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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECO

H -
DEPARTMENT OF COMMERCE

BuRBAU O @Cmsus

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
H‘v&stﬂct No...._...._..-.____] 9 1 ; Primary Reg:suauomDutdcr. No._.___~_1 O O 3 Regi.

34012
8769

State File No

Re, s No.
od
. PLACE OF DEATH: -~ - ‘2. USUAL RFS'DENCE OF DECEASED:
{a) County. . -
® City or town... 8% Louis (o) State Missouri _ (8) County.
{If outside city or town limits, write “RURAL" aud name of township)
{e) Name of hospital or institution: o Cityortown_Sta' Louis -
- t‘[..‘ ....&ni'bﬁri‘llm N 0 (1! outside city or town limits, write "RURAL") 3
(If not in hospital or institution, write streot number or location) l ‘
. " 9 {d) Street No......0itw. Sanitarium
{d) Length of stay: In hospital or institution Boncite et ("'m] ive aion]
In this community.

yoars, moutha or days}

(e} If foreign born, how long In U. S, A.7.

3. (@) PRINT
roLLName. Malinda B _Dewey. e
3. (¥ If veteran, 3. {c) Social Security
name war. No.
5. Color or 6. (o) Single, widowed, married,
. sex_Female | ,..White divorced WAGOW. ..

. () Name of husband or wife.....ccevcmvrcrrsinaenens

6. (<) Age of husband or wife if

John Dewev

MEIMCAL CERTIFICATION

20. DATE OF DEATH: MomhOctober gy 218t .
6

year. 1540 hour. mlnute....,.........l,?..,....M.
21, I hereby certify that I attended the deceased from -
19, to. 19t

that T last saw h aliveon
and that death occurred on the date and hour stated above,

Chronic Interstitiigpior

19........;

Immediate cause of death

18,

19.

. (o) Informant___Albert Dewey
) Address_45318_labadie Ave
. (a) : Burial ~ (%) Date thereof. N
(Burial, cremation, or remaval) {Month) (Day) (Yenr)

(c) Place: burial or cemation¥Aalhalla CPmPtEI‘V
@ smture of func.ml drecoRobert J. Ambruster

Ytz T

n AY¥ Concordia % .
(Date received local registrar) @ { Hegiatrar’s dyoatars) 1

F 114 T—, ¥ . ] -
7. Birth date of deceased DOQEIbOT Ard 1855 Myocardltls; .Contrib: Chronic
{Month) {Day) Gen || Tnterstitial Nephritis; Arterilo-
8. AGE: Years Months Days If less than one day Due to. FY S c l Eros i 8 ;
84 10 | 18 e\
hr. min l \
i Due to.
" 9. Birthplace N4 ‘
- {City, town, or county) (State or fueeign m“t”, \ jf\ r ‘
Oth ditigna
10. Usual occupation...... At _Home . u:.ﬁ.‘?? w:scnmcr within 3 months of death) \ [ [ | 1
il. Industry or business. i, . . PHYSICIAN
g 12, Name__JInkmowm Matlock : M e \. U . —

. = x _ , \ Underline
213, Birthplace .Tennessee. ... \ the causc to
Lo , town, of tounty} |, (Stata o foreign country) . .,
£ [ 14. Malden name Shown, Of autopsy : thould be
E 15. Birthplace Illinois : : Hstically.

= D (City, towsn, of county) (State or forelgn oountry} 22, If death was due to external couses, fill in the following:

Accident, suicide, or homicide (speciiy)
Date of occurrence.
Where did injury occur?
(City or town)
Did injury cccur in or abeoist home, on I‘a.rm, in Indunrlal plane. in pubﬁc plaoc?

{a)
)
(o
@

. I, or other)

te dsneq/a'?—z.)

-

(Licensed Embalmer’s Statement on Boverss Side) O




L TH

P o . : STATEMENT BY LICENSED EMBALMER “,-;..

" o1 hereby certify that-_ghe: body whose name la rt-acorded on'the reverse side of this certificate was embaimed by me, or by.:

, Registered Apprentice No. S :

. ‘working under my personal supervision.

- L

P. O. Address St . Louis

Note: The above 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, fact should be 8O stated above.




