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N. B.—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 js very important.

DEPARTMENT OF
BURBAU OF

Reﬁm}?ﬂi . 491

MISSOURI STATE BOCARD OF HEALTH

STANDARD CERTIFICATE OF Dféa-b

Primezry Reg‘lnrnt{on District Nowe o i

334980
86'7'?

State Fils No.

Registrar’s No.

1. PLACE OF DEATH:

—— i ——— — -

Saint Touis
(If outaide city or town lmita, writs “RURAL” and name of township)
{¢) Name of hospital or institution:

4061 -Weat-Belle Place

{1 not in bospltal or institation, wriis strest nombaer or location)
{d) Length of stay: In hospitalor inatitution

{a) County,
(&) Clty or town

{Bpacify whather

_(t) Clty ot town Saint Louis

2. USUAL RESIDENCE OF DECEASED:

- W -

(@) State Missourl {3 County.

//

(@StreetNo..__,‘_O__l__«‘feﬁt Bell e Place

{If rural, giva location)

{1f outside city or town imits, write "RURAL")

Inthiscommunity.— — Life
years, months or daye} {e) I forelgn born, howlong in U. 8. A.2 Years.
MEDICAL CERTIFICATION
8. PRINT
FOLL NAME Emily Bogy
T o s 20. DATE OF DEATH: Moot Q0L 0ORET s 20tn
) vetenn, + e} ot i FEATemsrcares ..1940 e BOULE, & 5 20____ SR . % - M1 s M.
name war. oo e il Ne. T 27T
21 t I appended the deceased [ro
6. Color or 8. (a) Single, widowed, married, 060 Qelober 20th | 1,40,
¢ ser FEMglo race N EZT G avercedaried that T last saw b & Talive OL_QQM_Q_L_____a_Qm' 1940
6. () Name of husband or wife. e 6. {¢) Age of husbapd or wife if || and that death occurred on the gyte and hour stated mbove. Duraii
T
_Frank Jacob Bogy alive vears|| Iram g . b
7. Birth date of decease 8._8_5__
{Moath) {Day) (Year)
8. AGE: Years Months | Days If tess than one day Due to //_// A/ U7
s7 16 |29 mas
hr. min [ 74
Due to. //':‘

o papiceSalnt Louis _Missouri C

(City, town, or cottoty)- (State or foraign ennnl.ry)-\

10. Usua! occupatien..__.H.Qlls_ﬁJfllfﬁ_.______._...%ﬂ_w_._g
11. Industry or business, Home []
Lewis. Jones
Saint Louls i

{ 12. Name.
18. Birthplace R

Ity, tawn, arpoun 39 {State or forelgn country)
14. Matden m&_ﬁnﬂi_ﬂalﬁr_____.____
ern

re, larylanc

o Mnlrx)

MOTHER FATHER

-~

(5 Addrem

LT. {a} _1 .
{Burial, cremation, or remaval) (Mooth) {Day) (Year)

(e} Place: burial or aemtion%n"f
18. (a) Signaturs of funersl director. r\ 1(_

(b) Address 4107-09 flnneq Aenue

A0=23=-1940

-

(b) Date ther

Other conditiona

{lacluds pregnancy within 3 -“7. al’?/

Major indings:
Of operatd

PHYSICIAN

Underline
the causa to
which death
should ba
charged sta-
cistieally.

Of autopsy. Nong

22, If death was due to external causen, fil] {n the following:
(s} Accldent. suiclde, or homicdde (spedliy). 7.~ 7= =

(b} Date of occurrence,
(¢) Where did injury oecur?

or town) {County) (Stats)

(City
(d) Didinjury occur in or about home, on farm, [n industrial place, In public place?

19. Y VAT (b

A .o
7 Qegadeiigmatary

addr 2743 Franklin Avenue Date eigned

(Licensed Embalmer's Statement on Reverse Side)

+10-21-1940



f ..

-y ae e e - S ey a4 en

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name-+ rded on the reverse side of this certificate was embalmed by ;:ne, or by

—Z 7

working under my personal supervision,

.

N : ' ' P. 0. Address 4107 F'i;m'ay“ Avenue...

Note: The above MUST BE SIGNED BY THE LICENSED E\IBALI\IER in his OWN HANDWRITING (Fallnre to comp!y wi
the above constitutes grounds for revocation of license.)

- % [f this body is not embalmed, above space should be left blank.




