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

&

DEPARTMENT OF COMMERCE
BuUREAU oF THE CENSUS

7019

Registration Distri¢t No...........

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District NO-—----—-—J—-QO'S

37075
9348

State File No

Regisirar's No

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

(a} County. & \
‘v I
(b)) City OT tOWD...commmecae ,.st...LO .iB............... . l»}'_.. (o) State .. MiBS . (&) County. g
(ll’outnde city or town limits, write “RU . & of township)
(¢} Name of hospital or ingtitution: ¢2)A City or town._........_._.........A._.._B_t..n_L.Qlli.B /
_Enroute City HospWal 3 a {If outaide city ar town limite, write “RURAL") 7
{If not in hospital or institution, write street number or loeation) -
(d)} Length of stay: In hospital or institution (d) Street No... ... 41 55 Jt!CPhE rson. .. ... e reneaten
(Specily whether {1t rural, give location)
In this community.
years, months or duys) (e) If foreign born, how long in . 5. A.? yearsa

3 AME____Peter Robert Mueller. .

3. {&) If veteran, 3. (¢} Social Security

TAME AT ewrrirrersrmen HQAH_.. NA-BB:—LB- 9313
5, Color or 6. {a) Single, widowed, married,
4 sex_ Male rce. ¥hite | divorced_MBTTied

6. (b)) Name of husband or wife . ceeeeneeee. 6. (¢) Age of husband or wife if

no attend MFEIBhFFTETHHON
20. DATE OF DEATH: Month.....No¥ember . _11th
year. 1 9 40 6 minute....Q.z.... ...R.M.
21. I hereby certify that I attended the deceased from
19......, to

hour.

that I last saw h alive on

and that death oceurred on the date and hour atated above.

Durati
Louiga Jane . altve _ 58, Immediate cause of dmth...£arnnan}{....Sclevno.aiji:ff:._

7. Birth date of deceased......n.e.c.n..... 13 SO 18?1 ............. g g

(Montl:) ny) {Year) . j i } j
8. AGE: Years Months Days If less tht;n cne day Duye to. f ’{
v
6 8 hr. min
8 110 |3 : — 7h 7
9. Birthplace Bwitzerliangd { /i 44
{City, town, or county) (State or foreign wuu}g} ( i }/
Oth ditions
10, Usual occupation..........fachiniat # t([,e‘:g?,?_{: mn, aney within 3 monihy of death) ¥
11, Industry or buniness '}1 I / PHYSICIAN
8 { 12. Neme._Peter Mueller e || Ml i / —
: ndetlina

= U 13, Birthplace .Bwijz.zexlalgd the cause to
Fn (City. towg, ot qpunty) (State or foreign country) which death
a 14, Malden name_.................:n]&ngwn : Of autepsy. :ﬁl:rggs?;
‘5{ 1S, Bisthplace Switzerlan Hatically.
= {City, town, er county} (Stata or foreign country} 22, If death was due to external causes, fill in the following:

16. (@) Informant—.... . Louiga J a,ne__anTl er
(b) Address 4155 YcPheraon: Ave
17. (a) “.»Bu rial . o () Date thereof. _ll( 14 40

Buriel, cremation, or removal; Month) (Day, (Yon.r)

(&) Place: burial or cematon NOW St .Marcus Cem.,
18, (n) Signature of funeral dxmct.or....Al.b.EI.t_ _H..Ho.ppﬁ

® Address.............. £ 700 Ha/@i/gctonm AY

19. (2) V;;]E:,;é,;jr,&‘m“ by

{6} Acddent, suiclde, or homicide (apecify)
(¥ Date of occurrence
{¢} Where did InJury occur?

{City or town) {County) (State)
(dy Didinjury oceurin or about home, on farm, in {nduatrig] plaee. in public place?

L (M.D.orother)....._

. Date sign Aj/yd

{Licensed Embalmer’s Statement on Rdenn Side)
t




Far

. STATEMENT BY LICENSED EMBALMER -

*~T hereby certify that the body whose name is recorded on the reverse side o.f tﬁis cértiﬁcate was embalmed by me, or by. s ceannd

» Registered Apprentice No

~ working under my personal supervision.

4

+ 7 P.O.Address

Note: The above MUST BE SIGNED BY THE LICENSED EBIBALMER in his OWN IIANDWRITING (Failure to comply w]
the above constitutes grounds for revocation of license.) . N

s If this body is not embnlmed, fact should be so stated above,

N




