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

DEPARTMENT OF COMMERCE

gREd WA 13 1041

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

13147

State File No

R ) .
Registration District No....._......q..g..—,t"_ Primary Registratlon District No.. ... 1.@.0_3
4 L |

REGiStrar's Now—.. q Qo) g e ‘

1. PLACE OF DEATH:

{s) County
{d) City or town

ot. Louis

{If outaide city or tows limits, write “RURAL" and name of township)
(¢) Name of hospital or institutlon: ﬁ

City Hospital

2. USUAL RESIDENCE OF DECEASED; /‘a @ @
(e
@ swe_Missouri . (5) County
St. Louis

L2

(¢) City or town

11174 "NGFEn"Ps ‘k""P]‘f”“‘“"

—— -

(If not in hospitnl or iastitntion, write strest number or locatio (d) Street No (15 rural, give location}
(d) Length of stay: In hospital or institution Wee( S No
Specify whether (e} Citizen of foreign country? (Yes or No)
In this community. NOt' knom D
yoars, monihs or days) If yes, name country
MEDICAL CERTIFICATION
3. {a) PRINT
30 BIUNT Betty McAteer April
20. DATE OF_D h da
3. (&) If veteran, 3. {2) Social Security E“T Mont 5:55 P M”
name war. N one No N one ) year. hour. minute, M
' T 21. 1hereby certify that I attended the d d from
“ F 1 5. Color or i 6. (o) Single, widowed, martied. ]| 19 to. 19
emale Whit - o
4. Sex ruce e avorea. DLV OT COM that 1 last saw b alive on 19...;
6. {b) Name of husband of Wife.uen.oooeo.. 6. {c) Age of husband or wife it || and that death occurred on the date and hour stated above,

Immediate cause of death._SUDATrachnoid Hemorrhage

15. Birthplace,

(City, town, or county) (Stote or foreign coontry)

18. (a) Informaat BErtine P eI‘lOW
@ Address___ 21178 North Park Pl.
17. (a} Burial (5) Date lhermf‘l/gs/ql

{Buria), eramation, or removal) {Month) (Day) [Year)
(¢) Place: burial or cremation Calvary Ceﬂ_let ery
18. (o) Signature of funeral director Math Hermann & Son
@) Address..... 2161 BastFair Ave 4

19. (a) MA—?’H‘ %&%ﬁm‘%'

alive .. T TR years
7. Birth date of deceased..... AUEUSE 16, 1862 of Brain; Fracture of Riba; Lobar. .
(Menth) (Day) vad 4 Pneumonia; suffered when deceaBed
8. AGE: Years Months Days If less than one day Due to fell at the City Infimarv 2800
Arsehsl 5%,, on Apr , at
78 8 " " . l‘h o pril l1st, 1943.
o d8bout 5:10 A M,
9. Birthplace Phelps County_ Mi_ﬁSQIAL';LWQ Juu
i } {City, town, or county) (State or foreign conntry). éf| - - -
10. Usual oecupation At _home uf.'.ﬁ?}&l',':.':, within 8 manths of death) —
11. Industry or business A\ \‘l T T PHYSICIAN
Bf 1 Name_..G0dfrey P _1erlow.....4.. \ R Speratives —
2 [ 14. Malden mg__f‘i"i_ﬂbif"'ﬁﬁown ______ ( ft:l:f:‘:fu . ,1 é’?,i\%" m:g:bmf
E{ France b tistically.
]

| 22756 death was due to external causes, fll in the oliom £;
{a) Accident, suicide, or homicide (specify) aent

April lst. 1941 00{;}
8t . 5L

{City or town) {Coasty) (Btate)
jury sccur in or about home, on farn, in industrial placc in public place?

{t) Date of occurrence

{¢) Where did injury occur?...

(d) Di
N In Public Place
t' . £ (Specify type of place)
t Work? 47 e — . eans Of INJUIY. i csmess g ensaes
23. Signat ..._;..,. A AT TR (M.D.orothe.rs S
Address A AL - dren  pae mcd_ﬁ_ie _
I"’ /‘

(Licensed Embalmer's Statement on Reverso Sidﬂ'
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STATEMENT BY LICENSED EMBALMER
. R

[ 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

3

Licensed Embalimef No 92 Za #. 7

- Ty “. ’ N o . . .
' P.0. Addr&%{)éﬁ“;{ : %ﬂ’_

ac L MEL .
(Failure to comply w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING,

the above constitutes grounds for revocation of license.)
-If tbfs_ bedy is not embah:ped, fact should be so stated above.

working under my personal supervision.
-8




