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

I
DEPARTMENT OF COM CE
Bugeaty OF THE C \

MISSOURI STATE BOI-\'RD OF HEALTH

STANDARD CERTIFICATE OF DEATH
txﬁ._ o 7O 1 Primary Registration District Nowoo oo 10

342006
8897

State File No.

03 ..

Registration D Registrar's No.
1. P DEATH: 2. USUAL RESIDENCE OF DECEASED:
{e)

) City or town........Ste. . Louis, Migsouri
ll’oul‘.:ide city or town limits, write “RURAL" and name of townahip)
{¢) Name of hosplr.a] or institution:

te Louis City Hospital #1 .

{If not in hoapiisl or institution, writs etrest nomber or location)
{d) Length of stay: In hospital or Institution 12_D y

Ahout 20 years

. {Specily whether
In this community.

{&) state__MIigsourlt ¢ County

Ste.-Louis ZL

{If cutside ity or town limits, write “RURAL™) >

6) City or town

-

Buchanan
(1f rural, give location)

(d) Street No._a.zﬁ&

yonra, montha or days) (£) If foreign born, how long in U, 8. A.? years.
MEDICAL CERTIFICATION
3. (o) PRINT wagley A1l
FULL NAMEN©€81O¥ en
20. DATE OF DEATH: Month_October ., 27
3. (b) If veteran, - 3. (&) Social Security year— 1900, nour. 11345 cninute. P® A
tame war. o No.. 10N E X
21. T hereby certify that I attended the deceased from Qctoher
le 5 Color:;hite 6. (c) Single, wtdoviecé marriedd 16, 0. 1i0e_October 27, - . 1040
Sex.....n male race....¥ida b K divorced. W1CQOWED that I last saw allve on Qctober 27, 191}0.
6. (b) Nameof husbandorwife . 6, () Ageof husband or wife if || and that death occurred on the date and hour stated above. Durati
urcihon

Mayme Allen

alive years
7. Birth date of ammmlmknovmwmimkn.o.wmmwm%‘:
{Month) {Day) (Year
8. AGE: Years Months Days ) If less than one day
77 - - br. min

9. Birthplace.............. LAIKIIO! _[ )

(City. town, or county)} "is;-u ar foreign eunntry)

10, Usual mmﬁommmglmmmmall_ﬁmaw

11, Industry or business

— &
e

o
|0,

o4 U
E{lz. Name Weal ey-Allen- |
AR ES mnhp:m_____unknamm_j_ - m..
Ly, State or foreigo country)

E 14, Maiden name. ‘GHRuESw - : '
1 15. Birthpt unknown unknowm
-] ; _ (Gity, town, or coanty) (State or foreign country}
16. (o) Tnformant____Maurice Friedman .

(b Address___ 2DD6 25
17. (a) Burial b

(Burisl, cremntion, or remnvnl)
(¢) Place: burial or cremation 2

18. {a) Signature of funeml d

19. (a)

Due to. " . 0# .
. AN
Other conditiona.. . X LY a For A ";‘{‘j Mw ’
- (lmlndnmmnqwth!nsmonmcl’ th) ( /ﬁ U o
Mj — - PHYSICIAN
A e X. "t —

I \ !{ Underline
ohich death
wi eal

of aummy__%__a.hn.é.ivé_g___:__,_. should be
sta-
tistically,
22, If death was due to external causes, fill in the following: -
(6) Accident, suicdde, or homidde (specify)
(f) Date of cocurrence
(¢) Where did Injury occur?
(City or town) Couanty) (State)

(d) Didinjury occuria or about home, on farm, in indus place, in public place?

(Licensed Embalmer’s Statemen? on Reverse Side)



I STATEMENT BY LICENSED EMBALMER

I hereby certify that the bl)dy whose name is recorded on the reverse side of this certificate was embalmed by me, ot by

, Registered Apprentice No

working under my personal supervision.

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his O
the above constitutes g'round.s for revocation of license.)} : .

If this bodyus not emba]med, fact ahould be so stated above,




