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

DEPARTMENT OF COMMERCE

htg Wlﬁ)r&mli CENSUS”
791 1

Registration District No..oo.e....

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF D&éTH

, Primary Registration District Now.orvoeeo.

5300
1548

Stale File No.

Regisirar's No.

1. PLACE OF DEATH:
(a) County.

St. Louis,

_(II’ outside city or town limits, write "RURAL™ and name of township)
(¢) Name of hospital or institution: /

AO26. Waldemar. _Avenue

{17 not in hoapital o fustitution, write street nutmber or locotion)
{d) Length of stay:

(b) City or town

In hospital or institution
(Specily whether

In this community.

2. USUAL RESIDENCE OF DECEASED:

Missouri .. .
St. Louis.

(If outaide city or town limits, write *RUHAL")»

() State........... (5} County.

(¢) City or town

(&) Street No..6026. Waldemay. Avenue
{If rural, give lncn{wn) ﬁ

() Place: burial or mmuommm.ballq
18. (a) Signature of funeral director. Bohart J. Ambruster

19, ( LT
{ Rogistrar's signature}

yoars, mouths of days) () If foreign born, how long in U. 8. A.? years.
3. }(?%LPLR}{T;F JBS 8 ie E . Turner , MEDICAL CERTIFICATION
_. 20. DATE OF DEATH: Month._ FEDTUATY 4ay 15,
5 B If veteran, @ St_?&:m! Security year. ng.L]_ hnur..._.___.......T.....!j:......._minute.........2.......A..M.
name war. No..OR€ .
21, T hereby certily that I attended the deceased from
5. Color or 6. (o) Single, widowed, married, || February..lhth .. 101w February 15, .. . 10ll;
race-Wnite . divoroe.d.:-._ﬂldﬂﬁ_. that T last saw b B _aliveon. FEb rua ry 1) ith, 19J L:
6. (b) Name of husband or wifé.... 6. (c) Age o[__husband or wife if || and that death occurred on the date and hour stated above. Duration
Ira Turner ABVES vears || Immediate cause of death )
7. Birth date of d d December..31, 187 Cerebral. . hemorrhace L] 1. day
(Month) (Day) (Year)
8. AGE: Yeara Months Days If less than one day Due to..Chronic_endocarditis.. . £ .2 years
68 1 114 [V ;| min. ifl }
Due to v
0. Birthptace. Missouri > o / iV
- (City, town, or county) (State or furelgn couniry) I / H
. Other conditiona
10. Usual occupation At home (Include progosancy within 3 monibs of doath) v
11. Industry or business. Hongert fo PHYSICIAN
M. i H : -
E{ 12. Name..208¢0h M. Powman S s No_cperation -/ i_u Voo
= nderline
&\ 13. Birthplace... mjlo.r:tmmher_land,; Yo. r/ 2 v}"’ thl:i cause to
{City, town, or county) (Stato or foreign country) of Mo antonsy VE . Wh cht(zlﬂgh
E 14, Malden name.._ Ermma  Rowvat » autopsy. Al ,4 :h:rlglcd ’t:.
= Tow - / . - N tistically.
57 15. Birthplace owa
= (City, town, or county) (State or fareign country) 22, If death was dtte to external causes, fill in the following:
16. {a) Informant Hazel RBovman B (o) Accldent, sulcide, or homicide (specify)
(&) Address_ . 60P6 Winldemar Avenue, .. . (8 Date of eccurrence.
17. @ Gremation...... ® Date thereot_2/17/11 (@) Where did Injury occur? emper— tore pom
{Burisl, cremation, or removal) (Month) (Day) (Year) (&) Did Injury occur in or about home, on farm, in industrial place, In public place?

_(Specify type of place)
While at work?. Means of Injury .......... P

SUT—————— ¢
Q,&ﬂi@é—l—e__ - (M.D.EFEHD___

23. Sig'nati:6
Address. (1105 _Hazel Avenue, Date signed_al_b,/hl

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER : ’ .

!

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

.

Reg;stered Apprent:ce No

N/ 7= Z/) =

' T ’ ] J:censed Embalmer No 199}-}

_ working under my personal supervision.

P. 0. Address.. St. Louis, Mo,

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

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




