No, 2 DEPARTMENT OF COMMERCE MISSOUR| STATE BOARD OF HEALTH 7 3 1 4
State File No

1-10-3 BUREAU OF THE
e FED MAR 17 {g& STANDARD CERTIFICATE OF DEATH

[ X21492
Registration Disttict No..... Primary Registration District No...sz'_"_a__‘ﬁ__._ Registrar's No, 7
o 1. PLACE OF DEATIL: 2. USUAL RESIDENCE OF DECEASED:
(@ County Jefferson <
?/ ®) City or town... DeSoto @ State.._ ¥igsouri — ® CountyJefierson—2]
If outside city or tawn Limits, write "RURAL" and nama of township)
? (¢) Name of hospltal or institution: o . 421 StLouis St. DeSoto,. #
'/ . / {¢) City or town
421 St.Louis (1{ ontaide city or town limits, writs “RURAL") T
{if not in houpital or Enstitution. write sireet number ar locatjon) ga
() Length of stay: In hospital or Institution None {d) Street No 421 St.lLouis
(Bpocily whather {1 rural. give location)
In this community. 0
yoary, months or days) (¢} I foreign born, how longin U. 5. A.? years.
MEDNMCAL CERTIFICATION
8. [ PRINT  Mary Ellen Backer v
8. (&) Il veteron r— Py S—. 20. DATE OF DEATH: Month e ] day.
. . . (€} Social Security ot
name war. Ko No. Ko Ym""‘"‘“ﬁ"%l & 3 m‘"""/-l—é M
21, T hereby[certify that I attended the deceazed from. .
8. Calor or 6. (o) Single, widowed, married, 19 7 19
4. Suﬁgm"a,l,e, mL._M e O djvorced_lll_f.glli.. that I last saw hJ@?" allve on — Qﬁ- .
6. () Name of husband of wife....oemrmerimemes 8, {¢} Age of husband or wife if || and that death occurred on the datghnd hour stated above.

alive.. . yeasn || Tmmegigte canse of death
. Birth date of deceased Jan, 7 1941 AR A P .

{Mooth) (Day) (Your) T b Mo AearcCas. 3 Ko
VA

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

8. AGE: Years Months Days If lees than one day Due to.
br. 3 min. - / %}\
n Due to ‘g
9. Birthplace........... el -
E’G %8 Ly, town, or connty) (State g??retgn conniry) \\
. . Oth: diti
10. Usual ocenpation ThTant (Inctads pregaancy within 3 montha of desth)
11. Industry or businesa PHYSICIAN
E { 12. Name Paul Ba‘Cke r - : Maj(g; %ﬁlxggﬁm w
) '] Underline
2 L. sienpne ‘(“&Shingtm - LRy
City, % Dt T e
£ ( 14. Maiden name e mm’?[da S égﬁ‘ﬁ.ol §°€“ ountn; Of antopay. m;’:
E { 15. Birthplace Washington Mo '0 tistically.
= ) v (Btate or foreign somatry) 22, If death wa® due to external canses, filf m%ng:
16. (a) Informant. A " {a) Accident, suicide, or homlcide (specify)
(®) Address 1= 2-244)|] () Date of cccurrence
. (0 ... B'U.I‘_i.ﬂ,l..m___ (% Date thereof_. s &la_. 7, 1 Y& Where did injury occur? TS Tpm— Toeee T v
(Barin), cremation. or remaval) D e S cto (Mon;m—él):v) (Year) () Did Injury occur in or about home, on farm, in Indunstrial place, in public place?
{¢) Place: burial or cr {on Vs
18, (o). Sigmature of fuperat director.— Leg MOLthershead .||  Thica kot . o o (& Means of injury,_m—e /j
(%) Address DeSoto, Mo M__ﬁ /4 - z
23. Sigmat M » Doumgvier
19, (@) 3254/ QW ,@‘3—1,._/;,-,!-![ g L S ™,
{Dataroceived local regiatar) {Rexistrar's signatore) Addresa + Daze dgn .

{Licensed Embalmer’s Stntement on Rovarse 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 Apprentice No

working under my personal supervision.

.

Licensed Embaimer No

* P, O, Address S
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hia OWN HANDWRITING, (Failure to comply wit

the abore constitutes grounda for revocation of license.)
_If this hody is not embalnzed, abuve space should be left blank,




