germany
= . {City. town, m.nn) (Buu or lorelgn coontry)
Wj

16. {a) In!orm.anl.’l own
0 st 12 Rl Bad

(¥} Data ther 'Sept’ 6! 1940

arial, crema """‘“” 7
(Rarial, cramatiop. o« 9t. Peters laém ataly’
(c) Place burial or aamaﬂnn V

18. (d) Slznature of funern! dlreeto
" (b} Address S University 9treat

R o
(Date recelvdd local

MEDICAL CERTIFICATION
September, ~ 3rd.

20. DATE OF Dﬁ% Month /,r
mimte. i

/} fhy certify that I attended the deceased from. 522%

that I whi o illveon. .
and thaf desth oecurred on the date

Immaediate cause of dea

2 s

Dus to.

Due to

M- " i ri
Other conamum@ M ) Z/

(Include within § aonths of dex J m
)
Mzjor findings: . —
ot tions _

oper ? Underline
N . & 4 the cause to
") shoaid be
of llﬂ’rw . , shour [ ]
J f 4 . charged sta-
tiatieally.

22, If d esth was due to external causes, fill in the following:
{a} Accident, suicide or homicide (specity)

(b} Date of oecurrence.
(¢) Where did injury cccur?
Siste)
(d) Digd injury occur Inor about homu, on m‘&‘.’?l !ndmrs.-l p!ue. In pnl(:llc p?ma‘.'

. . ']
‘White at wo, ('.’)"ﬁ mgf injury. ;
28, Signal (M.D. orother)

Address L I3 y R $ Yo ebeaca D

(Licensod Embalmer’s Statement on Reverao Side)
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: _ STATEMENT BY LICENSED EMBALMER

I hereby ceri:ify that the body whose name is recorded on the reverse side of this certificate was embzlmed by me, or by

» Registered Apprentice No
working under my personal supervision. '

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANDW
the above constitutes grounds for revocation of license. )

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




