No. 2
4-13-40
-17-39

I X23159

5O

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

DEPARTMENT QF COMM
BureaU OF THE CENSUS

fIFD JUN 25

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.__._.._‘l.QO..B !

ERCE

swe v o 1B 554

Registrar’s No............

Registration District No......... 7 .9..1 ......

1. PLACE OF DEATH:
{s) County.

{¥) City or town

St. Touis M

{If outslde city or town limits, write “AURAL" ond name of township)
{¢) Name of hospital or institution:

Congress Hotel Ant, 7/

(If not in hospital or institution, writo street number or logation)
(d} Length of stay:

In hospital or institution

(Specify whether

'(a) State_...

In this community.

About 80 vears

years, months or days)

2 USUAL RESIDENCE OF DECEASED:
Missourd
8t. Touis

{If outaide city or town limijts, write “RURAL™}

Gonﬂresq Hodel

75 71 %ﬂ

(¢} ¥ foreign born, how Iong In U.S. A2

(3) County.

(¢y Cityortown

< \C-

{d) Street No.

MEIMCAL CERTIFICATION

minute

’ f'““ir/'///‘ %,

S/l37 %/

3. PRINT sm s
o AmMe__ Alex G,Milius

20. DATE OF D ont!

3. (5) If veteran, 3. () Social Security %3{7 hour

name war... LONE No none :
21, I hereby {y that I attended the d
5. Celor or 6. (s) Single, widowed, married, M ' 193 %0
4. Sex.ma.lﬂu/)_ ce..Wblte.. divorced.l married || wacllast sawh e alive on

6. (b) Name of husband or wife...cvocceeecee. 6. (¢} _Age of husband or wife if

and that death occurred on the date and hour stdted {I-Jove.
Duration

Bertha Fuld Miling a_[iv&____:@_.________yeam Immediate gause, of de% it v
7. Birth date of deceased Aug 3, 1858 e &“L’ 7 Lruslie [MD Bete |t 7w
(Mouth)} {Day) (Year)
8. AGE: Years Months Days If lesa than one day Due to. : g .}
. . AT
82 9 10 hr. min Due to —_—— u"\,’:‘- ! !,w
. e e - J‘
o. Biempisee . Cincdonati ohio. ./ . E 2 ¥ 5
-{City, town, w_connl.y) {State or forelgn conntry) / i / Ll ‘f
. Other conditions £ «5‘\
10. Usual oecupation Re tire d:u (lle)c]nde prm.m’: S months of dﬂth
:. Industry or businesa Shoe ME=, R — f" iy ol PHYSICIAN
E{ 12. Name.......Hilliam S, Miliuse ag‘{ ogell_:gx JI !
) ’ Underline
3o mooe . Sermany & , : é g
{City, town, or (State or foreign country, L eal
E 14, Maiden TR0 T I— ﬁ .. ‘Pﬁ?f of aut.cmsy /’ should!bmﬁ
51 15. Birthplace J\Sermanv ¥ : tiatically.
= . (cu,_ town, of tonnty) 7 . (State or forelgn country) 22, If death was due to external causes, fill in the following:
16. (a) ln!ormant_\fMAq. {a) Accident, suicide, or homidde (specify)
(#) Address Gona‘ress Hnte) (#) Date of ocrurrence
17. ( . Burial (&) Date thereot__ 2/ 15/41 (e) Where did [njury oceur? ity or ow) o) (St
- === unty]
(Buria), cremation, or removal) . {Month) {Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in Dnblic place?
{c) Place: burial or cremation ""t a Binasd
18. {a) Signature of funeral director. e’ bt d o . . While at work? (s"”r’(";‘” °[fl'°"gf injury.

) Address__ 435

{Date rocsived ;ulrlgﬁ@ -

19, (a) _MAY._

(Rezhtnr » nmtm)

23. Signature ”
ddM 4 .. Date aisfned.é_.

(Litensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal.r-ned by me, or by

, Registered Apprentice No

Signed /%M u) u},ﬂgﬁym”v
Llcensed Embalmer No ¢3 \g\ 7\5

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h.lB OWN HANDWRITING (Failure to comply wi
the above constitutes grounds for revocation of license,)

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

i

working under my personal supervision,




