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=—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

N. B.~—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS sho
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very i

@l X191

ML LS S3N. 791 .

DEPARTMENT OF COHMERCE
BuaBau or THE CENBUS

STANDARD CERTIFI

MISSOURI STATE BOARD OF HEALTH

Primary Registration Distriet No.___j_o_o_a_

33543

CATE OF DEATH )4
83U

Biais Fils No.

Repistrar's No

1. PLACE OF DEATH:

{a) County.
@) Cityortown._Sal {asnuri

{If outside city ar town limits] weite “RURAL™ and name of townahip)
(c) Name of hospital or Institution:

Saint Louls Maternity Hospiltal

(If not in bospital or institotion, write etrest number or location)
{d) Length of stay: In hospital or Institution

&

(Specifly whether

Inthis community.
years, mooths or daya)

2. USUAL RESIDENCE OF DECEASED:

Missourd

{a) State. (3 County.

Sgint Louls

{If gutaids elty or towa lmita, write “ARURAL"}

3936a Kennerly Avenue

(11 raral, give location)

(e} City or town

(d) Street No

(&) II forelgn born, howtong in U. 8. A.1

MEDICAL', CERTIFICATION

S o b Infant Boy Cerken
FULL NAME 20. DATE OF PEATH: Month _S€DUembedy 22,
8. (b} If veteran, 8. {¢) Social Security 5 A
Ne - Year, hour minute ek 9 M,
name war.
21. I hereby certlfy that T attended the deceased zmm_S_e_p tember 88 P
6. Color or 6. () Single, widowed, married, [|2 $ 10 A M, ' Oro Sgnt " 22 18 AP
tsex_Male | race divoreed o || thatTlasteaw hITL _ aliveon 28D L 22, UU __ T, 1920
6. (b) Name of husband or wife. 6. (¢) Age of husband or wife If || and that death oceurred on tEtB “:‘f:““-' ’E;’;‘d ‘b"“ Dwrati
alive ... years || Immediate cause of deal Aok 4
7. Birth date of decease J;ﬁmbﬁt._z%,_l%(l____
LS.E_?M““’) (Day) (Year) x\?/ ree S W
5 [ 4 .
8. AGE: Years Months Dayn If leas than one day Due to
fed i
2 hr. 50 min, { oY
N 0 Due to. :M,_ £
9. Birthplace Iissouri 7t/
{Clity, town, or county) (Stata or foreign mntn% ©
10. Usuat ton & |[ otber conditions I~
. H i “ {Inclag within 3 mouths of death) "j ———
11. Industry or businem -/ A PHYSICIAN
Major findings: N
E 12, Nma_....(‘L]-_..e_ Paul Gerken Of operations Underline
< r the cause to
= 15 Binpace_Saint Louls, Missourd ... .. NPT
1ats or foreign coun ahon .
E 14 Madeo name ME LA COODED Ot autopay. should be
tintieally
22, If death was due to externsal causes, fill in the following:
Accident, suicide, or homicide (specify)
(b) Date of cccurrenca,
[ () Where did 1 occur?
1. (a) () Where did tnjury City or ows) (Goaaes) " (Eraia)
(Burial, cremntion. or removel) (d} Did Injury occur in of about bome, on I'ann, n industriat place, in public place?

(e} Plaes: burial or eremation

~ hesipl A
o/ ,(,(/%o-xze_
18. (nl Signature of funeral mm«%@?&#@

(D- roceived local reglstrar)

R e

Addresa

7

(Liccnsed Embalmez's Statement on Heversa Side)
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STATEMENT BY LICENSED EMBALMER

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

; Registered Apprentice No

" working under my personal supervision.

Signed

Licensed Embalmer No

P. O. Address

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

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

.




