=—MABKE A PERMANENT RECORD

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 is very important.
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DEPARTMENT OF gom rUY 25 @ '“MISSOURI STATE BOARD OF HEALTH 3 8 4 b 4 z
BURBAU OF THR CENBUS
STANDARD CERTIFICATE OF DEATH State File No
Registration District No Primary Registration District No._ Regisrars No. [ T 08
1. PLACE OF DBATH:/ . 2. USUAL ERESIDENCE OF DECEASED:
(a} County___s.aiﬂt Louis . A
(%) City or town__dJafferson Barracks (@) State—__L11iNQis . @ County =
N {1f outsids city or town ljmjts, write “RUNAL" and name of l-awnlhlp) R
(+) Name of hospital or institution: %l &) Gty or town___ KBTIDSVille
X . cility N (Lf ontaids city or town limils, write “RURAL"™)
(11 20t [n hoapital or institution, writa s nhmb-bor 1§-.- ﬁB g
. Street No.
{d) Length of stay: In hospitalor Institution peorTa v d) Stree (i raral. sive looation)
In thia community. by
yoars, mouths or doys) {e) Iftoreignborn, howlong in . 8. A.T - yearn.
MEDICAL CERTIPICATION
8. (a) PRINT "
F(?i)u. NAM ederick W NN
T Y 20. DATE OF DEATH: Month OCtober gy 7
3 veteran, ] . (e) Soclal Security year 1940 hour 5:5C PM ninute M
name war World No... one
21. I hereby certify thet I sttended the deceased from__s_ﬁmmb_ﬂ'__
5. Color or 6. (a) Single, widowed, marrled, 2 1940 +o_October 7 1840,
4.5az_.Male | neafhite aivorced. Maxried || o iusawbim  aveon Qctober 7T 1940 19,
6. () Neme of husband or wue_,ml_@gz_xw 6. (e) Age of husband or wife if || and that death oceurred on the date and hour stated above. Duration
alive__ DO ___yvears|l Immediate cause of death. Metastetic Melanosers | = "
7. Birth date of d o April 13,1876 comate of the liver secondary to .. . labout
(Moath) (Dey) (Year} melesnomosaxcoma. of left eye. |20 mo.
8. AGE: Years Months Days If less than one day Due to.
4 , Lo
.? . ..\ - - ;
B 64 5 2 N & Dus to. ﬂ l'-’d"'
9. Birthplace. Negper Miss R
{City, town, or county) {State or forelgn m:n)

10. Usual occupation.. ..o -2 Physiclan

1. Industry or businem__ LX-8Ctice of medicine E
{12. Name _lLudar %ol +marm
18, Birthplace

Provice Hanover, Germany
{u Maiden name—Sa.r-s.h—Maamy—G&m,

-

{City, town, or county) {State or foreiyn coantry)
15. Birtbplace \Tll_e_elmg ¥

(City, Lown, @ mnly) '

MOTHER FATHER

16, (c) Informant's own rignature
) Addm..__]LAF__iafﬁemn

1. (@ Removal (9) Date thereot .1}
(Burial, cremation, or removal} {Mooth) (Day)} (Year)

(c) Place: burlal or cremation K Amneyille T17.
18. {a) Sigoature of funeral dhectorwm
i n.sue,

() Address 47

19, (a) MQ@(»
(Data recaived local registras,

Other conditions. None
(nclude preguscey within 3 months of death)

PHYSICIAN

Major findlogw:  Left eye removed at Alton,
L . s Underiine
I1linois in January, 1939, the cause to
See_cause of death hoatsbe
shou
Of autopsy. eharged stos
22, If death was due to external causes, fill In the lollowing:
(a) Aecident, suicide, or homicide (specify)
{b) Data of occurrence.
(¢) Where did injury occur?.
ar Lowo) County} (Stete)

{City
(&) Did in]urr gecur o or about home, on hrm. in Iodustrial place, in public place?
i

While at (Spocity type of place) firhg
& at wor] a

‘@? Fp H . Officer |
28. Signatore T M HUGHES Chlief m’fntfbo"h") I

VAF_Jeffe n_EBks Date signed___.. . ___

Addr

{Licensed Embalur'l Statoment on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

DRI
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I hereby certify that the body whose name is recorded on the reverse s:de ‘of this certificate was embalmed by me, or by

Regtstered Apprentxce No

working under my personal supervision.

' M_E_J(%W

Signed...

. | . " Licensed Embalmer No 3 ‘S 7\5

P. O. Address

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

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