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

> -

DEPARTMENT OF COMMERCE
BUREAU OF THE sz:x~<'sus7

79 :,,,

Reglstration District No....

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

State File No._4_ll.7_8fi__
raiswor's 7o 1ODD'T

Primary Registration District No. n._._.‘ﬂq

L. PLACE OF DEATIIL: ~. ¢

(a} County. -
St. Louis

(b} City or town
[l’cuu!de city or t.own Hmits, write “NURAL™ and name of township)

2. USUAL RESIDENCE OF DECEASED:,
lo.

{a) State (&) County.

474

St. Louls

(c) Nam; pil.al o {tuti (&) City or town
3.’5 S ve . (If owteide city or town limits, write “RURAL") {
{If not in ho‘pﬂ.ul or institution, write atreet number or location) 3
(#) Length of stay: In hospital or institution (d} Street No 923% Valsh Ave. -
(Specify whether {I{ raral, give location)
In this community. :
years, months or days) (¢} I foreign born, how long in U, 8. A.2 Years.

MEDICAL CERTIFICATION

(a) Informant VIS s C.F. O!'Rourke

16
) Address 23], Viadah Ave,
17; {a) B'lll"ial () Date thereof. 12"86-40
{Buzial, cremation, or removal) oni
(¢) Place: burial or crematio: 'Q L
18, (a) Signature of funeral directenl L €fi8hauser MHortuar
@ address_ 4228 _So, Kingshighwawy Blvd,
. CRER-B A0 ©
) egistrar's xi )

s @PRINT Tstelle B, Schiffer Do, g 7.
- 20. DATE OF DEATH: Month . rhy..__ii. o iy SN
3. (&) If veteran, 3. (¢} al Security 194:0 . inute s
name war, ] one No. s ne hour inut ,3091\{
21. I hereby certify that I attendcd the decaued from ...~ f
Female | inite | Widow vt ke AR sl
4. Sex : divoreed that I last saw h. £R alive o e Q3 19.0).;
6. (¥ Name of husband or wile.—\senn- <. 6. (c) Age of husband or wife if || and that death occurred on the date and hour stated above. , Durats
Late Henl"v Sehiffer years|| Tmmediate cause of dea J P uration
7. Birth date of deceased oct. 18 1866 [ I 7' 10 da.
{Month) {Day) {Yeoar) A .
8. AGE: Years Montka | Days If less than ofe day Due m,M#_W dliy |linkawe. .
7 4 2 5 kr. min “ < 'T R 9
_ . Due to. At r )
9. Binhoee_tndianapolis Indiana ] 'c‘g“m"‘“}"‘ﬁj- y;
(City, town, or county) (State ar foreign munl.ry) =
10. Usnal occupation_ LLOULSEVi 1 fe _ Otthumndluonh_MGL 1 74
of dma: :
11. Industry or business ‘g U- /3/} PHYSICIAN
E{”- Name_ William T. Glaze o || M St _ rdi —
E 13. Birthplace Unknown '] L {’ ‘%Z‘E‘:‘,ﬁ?é
3 foreign r ] ea
2 ¢4 Malden name C(fg'f’oﬁn' eagis )dne (Stateor ovatzs) Of autapsy. ] hould‘lt:
E \S. Birthsl Unknovin tistically.
= ) (City, town, o county) {State or foreign countey} 22. If death was due to external canses, fill in the lom

(o) Accident, suicide, or homidde (specify)
(4) Date of oecurrence
{c) Where did injury occar?

3 {Clty or town) County) (State)
(d) Did Injury occur in or about home, on farm, iz Indusi place, in public place?

m———— oy

es (Specify type of placn)

While at work? ! d (e) Mgans of injury. \_"
. 1 f/ YE .
23. Signature M\ 1y Adse g (M. D, orpbd
o X7 I b oretag
Address £ Al e maame A - Py

{Licensed Embalnier’s Statement an Reverse Side)



T STATEMENT BY-LICENSED EMBALMER ' B

the above constitutes grounds for revocation of ficense. )

working under my personal supervision.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT]NG (Failure to oomply

If this body is not embalmed, fact should be so stated above.




