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. AGE should be stated EXACTLY. PHYSICIANS should state

. B.—Every item of information should be carefully supplied
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

"

DEPARTMENT .OF ERCE
BUREAU o

MISSOURI STATE BOARD OF HEALTH 3 3 8 7 ‘L

STANDARD CERTIFICATE OF D(I)".'/é\TH State Pile o TS LN -

Primary Reglstration District No.............,.,.].._._._. Regisirar's No.

]

xr

@_@,\\ Dm,{m._lgq

t. PLACE OF DEATH:
(a) County.

(5) Clty or town_. .5t _Louis

{If outside city or town liuuh. write “RURAL' and name of towoshi

(¢) Name of hospital or institution:

In this community. 37 yrs

{11 not in hoepita! or institution, write streat number or locatlen)
{d) Length of stny: In hospital or [nstitutio

ottt

{Specily whether

2. USUAL RESIDENCE OF DECEASED:
(@ state.. Missouri (b) County

(¢} City or town. St._Louis 2— /

{If cutaide city or town limita, write “RUGRAL")

Q Street No 3054 a Thomas

{If rural, give location)

years, months or daya) {e) It foreign born, how longin U. S. A1 Years.
MEDICAL CERTIFICATION
8. (a) PRINT Ge *
FULL NAME orge Kaiser
3 ) el o () Social Sooert: 20. DATE OF DEATH: Month......... Qctober sy 13
8 veleran, . (e) Social Security 2:34 A
name war.... JAQTLE No..l&l__'? 5.. _g_.Gf..___.__ yw.....l.g‘!b,Q --------- ~hour minute M
21. I hereby certify that I attended the d d from
. 5. coturd:r 1 ’a (a) Single, wiﬁo:{ved? marrledd Sept 12 1940 o October 13 40,
4. Sex I\‘ia 1 e race. olore d:vorced__..__...gwe that I [ast maw h..im_.. alive on Oc't,ober 13 1{{.0 .
6. (b) Name of husband or wife___.._....... 6. {¢) Age of hysband or wifo if || and that death occurred on the date and hour stated above. Durati
ion
- alive. . years|| Immediate cause of death Lid
7. Birth date of deceased August 10 1863 || _Hypertrophy.of Prostate ____ Abt |1 yr_
(Moath) {Day) " (Year)
8. AGE: Years Months Days If lezs than one day Due to. -‘1‘
"
o
7 7 2 3 hr. min g 7
- - w-gre . 2 Duse to. ! ¥
9. Birthplac i S Missouril ‘r} . f‘,'n “
{City, town, ur county) (State or farelgn eountrrr‘)j - §/
Cth dit] ‘
10. Usual o pation Lab ore r (l::l:::precon:zcx within 3 monoths of dea / I r—r———
11. Industry or busf \: @ R PHYSICIAN
& e Major #ndings: d —_—
o { 12. Name J.‘e rry Kaigser . ajootr o;er?-?"ﬂ"' . / Underline
] .
13. Birthplace Unlgnown : gnkz:zzm : 1 -ﬂ’ﬁfﬁ%:&fﬁ
ity, towg, or T tale or toaokry, h 1d b
E 14. Maiden name, ﬁbf“v b°0°5"k’ Ot autapey. Ellzgr::efy ttae
==} Er e . .
§ { 15. Blrthplace ‘M];?,G OUE“];W) 22. If death was due to externs! ceuses, fill in tho following:
(a) Infn?rmant'l ow| cixnature ‘ f (o) Accident, suiclde, or homicide (specily)
(&) Address Y4 . (1) Dateof oecum-nm
* ?
17. {a) (3) Data thereot.1O= © Whero aii 'nim geent (Civy or towa) Counts)

{Borisl, ¢cremation, or ramaval)

(e) Place: burial or cremation

(b) Addrem
19. (a}

Mnnlh) (Dly) (Ym)

(&} Did lniury oecur In or ebout home, on farm, o lodust place, in puhlic pBaceT

{Specify typs of plsce)
Whileatwork?. = (s) Mesnaof injury.

28, Signatur e : (M. D.orother}o__

Address ... 2601 N Whittier  Date sigoede

(Dats raceived local registrar)

{Licensed Embalmer*s Statement on Roverse Side) 10/15/170



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, of BY.rm i

, Registered Apprentice No..

working under my personal supervision. o
. r
Signed% iAv-\.. W,
Licensed Embalmer No 37 ( z

P, 0. Address,

Notet The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failare to comply
the nbove constitutes grounds for revocation of license.) -

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

!




