2/ FIE) FEB 18 104}  MISSOUR! STATE BOARD OF HEALTH
f) L. BUREAU OF VITAL STATISTICS
: §§ ) CERTIFICATE OF DEATH QBL ' 'Z
g w8 1. PLACE OF DEATH Do not 2 .
-"'g‘g (a) Colm!y.......,S..t..'!....-.FranCOJ-S Registration District No.773 R
U (b) Township......5t.. . Francois Primary Registration Distriet No... 0018 Registered No / $
i B (o) Oty Near=Farmingtono. .. (d) Street No,...State.. italiNo...d ervzeneninrrnns B
g g a - (If denth occurre%%piml%r }Ss%tutio"ﬁ, write its namg igstead of street and number)
8 E g (e} Lengih of residence in eliy or town where death occurred yra. mos. da, () Howlongin U.S,If nffnrelgnrlilrthr‘,"( yra. mos. ds.
ws _ ? ’
o ge 2. PRINT FULL NAmE. LA AE.S 2 ) S Rt
e B ) Restdonce, No.....4s7k5. Lonisiana Ave, . St.. louis,.Mos. /<.
> s 8 {Usual place of abode, i{ no street address, write county or city) (If nonresident, give city or town and State)
ul
:z( 88 PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DEATH |
s We 3. SEX "] 4. COLOR OR RACE | 5. SINGLE, MARRIED. WIDOWED. OR |
T W5 Female White Dwonggn (wiite the word) 21. DATE OF DEATH (MONTH, DAY, AND YEAR) Feb. 1, RENAN
o inglie
W 3 B T g 222 | HEREBY CERTIFY, That I sttended deceased from
< B3 ; (}:,2)5%123 o e | January 1, ,1039. 1o February L, \ 1ohl
O
o .'g g Ilastsaw hGX...... alive onJ'anuaryjl,_ 191{'1 Death isaaid
- M
n TH 6. DATE OF BIRTH (MONTH, DAY, AND YEAR) Jan, 21 1 1888 to have oceurred on the date stated above, at,...B.Z.BO...m. M.
i' % 3 7. AGE YEARS MONTHS DaYs ;f LESS than 1 ][ The principal cause of death and related eausea of importance were a3 follows:
- o1 - 10 ay, ... —
) P 5 3 O or — R Date of onset
¥ . b —
x' 3 E F4 8. Trade, profession, or particular kind of - l ® bzrcu. lo fe8..... i ’qa#
= o 0 work done, ns sawyer, bookkeeper, ete......, Hougewdfe i */_:\. R
- '8 ) 'E 9. Industry or businesa in which work /}‘\ \ G
L] '5.5 . was done, a3 saw mill, bank, ete, ... \.c --------------------
z 22 3 | 10. Date deceased last worked at 11. Tatal time (years) et e et et st e WA
3 8 5 8 this occupation (month and . mpentin this N
< o FenT) . OECUPBEION. vt s rteemme e L ettt est st st ket et s et
=.a - _
z S 12. BIRTHPLACE (ciTy or Tow)... Sf - Laboria i Other contributory causea of tmportance: .
5 %8 (STATE OR coNTRY) I11inois T Rementie Traecer, eafetenie i
T = :
= gg E 13, NAME Theodore Richter N
- I
3 3% e o
14, BIRTHPLACE (CITY OR TOWN). F . -
>_' ,§ Iﬂ_ : { STATECR COUNTRY) M Gemarly 7 Name of operation Dato of
I g - What test confirmed diagnoais®............occeeevivnnenes ‘Was there an autopsy?...._.........
£ o 14
3 =2 % 15. MAIDEN NAME ~ Josephine Temborius 23, If death was due to external eauses (violence), fill in also the following:
2 E 5 5 16. BIRTHPLACE (CITY OR TowN) S5t. Louis ir Aceident, suicide, or homicide? Date of injury
w .g B 5 {STATE OR COUNTRY) Missouri 0 Where did injury occur?
2.5 . . . 7 :
E o E l?.VINFORMANT Records--State Hospital NO . 4 Specify whether injury occurred in Indostry, in home, ot in public place.
3 E > {ADDRESS) Farmington . Missouri ettt et na gt enanranm et e seees .
=m : Manner of injury..........
a 18. BURIAL. CREMATION, OR REMOVAL o
bh cs N ’%,{— g‘ 4 NBBUT OF IIJUIY oottt ettt i bbb
g ¥ PLACE A A P o DATE.., as_ L
g ‘T a 24, Was diseage or injury in any way related to occupation of deceased?.
x 13 19, FUNERAL DIRECTOR (MAME) . JFas, P, Fendlegp,. JT... | 1tso,specity
RO 3 (apDRESS) 71 28 Mi chigﬁn s &%, Louis N eﬁé . (Signed)
L] hd o . T
: ) = 20, FILED Am. X s 194, ;»-7521 M : Q ¢ (ada
: Local Regisirar, ]
_Licenscd Embalmer’s Statement on Keverso Side)




STATEMENT BY LICENSED EMBALMER

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

, or by ; .

Registered App-rentice No , working under my personal supervision.

st Yo O M@

Licensed Embalmer No

P. O. Addresa,Z/. v

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN{ (Failure to comply
. with the above constitutes grounds for revocation of license.)

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




